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sinus  disease,  chronic  tonsillar  and  tonsillar  and, 
and  chronic  diseases  of  middle  ear,  215 

Adenoma,  Polyposis  of  colon  and  multiple  benign  malig- 
nant, limited  to  sigmoid  flexure  of  colon,  28;  tu- 
bulare  ovarii  carcinomatosum  and  relation  between 
tubular  ovarian  adenoma  and  embryonal  rests,  65; 
Polyglandular  syndrome  with  adrenal  hypernephroma 
and,  of  the  pituitary,  203 

Adenomyoma  of  rectovaginal  septum,  66 

Adhesions,  Prevention  of  post-operative,  in  peritoneal 
cavity,  140 

Adnexa,  Diathermy  in  treatment  of  diseases  of,  184; 
Etiology  of  diseases  of,  303;  Tuberculosis  of,  639 

Adrenalin,  Should  vasoconstrictors,  pituitrin,  be  used  in 
emergencies,  especially  in  surgical  shock,  403 

Adrenals,  Influence  of  removal  of,  and  one-sided  thyroidec- 
tomy upon  gastric  and  duodenal  mucosa;  experimen- 
tal production  of  lesions,  erosions  and  acute  ulcers 

.434 
Air  passages.  Early  recognition  of  cancer  of,  668 
Albee's  operation  for  spondylitis,  283 
Albumin,  Parenteral  digestion  of,  and  its  relation  to  ob- 
stetrics and  gynecology,  317 
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Albuminuric  retinitis,  Relation  of,  to  toxaemias  of  preg- 
nancy, 64,3 

Alcohol  drain  treatment  of  puerperal  temperature,  314 

Alexantlcr-Adams  operation  and  its  results,  637 

Aluminum  skeleton  splints  in  the  treatment  of  compound 
fractures,  278 

Amcnorrhd'a,  Clinical  significance  of,  in  diagnosis  of  tubal 
pregnancy,  307;  Organotherapy  in,  635 

Aminolytic  ferment  in  stomach  in  carcinoma,  487 

Aminonitrogcn  determination.  Application  of  the  Van 
Slyke,  to  diagnosis  of  cancer,  289 

Amnesia,  Study  of  scopolamine  and  morphine,  as  em- 
ployed at  Long  Island  College  Hospital,  311;  Anaesthe- 
sia and,  in  childbirth,  312 

Amputations,  Reduction  of  number  of,  at  the  front,  177; 
Usefulness  of  ventral  decubitus  in  some  leg,  279; 
Improved  method  of  suturing  flaps  in,  of  cervix,  299; 
Anteriorcolporrhaphy  and,  of  cervix  combined  as  a 
single  operation  for  use  in  treatment  of  genital  pro- 
lapse, 304;  for  fracture  of  femur  in  the  aged,  399; 
Injection  of  salt  solution  into  femoral  vein  during,  of 
femur  and  disarticulation  of  hip,  500;  Resection  of  knee 
to  avoid,  of  thigh  in  fracture  of  knee,  524;  Technique 
for  late  secondary,  in  war  injuries,  528;  of  the  breast 
by  transverse  incision,  598;  Resection  in  reference  to, 
in  certain  infected  gunshot  fractures  of  knee-joint,  625 

Anaemia,  Splenectomy  in  primary  pernicious,  34;  Classifica- 
tion and  analysis  of  clinical  types  of  splenomegaly 
accompanied  by,  610 

Anaerobic  bacteria,  Importance  of,  in  puerperal  infection, 

313 
Anaesthesia,  of  brachial  plexus  according  to  method  of 
Kulenkampfl  on  the  basis  of  200  cases,  14;  in  urology, 
14;  in  goiter  operations,  18;  Spinal,  in  gynecology, 
127;  Experience  derived  from  first  twenty-two  cases 
of  vaginal  operations  performed  under  parametric 
infiltration,  186;  Novocaine,  in  normal  labor,  196; 
Influence  of  preliminary  narcotics  on  induction, 
maintenance,  and  after- results  of,  245;  Anoci-associa- 
tion,  in  theory  and  practice,  246;  Ether-oil  colonic,  a 
report  of  thirty-six  head  and  neck  operations,  247; 
Nitrous-oxide,  in  obstetrics,  312;  and  amnesia  in 
childbirth,  312;  Scopolamine-narcophine,  in  labor, 
312;  Prostatectomy  under  local,  326;  Spinal,  in  forty- 
three  suprapubic  prostatectomies,  326;  Scopolamine- 
morphine-cocaine,  in  surgery,  361;  Spinal,  362;  Local, 
of  abdominal  cavity,  362;  Morphine-scopolamine,  in 
obstetrics,  430;  in  obstetrics,  430;  Etherometer,  a 
means  of  mechanical,  474;  Intravenous  isopral-ether, 
in  military  surgery,  530;  Irritation  of  kidney  from 
novocaine,  547;  Brain  abscess  following,  for  dental 
purposes,  564;  with  a  description  of  the  Roth-Drager 
apparatus,  594;  By- and  after-effects  of  Kulenkampff's 
plexus,  595;  Shock,  anoci-association  and,  595;  Sacral, 
especially  in  gynecological  operations,  642;  in  gyneco- 
logical operations,  642 
Anaesthetizing,  Attempts  at,  the  lumbar  plexus,  401 
Analgesia,   Nitrous-oxide   gas,    in    obstetrics,    195,   430; 

Technique  of,  in  intranasal  surgery,  560 
Anastomosis,   End-to-end,   of   the   axillary   artery,    172; 
Futility  of  arteriovenous,  in  treatment  of  impending 
gangrene  of  lower  extremity,  172;  Uretero-enteric,  209 
Anatomical  specimens  of  unusual  dinical  interest,  616 
Aneurism,  Ligation  of  common  iliac  artery  for  iliofemoral, 
290;  Traumatic,  406;  Operation  in  fifteen  cases  of 
traumatic,  406;  Surgery  of  blood-vessels,  406;  Experi- 
ence with,  in  war  with  special  reference  to  suturing  ves- 
sels,411;  Gunshot,  and  their  treatment,  514;  Pathology 
of  diseases  of  blood-vessels  which  are  important  surgi- 
cally and  of,  of  peripheral  arteries,  621 


Angiofibroma,  Inoperable,  maxillary  antral  sarcoma,  95 

Angioid  streaks  in  brother  and  sister;  suggestion  that 
streaks  are  non-vascular,  91 

Angioma,  of  uvula,  218;  Cavernous,  of  tongue,  219; 
Cavernous,  of  spleen,  269 

Angiomata,  Treatment  of,  by  injection  of  boiling  water, 
Wyeth  method,  515 

Angiotribe  in  hjemorrhoids,  268 

Ankle,  Fractures  about,  159 

Ankylosed  joints.  Mobilization  of,  279;  Mobilization  of, 
of  knee,  398 

Anoci-association,  Nitrous  oxide-oxygen,  in  practice,  246; 
Shock,  and  anaesthesia,  595 

Anterior  poliomyelitis.  Medical  treatment  of,  47;  Prophyl- 
axis and  orthopedic  management  of,  47;  Diagnosis, 
symptomatology  and  pathology  of  acute,  47 

Anterior  colporrhaphy  and  amputation  of  cervix  com- 
bined as  a  single  operation  for  use  in  treatment  of 
genital  prolapse,  304 

Antiseptics,  Urinary,  87;  Experimental  studies  of  various, 
for  use  in  treatment  of  wounds,  360;  Use  of  certain, 
in  treatment  of  infected  wounds,  622 

Antitetanic  serum,  Tetanus  and,  complications  and  late 
death  in  tetanus,  289;  Treatment  of  tetanus  by  endo- 
neural injection  of,  509 

Antitoxin,  Intraspinal  administration  of,  in  tetanus,  508; 
Combined,  and  narcotic  treatment  of  tetanus,  403; 
Intraneural  injection  of  tetanus,  in  local  tetanus,  620 

Antitrypsin,  Diagnostic  value  of,  content  of  blood  serum,  76 

Antrum,  Lipoma  of  maxillary,  447;  Inflammatory  disease 
of,  diagnosis  and  treatment,  560 

Anuria  due  to  unilateral  calculous  obstructions,  320 

Aplasia,  Periodic  bleeding  from  mouth  (vicarious  men- 
struation) associated  with  hypoplasia  of  uterus  and 
tubes  and,  of  ovaries  and  mammary  glands,  642 

Appendectomy,  Stump  treatment  in,  27 

Appendicitis,  Sequence  of  pathological  changes  in  acute, 
and  appendicular  peritonitis,  145;  with  the  pain  on 
left  side,  382;  in  children,  491;  and  typhoid,  607 

Appendicostomy,  491 

Appendicular  obliteration,  267 

Appendix,  Ruptured,  at  full-term  pregnancy,  71;  Carcino- 
ma of,  plea  for  its  removal  whenever  the  abdomen  is 
opened,  490 

Arch  of  foot.  Painful  anterior,  operation  for  relief  by  means 
of  raising  arch,  48 

Army,  Health  of,  630 

Arteries,  Pathology  of  disease  of  blood-vessels  which  are 
important  surgically,  and  of  aneurism  of  peripheral,  621 

Arteriomesenteric,  Diagnosis  and  treatment  of,  occlusion 
in  child,  374 

Arteriosclerosis,  and  control  of  uterine  haemorrhage,  301; 
with  relation  to  prostate  operations,  326 

Arteriovenous  anastomosis,  Futility  of,  in  treatment  of 
impending  gangrene  of  extremity,  172 

Artery,  End-to-end  anastomosis  of  the  axillary,  172; 
Bronchiectasis  treated  by  ligature  of  branch  of  pul- 
monary, 253;  Ligation  of  common  iliac,  for  iliofemoral 
aneurism,  290;  Operative  treatment  of,  thrombosis  and 
embolism,  291 ;  Ligation  of  splenic  and  gastro-epiploica 
sinistra,  in  surgery  of  spleen,  611;  Surgery  of,  in 
embolism,  53,  170 

Arthritis,  urica,  40;  of  joints  of  hand  following  Colles' 
fracture,  158;  Treatment  of  rheumatoid,  of  hyper- 
trophic type,  275;  Treatment  of  suppurative,  of  knee 
in  military  surgery,  294;  Pituitary  gland  in  gonor- 
rhoea!, 392;  Diagnosis  of  suppurative,  following 
gunshot  fractures,  415;  deformans  in  subluxation  of 
hip,  500;  Treatment  of  convalescent  stage  of  infectious 
and  atrophic  tjpes  of,  612 
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Artificial,  Contribution  to  attempts  made  at,  fertilization 
in  the  human,  199;  Improved  technique  in  forming 
support  for,  eye,  441;  Condition  of  larynx  and  trachea 
in  stillborn  infant;  its  bearing  on,  respiration,  654 

Ascites,  Clinical  experience  with  plastic  drainage  for,  482 

Asepsis,  126 

Atresia,  Labyrinthitis  following  operation  for,  443 

Atrophy  in  nurslings  and  congenital  lesions  of  liver  in 
newborn,  77 

Auditory,  Post-mortem  specimen  of  radical  mastoid 
operation  performed  six  months  before  death  to 
illustrate  secondary,  tuberculosis  in  adult,  213; 
Tuberculosis  of,  apparatus,  214;  Tuberculosis  of, 
apparatus  treated  by  permanent  drainage  of  lateral 
ventricle,  329 

Auricle,  Operation  for  epithelioma  of,  with  secondary 
involvement  of  glands,  555;  Epithelioma  of,  treated  by 
diathermy,  555 

Austrian  army,  Experiences  with,  629 

Autogenous  bone-grafts  versus  Lane  plates,  398;  Treat- 
ment of  fractures  by,  bone  transplants,  615 

Auto-infection,  303 

Axillary  artery.  End-to-end  anastomosis  of,  172 

Axis  traction  rods,  Tarnier,  applied  to  Simpson  obstetric 
forceps,  432 

DACILLUS  COLI,  Keratitis  caused  by  infection  with, 

^   555 

Back,  Gunshot  wound  of,  producing  paralysis,  relieved  by 
laminectomy,  528 

Bacterial  flora  of  wounds  produced  during  present  war,  418 

Bacteriological,  Serological  findings  in  100  cases,  findings 
in  50  cases,  and  a  resume  of  679  cases  of  abortion  at 
Michael  Reese  Hospital,  308 

Bacteriology,  of  urinary  tract  in  children,  210;  of  eustachian 
tube,  213 

Bacterins,  Principal  methods  used  to  standardize,  with 
reference  to  use  of  haemocytometer,  168 

Bags,  Dilatation  of  cervix  by  means  of,  73 

Bandage,  Treatment  of  abdominal  gunshot  wounds  by 
means  of  compression,  293 

Bartholin's  gland.  Carcinoma  of,  426 

Basal-cell,  prickle-cell,  and  skin  cancers,  162 

Basedow's  disease,  Failures  in  treatment  of,  137;  Indica- 
tions for  and  results  of  operation  for,  478 

Battery,  Improved,  for  cystoscopy,  439 

Battle,  Wounds  received  in,  observations  made  during 
recent  service  in  Austria,  296 

Biceps  flexor  cubiti.  Rupture  of,  392 

Bichloride  poisoning,  Successful  treatment  of,  by  hydraulic 
irrigation  through  caecostomy  operation,  27 

Bile,  Clinical  value  of  examination  of,  388;  Feeding  of, 
collected  from  biliary  fistulae  in  obstruction,  388; 
Surgery  of  common,  duct,  388;  Diagnosis  of  carcinoma 
of,  and  pancreatic  ducts,  494 

Bipolar  origin.  Case  showing,  of  faucial  tonsil,  560 

Birth  palsy,  318 

Bladder  cancer.  Radium  in,  325;  and  kidney  cancer,  551; 
Early  diagnosis  of,  551;  Case  of,  552 

Bladder  tumors,  Soft,  82;  Fulguration  treatment  of,  210, 
660;  Unusual,  435;  Diagnosis  and  treatment  of  papil- 
lary or  villous,  550;  Cases  of,  550;  Pathological  diag- 
nosis of,  with  reference  to  papilloma  and  carcinoma; 
study  of  one  hundred  and  thirteen  neoplasms,  658; 
Operative  treatment  of,  660;  Desiccation  treatment  of, 
660 

Bladder,  irritability  in  women,  66;  Old  and  infected  ab- 
dominal pregnancy  with  extension  of  long  bones  into, 
and  bowel,  67;  Observations  upon  diverticulum  of, 
82;  Rare  type  of,  ulcer  in  women,  325;  Foreign  body 


in  urinary,  325,  550;  Ulceration  of,  435;  Fracture  of 
pelvis  with  extraperitoneal  rupture  of,  435;  Early  re- 
cognition of  malignant  disease  of,  and  prostate,  551; 
Transposition  of,  and  uterus  for  cure  of  cystocele  and 
descensus  uteri,  637;  Gummatous  ulceration  of,  660 

Bleeding,  Pituitary  extract  in  uterine,  180 

Blindness,  incidental  to  external  ethmoidal  operation,  330 

Blood-vessel,  Newer,  operation,  55;  Infected  wounds  of, 
171;  Protecting  large,  in  extirpating  tumors,  360; 
Surgery  of,  406,  514;  Experience  with  aneurisms  in 
war,  with  reference  to  suturing,  411;  Blood  and,  in 
haemophilia,  510;  Pathology  of  diseases  of,  which  are 
important  surgically,  and  of  aneurism  of  peripheral 
arteries,  621 

Blood,  Sugar  content  of,  in  eclampsia,  69;  pressure  during 
pregnancy,  76;  Diagnostic  value  of  antitrypsin  con- 
tent of,  serum,  76;  Significance  of  non-coagulable 
nitrogen  coefficient  of,  serum  in  pregnancy  and 
toxaemias  of  pregnancy,  190;  Pathology  of  spleens 
removed  for  certain  abnormal  conditions  of,  270; 
Influence  exerted  upon  pregnancy  by  dietetic  and 
medicinal  means  and  analyses  in  regard  to  alkalinity 
of,  315;  Inequalities  in,  flow  in  hands  due  to  mechan- 
ical causes,  510;  and  blood-vessels  in  haemophilia 
and  other  haemorrhagic  diseases,  510;  Source  of,  in 
the  urine,  554;  pressure  and  viscosity  of,  inper- 
nicious  vomiting  and  heart-disease  during  pregnancy, 
308;  Foreign  body  in  lungs,  primary  diagnosis  made 
by,  examination,  601;  Volume  of,  in  pregnancy,  651; 
Transfusion  of,  by  Kimpton-Brown  tube,  405;  Trans- 
fusion of,  511;  Transfusion  of,  by  citrate  method,  511. 

Boiling  water.  Treatment  of  angiomata  by  injection  of,  515 

Bone-graft,  Original  surgical  uses  of,  43;  Fundamental 
principles  involved  in  use  of,  in  surgery,  160;  Auto- 
genous, versus  Lane  plates,  398;  peg  in  treatment  of 
fractures  of  neck  and  femur,  499;  wedge  in  treatment 
of  habitual  dislocation  of  patella,  615 

Bone  transplantation,  280;  Nasal  deformity  corrected  by, 
446;  Osteogenic  power  of  periosteum;  a  note  on,  495; 
Treatment  of  fractures  by  autogenous,  615 

Bone,  Relation  of  periosteum  to,  vitality,  38;  Chronic 
abscess  of,  39,  153;  Acute  surgical  metastatic  infec- 
tions with  especial  reference  to,  joints  and  periarticu- 
lar structures,  39;  wedging;  method  of  eliminating 
introduction  of  foreign  materials  in  open  operations 
on  fractures,  43;  External,  plating,  160;  Treatment  of 
infected  gunshot  wounds  of,  and  joints,  177,  526; 
Periosteal  regeneration  of,  390;  Secondary  carcinoma 
of,  392;  Fractures  of  long,  with  reference  to  operative 
treatment,  397;  Transplantation  of  entire,  with  joint 
surfaces,  398 

Bowel,  When,  where,  and  how  to  open  the,  in  cases  of 
chronic  obstruction  of  large  intestine,  146;  Diverticuli- 
tis of  large,  147;  Rupture  of,  due  to  blunt  force  during 
pregnancy,  192 

Brachial  plexus.  Anaesthesia  of,  according  to  method  of 
Kulenkampff  on  basis  of  200  cases,  14;  Late  results  of 
four  cases  of  operation  for  injuries  of,  284 

Brain  tumor.  Results  of  operations  for,  16;  Treatment  of, 
248;  Pathology  of,  363 

Brain,  Gunshot  injuries  of,  and  spinal  cord,  175;  Primary 
suture  of  gunshot  wounds,  especially  of,  410;  Surgery 
of  gunshot  injuries  of,  521;  abscess  following  anaesthe- 
sia for  dental  purposes,  564 

Bramann,  Puncture  of  corpus  callosum  according  to,  248 

Breast  cancer,  18,  251,  478;  Imperative  necessity  of  early 
diagnosis  and  operation  in  female,  479 

Breast  carcinoma,  Extension  of  limits  of  operability  of 
recurrent,  252;  Combined  radiotherapy  of  carcinoma 
of  uterus  and,  301;  X-ray  in,  479 
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Breast,  Sarcoma  of,  480;  Early  incision  of,  abscesses  during 
lactation,  597;  Amputation  of,  by  transverse  incision, 
598;  Conservative  operations  in  cysts  of,  598 

Breech  cases.  Treatment  of  impacted,  73;  Cjesarean  sec- 
tion in,  307 

Bronchial  glands,  Suppuration  of,  with  perforation  into 
a'sophagus,  481 

Bronchial  stones.  Gangrene  of  lung  from,  481 

Bronchiectasis  treated  by  ligature  of  branch  of  pulmonary 
artery,  253  ,      .     , 

Bronchoscopic  removal.  Fence  staple  in  lung;  a  new 
method  of,  369 

Bronchoscopy,  Fluoroscopic,  481 

Bullets,  Operative  removal  of,  and  fragments  of  grenades, 
with  reference  to  use  of  electromagnet,  58;  Treat- 
ment of,  and  other  wounds  by  ionization,  418; 
Laminectomy  with,  lodged  in  spinal  cord,  528; 
Nerve  suture  for,  wounds,  529 

Burns,  Modern  treatment  of,  619 

Bursitis,  Prevalent  fallacies  concerning  subacromial, 
pathogenesis  and  rational  operative  treatment,  156, 

497 
Buyo  cheek  cancer.  Special  reference  to  etiology  of,  15; 

Plastic  operation  for,  476 
Button  suture  in  anterior  colporrhaphy,  303 

CiECOSTOMY,  Successful  treatment  of  bichloride 
poisoning  by  hydraulic  irrigation  through,  opera- 
tion, 27 

Caesarean  section,  644;  Three  cases  of  extraperitoneal,  69, 
70;  Indications  and  technique  for,  190;  Eclampsia, 
acute  mania,  190;  in  breech  presentation,  307;  Three 
cases  rupture  of  pregnant  uterus  through  scar  of  for- 
mer, 308;  Extraperitoneal,  for  shoulder  presentation, 
544;  its  wider  application,  644;  indications  for,  645 

Calcaneus,  Subperiosteal  osteotomy  of  os  calcis  for  pes,  48 

Calcification,  Histopathology  of,  of  spinatus  tendons  as 
associated  with  subacromial  bursitis,  497 

Calcium,  Two  therapeutic  suggestions  for  gynecological 
practice;  administration  of,  in  inflammatory  lesions 
and  extract  of  true  corpus  luteum  against  haemorrhage, 
187 

Calculi,  ureteral;  special  means  of  diagnosis  and  newer 
methods  of  intravesical  treatment,  324;  Probable 
left  nephrolithiasis  with  passage  of  small,  some  lodg- 
ing in  urethra  causing  urethritis,  547;  Chemical  com- 
position of  urinary,  554;  of  prostate,  661 

Calculus,  in  vesiculae  seminales  in  man  with  enlarged  pros- 
tate, 85;  Urinary,  in  pelvic  portion  of  ureter,  204; 
Anuria  due  to  unilateral,  obstruction,  320;  Giant, 
of  renal  pelvis  and  h3T)ernephroma,  547;  Giant,  of 
ureter,  549 

Callosities,  Changes  of  position  of  foot  during  life  and,  on 
sole  associated  with  them,  400 

Calves'  arteries.  Gunshot  injuries  of  nerves  and  use  of, 
in  operating  on  them,  57 

Cancer  of  bladder,  552;  Radium  in,  325;  Early  diagnosis 
of,  551;  and  kidneys,  551 

Cancer  of  breast,  18,  251,  478;  Imperative  necessity  of 
early  diagnosis  and  operation  in,  479 

Cancer  of  cervix,  299;  Results  of  60  abdominal  hysterec- 
tomies for,  299;  Surgical  treatment  of,  537;  Radium 
treatment  of,  632 

Cancer  of  stomach.  Histogenesis  of,  143;  Familial,  375; 
Early  diagnosis  of;  study  of  921  operatively  and  patho- 
logically demonstrated  cases,  486;  Observations  in 
diagnosis  of,  605 

Cancer  of  uterus.  Radium  in  treatment  of,  59;  Value  of 
radium  treatment  in  vaginal  cancer  and,  59;  and 
radium,  59;  Treatment  of  inoperable,  by  combined 


radium  and  rontgen  therapy,  423;  Vaginal  hysterec- 
tomy supplemented  by  radium  therapy  for,  423; 
Case  of,  apparently  cured  by  radium,  632;  Early 
diagnosis  of,  59;  Contribution  to  cure  of,  by  curetting 
for  diagnosis,  59;  Education  of  public  to  early  recog- 
nition of,  423;  Limitations  of  radical  operation  for  cer- 
vical, 537;  Prophylactic  treatment  and  early  diagnosis 
of,  632;  Treatment  of,  in  small  hospital,  633 

Cancer,  Buyo  cheek,  special  reference  to  etiology,  15; 
of  prostate,  86;  Prickle-cell  and  basal-cell  skin,  162; 
Etiology  of,  in  light  of  recent  cancer  research,  164; 
Investigations  conducted  with  aid  of  Abderhalden's 
dialysis  reaction  during  pregnancy  and  other  gynecol- 
ogical affections,  including,  200;  Renal,  associated 
with  renal  tissue,  204;  Major  procedure  first  in  two- 
stage  operation  for  relief,  of  rectum,  268;  problem, 
288,  505;  Application  of  Van  Slyke  aminonitrogen  de- 
termination to  diagnosis  of,  289;  Early  diagnosis,  of 
rectum,  384;  of  tongue  and  floor  of  mouth,  448; 
Plastic  operation  for  Buyo  cheek,  in  its  early  stage, 
476;  Etiologic  relationship  existing  between  gastric 
ulcer  and  gastric,  485,  604;  Diagnosis  of  colon,  492; 
of  skin,  503;  Influence  of  heredity  upon  occurrence 
of  spontaneous,  505;  What  we  know  about,  and 
can  do  for,  507;  destruction  by  radium,  516;  Danger 
signals,  of  female  pelvic  organs,  542;  of  testis,  552; 
of  mouth,  561;  Experience  with  radium  and  rontgen 
rays  in  treatment  of,  623;  Importance  of  destroying 
cervical  mucosa  in  subtotal  hysterectomy  as,  prevent- 
ing measure,  633;  of  penis,  661;  Early  recognition,  of 
upper  air  passages,  668 

Capsule  of  faucial  tonsil,  Surgical  anatomy  of  so-caUed, 
667 

Carcinoma  of  uterus,  Specimen  of,  four  months  after  liga- 
tion of  hypogastric  artery,  60;  Prompt  diagnosis  of, 
300;  Preliminary  report  on  use  of  Percy  cautery  in, 
with  special  reference  to  use  as  forerunner  to  Wer- 
theim  operation,  300;  Combined  radiotherapy  of,  and 
breast,  301;  treated  by  radium,  538;  Inoperable, 
method  of  applying  heat  in  treatment,  539;  Should 
operable,  be  treated  by  radiotherapy  only,  632. 

Carcinoma,  Influence  of  anterior  lobe  of  pituitary  body 
on  growth  of,  52;  Association  of,  with  round  ulcer  of 
stomach,  144;  Rontgen  deep  irradiation  in,  of  stomach 
and  intestine,  144;  Extension  of  limits  of  operability 
of  recurrent,  of  breast,  252;  Operative  treatment,  of 
oesophagus,  254;  Typical  rontgen  pictures,  of  stomach, 
264;  Intensive  meso thorium  treatment  of  gynecol- 
ogical, 305;  Resection  of  cardia  for,  370;  Stomach, 
375)  485;  Primary,  of  liver,  operation  for  recurrence 
seven  years  after  primary  operation,  386;  Secondary, 
of  bone,  392;  Ovarian,  in  child  aged  eleven,  425;  of 
Bartholin's  gland,  426;  Unusual  bladder  tumor,  435; 
of  prostate,  436;  X-ray  in,  of  breast,  479;  Aminolytic 
ferment  in  stomach  in,  487;  of  appendix,  plea  for 
removal  whenever  abdomen  is  opened,  490;  Early 
diagnosis,  of  bile  and  pancreatic  ducts,  494;  Combined 
treatment  of,  with  mesothorium,  rontgen  rays  and 
intravenous  injection,  507;  Technique  rontgen  ray 
massive  dose  for  treatment  of  deep-seated,  517; 
Treatment  advanced,  of  cervix  with  radium,  538; 
Pathological  diagnosis  of  tumors  of  bladder  with 
particular  reference  to  papilloma  and,  study  of  113; 
neoplasms,  658 

Cardiorraphy,  601 

Carpus,  Arrested  development  of,  and  tarsus,  161 

Cartilaginous  exostoses,  multiple — hereditary  deforming 
chondrodysplasia,  399 

Castration,  Interstitial  gland  and  its  relation  to  rontgen, 
303 


INDEX  TO   SUBJECT  MATTER 


XI 


Cataract,  congenital;  study  of  interesting  cases,  88; 
Unusual  forms  of,  remarks  on  management,  88; 
Acquired  non-traumatic,  of  young,  88;  Technique  of 
iridectomy  and  performance  as  preliminary  to,  extrac- 
tion, 88;  Small  optical  iridectomies  in  case  of  lamellar, 
88;  extraction  with  preliminary  iridectomy  irrigation 
and  discission,  212;  incision  leaving  undetached  con- 
junctival flap  with  bridge  of  conjunctiva  on  temporal 
side,  663 

Cautery,  Percy,  preliminary  report  on  use  of,  in  carcinoma 
uteri,  with  special  reference  to  its  use  as  forerunner  to 
Wertheim  operation,  300 

Cellulitis,  Removal  of  eyes  in  presence  of  orbital,  89 

Celluloid  tube  in  finger  injuries,  273 

Cerebral,  Principles  of  operative  treatment  of  traumatic, 
lesions,  249;  Status  of,  surgery,  364 

Cervical,  Treatment  of  tuberculous,  adenitis,  17;  Limita- 
tions of  radical  operation  for,  cancer  of  uterus,  537; 
Importance  of  destroying,  mucosa  in  subtotal  hysterec- 
tomy as  cancer-preventing  measure,  633 

Cervix,  Dilatation  of,  by  means  of  bags,  73;  Cancer  of, 
299;  Improved  method  of  suturing  flaps  in  amputation 
of,  299;  Results  of  60  abdominal  hysterectomies  for 
cancer  of,  299;  Anterior  colporrhaphy  and  amputation 
of,  combined  as  single  operation  for  use  in  treatment 
of  genital  prolapse,  304;  Surgical  treatment  of  cancer 
of,  uteri,  537;  Treatment  of  advanced  carcinoma  of, 
with  radiiun,  538;  Radium  treatment  of  cancer  of, 
of  uterus,  632 

Cheek,  Buyo,  cancer  with  special  reference  to  etiology,  15; 
Plastic  operation  for,  cancer  in  early  stages — further 
report  of  cure,  476;  Plastic  operation  on,  595 

Chemical,  Influence  of  changes  in,  environment  of  life 
and  growth  of  tissues,  52 

Chemotherapy  and  tumors,  163 

Childbirth,  Anaesthesia  and  amnesia  in,  312 

Chloroform,  Late  poisoning  with,  and  other  alkyl  halides 
in  relationship  to  halogen  acids  formed  in  chemical 
dissociation,  475 

Choked  disc,  Palliative  trephining  upon,  128 

Cholecystectomy,  Why  are  disturbances  after,  so  common, 
268;  Cholecystotomy  or,  in  gall-bladder  disease,  387 

Cholecystitis,  Surgery  of  acute,  494 

Cholecystotomy  or  cholecystectomy  in  gall-bladder  dis- 
ease, 387 

Cholesterin,  Determination  of  total  quantity  of,  in  blood 
of  pregnant  women  and  gynecologic  cases,  201 

Chondrodysplasia,  Multiple  cartilaginous  exostoses — 
hereditary  deforming,  399 

Chorea  gravidarum.  Etiology  of,  71 

Chorio-epithelioma,  malignum  complicating  a  two-months' 
pregnancy  and  degenerated  uterine  fibroma,  191; 
of  testicle,  436 

Choroiditis,  Metastatic,  442 

Chyluria,  Pyelonephritis  complicated  by  adenocarcinoma 
and, 549 

Circulation,  Study  of  reversal  of,  in  lower  extremity,  171; 
Arterial  collateral,  of  kidney,  205 

Citrate,  Blood  transfusion  by,  method,  511 

Clavicle,  Abduction  treatment  of  fracture  of,  158 

Cleft-palate,  Factors  of  safety  in,  surgery,  218;  Nasal  flap 
and  modified  Langenbeck  operation  for,  562 

Club-foot,  Early  treatment  of  congenital,  49;  Wire  splint 
in  early  treatment  of  congenital,  49;  Tendon  plastic 
operation  for  paralytic,  282;  Treatment  of  congenital, 
by  subcutaneous  excochleation,  400;  Prognosis  of 
congenital,  and  relation  to  non-operative  treatment, 
502 

Coccobacillus  fcetidus  ozaense  perez  vaccine  in  treatment  of 
ozaena,  94 


Coley,  Study  of  efficiency  of  mixed  toxins,  in  inoperable 
sarcoma,  167 

Collargol,  X-ray  diagnosis  in  gynecology  with  aid  of  intra- 
uterine, injections,  180 

Collateral  circulation.  Arterial,  of  kidney,  205 

CoUes'  fracture,  499;  Arthritis  of  joints  of  hand  following, 
158 

Colloidal  theory  of  pathology  of  glaucoma,  328,  441 

Colomba  of  iris.  Complete  bilateral  iridaemia  in  cluld  whose 
father  has  bilateral,  89 

Colocolostomy,  29 

Colon,  Polyposis  of,  and  multiple  benign  and  malignant 
adenoma  limited  to  sigmoid  flexure  of,  28;  Develop- 
mental reconstruction  of,  based  on  surgical  physiology, 
28;  and  pericolon  abnormalities,  146;  Operative  treat- 
ment of  chronic  recurrent,  pyelitis,  207;  Fistulous 
communications  between  stomach  and,  following 
gastro-enterostomy,  260;  Extraperitoneal  operation 
in  stricture  of  sigmoid,  267;  Developmental  reconstruc- 
tion of,  383;  Diagnosis  of,  cancer,  492;  Treatment  of, 
infection,  383 

Colpeurynter  massage,  Treatment  of  chronic  posterior 
parametritis  by,  and  shortening  of  roxmd  ligaments,  425 

Colporrhaphy,  Button  suture  in  anterior,  303;  Anterior 
and  amputation  of  cervix  combined  as  single  operation 
for  use  in  treatment  of  genital  prolapse,  304 

Complement-fixation,  Results  of,  studies  with  coryne- 
bacterium  Hodgkini,  173;  in  thyroid  diseases,  477; 
Value  of,  test  in  surgical  tuberculosis,  613 

Compound  fractures.  Treatment  of,  157 

Congenital,  Structural  changes  in,  hip  dislocation,  45; 
Early  treatment  of,  club-foot,  49;  absence  of  vagina 
and  uterus,  540 

Conservative,  Infected  compound  fracture  of  femur  into 
knee-joint;  treatment  by,  surgery,  45;  operation  on 
ovaries,  302;  vs.  radical  treatment  of  eclampsia,  307; 
or  operative  treatment  of  heart  wounds,  411;  Delivery 
after,  ovariotomy,  542 

Constipation,  Surgical  treatment  of  chronic,  608 

Contracted  pelvis.  Hydrocephalus;  possible  relation  of  a, 
to  hydrocephalus  developing  after  birth,  201;  Perma- 
nent enlargement  of,  201 

Contraction,  Dupuytren's,  47;  Treatment  of  second  degree 
of  pelvic,  72 

Contracture,  Treatment  of  ischaemic,  279 

Convulsions,  Prophylaxis  of  puerperal,  197 

Coolidge  tube.  Penetrating  power  of  X-rays  from,  292 

Cord  injuries.  Operative  treatment  of,  in  the  field,  416 

Corneoscleral  trephining;  new  operation  for  relief  of 
coma,  442;  trephine  after  Elliot  method  for  reduction 
of  intra-ocular  tension,  442 

Corpus  callosum,  Puncture  of,  according  to  Bramann,  248 

Corpus  luteum,  Therapeutic  suggestions  for  gynecological 
practice;  administration  of  calcium  in  inflammatory 
lesions  and  extract  of,  against  haemorrhage,  187; 
Symptomatology  of,  cysts,  425 

Corrective,  Plea  for,  and  cosmetic  surgery  of  nose,  446 

Cortical,  Therapeutic  value  of,  substance  of  kidney,  548 

Corynebacterium  Hodgkini,  Results  of  complement- 
fixation  studies  with,  173 

Cosmetic  surgery.  Plea  for  corrective  and,  of  nose,  446 

Coxalgic  pelvis,  303 

Craniopagus,  Rare  foetal  teratisms  with  illustrative  cases 
of  sympodia,  and  acephalus,  77 

Craniotomy,  Under  what  conditions  is,  on  living  child 
justifiable,  429 

Creatin  as  an  index  of  pregnancy  intoxication,  427 

Crucial  ligaments.  Injury  of,  614 

Cryptogenic  peritonitis,  with  special  reference  to  manner 
in  which  the  peritoneum  becomes  infected,  482 
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Curetting,  Cure  of  cancer  of  uterus  by,  for  diagnosis,  59, 
Complete  removal  of  adenocarcinoma  of  uterus  by 
exploratory,  60 

Cyst,  Removal  of  large  tuberculous,  of  mesentery  of  jeju- 
num together  with  corresponding  segment  of  bowel, 
20;  Post-mortem  specimen  of  pituitary,  opened  by 
Killian-IIirsch  operation,  136;  Symptomatology  of 
corpus  lutcum,  425;  of  the  prostate,  553;  Conservative 
operations  in,  of  breast,  598;  Generalized  ostitis  fibrosa 
with  tumors  and,  612 

Cystalgia,  urethralgia,  syndrome  vesical  and  urethral 
neuralgia,  552 

Cystic,  odontomata,  97;  Early,  degeneration  of  ovary, 

639 
Cystocele,  Transposition  of  bladder  and  uterus  for  cure 

of,  and  descensus  uteri,  637 
Cystoscopic,  Ureteral  stones;  technique  of  their  removal 

by,  methods,  209 
Cystoscopy,  Improved  battery  for,  439 

DACRYOCYSTITIS,  Method  of  destroying  lachrymal 
sac  in  chronic,  212 
Decompression  operations   in   diseases  of  optic  nerves, 
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Decubitus,  Possibility  of  preventing,  in  wounds  of  spinal 
cord,  294 

Deflections,  Normal  nasal  septum  and  pathology  of,  332 

Deformity,  Tendon-fixation  for,  resulting  from  partial 
paralysis,  46;  Prevention  and  correction  of,  160;  Pre- 
vention of,  in  wounded,  415;  Operation  for  congenital 
equinovarus,  615 

Delayed,  Pathology  of  repair  of  fracture  of  bone,  reference 
to  pathology  of,  fracture  and  non-union,  278 

Delivery  after  conservative  ovariotomy,  542 

Dental  surgery,  Recent  work  on,  563 

Dermatosis  of  pregnancy,  309 

Dermoids  of  kidney,  78 

Descensus  uteri.  Transposition  of  bladder  and  uterus  for 
cure  of  cystocele  and,  637 

Desiccation  treatment  of  bladder  tumors,  660 

Diabetes  and  surgery,  52 

Diabetic,  Preparation  of,  patients  for  operation,  126 

Diathermy,  its  production  and  use  in  medicine  and 
surgery,  56;  in  treatment  of  diseases  of  adnexa,  184; 
in  gynecologic  diseases,  187;  New  electrodes  in  treat- 
ment of  gonorrhoea  by  means  of,  440;  Epithelioma 
of  auricle  treated  by,  555 

Diffuse  peritonitis.  Treatment  of  acute,  372 

Digestion,  Management  of  surgical  disorders  of,  608 

Dilatation  of  cervix  by  means  of  bags,  73 

Disarticulation,  Injection  of  salt  solution  into  femoral  vein 
during  amputation  of  femur  and,  of  hip,  500 

Dislocation  of  hip.  Structural  changes  in  congenital,  45; 
Spontaneous,  159;  Treatment  of  congenital,  397 

Dislocation,  Old,  of  head  of  radius  with  fracture  of  ulna 
corrected  by  Lane  bone-plate,  159;  Bone-graft  wedge 
in  treatment  of  habitual,  of  patella,  615 

Displacement  of  uterus,  635;  Acute  traumatic,  301;  Causes 
of  backward,  636 

Diverticula,  Vesical,  658 

Diverticulitis  of  large  bowel,  147 

Diverticulum,  Observations  upon,  of  bladder,  82;  (Eso- 
phageal, new  operation  for  its  cure,  482 

Drainage,  Tuberculosis  of  auditory  apparatus  treated  by 
permanent,  of  lateral  ventricle,  329;  Treatment  of 
empyema  by  irrigation,  369;  Clinical  experience  with 
plastic,  for  ascites,  482;  Treatment  of  tetanus  by 
endoneural  injection  of  antitetanus  serum  and,  of 
nerves,  509;  Acute  purulent  meningitis,  of  meninges; 
recovery,  596 


Duct,  End-results  of  gall-bladder  and,  diseases,  610 

Duodenal  mucosa.  Production  of  lesions,  erosions,  and 
acute  ulcers  in,  of  dogs  by  repeated  injections  of 
epinephrin,  25;  Influence  of  removal  of  adrenals  and 
one-sided  thyroidectomy  upon  gastric  and,  434 

Duodenal  ulcers,  Diagnosis  and  treatment  of  gastric  and, 
22;  Positive  diagnosis  of,  25;  Perforated  gastric  and, 
143;  Gastric  and,  260,  262;  Gastric  and,  medical  cure 
by  efficient  removal  of  gastric  juice  corrosion,  374; 
Chronic,  378;  Gastric  and,  influence  of  operative 
procedures  on  gastric  motility  and  secretion,  263; 
from  a  surgical  standpoint,  489 

Duodenitis,  Phlegmonous,  489 

Duodenum,  Exclusion  of  pylorus  and  treatment  of  ulcer 
of,  265;  Rontgen  ray  diagnosis  of  surgical  diseases  of 
stomach  and,  488;  Ulcer  of,  606 

Dysmenorrhoea,  Nasal  treatment  of,  180 

Dystocia  due  to  funnel  pelvis,  194 

Dystrophy,  Undescribed,  probably  of  luetic  origin,  affect- 
ing particularly  joints  of  lower  extremity,  156 

Dupuytren's  contraction,  47 

EAR,  Syphilitic  lesions  of,  91;  Diagnosis  of  intracranial 
complications  in  diseases  of  middle,  and  accessory 
sinuses  of  nose,  92;  Mastoiditis  and  mastoid  abscess 
without  suppuration  from  middle,  and  without  any 
apparent  inflammation,  93;  Tubercular  disease  of,  214; 
Teeth  as  a  primary  factor  in  disease  of,  nose  and 
throat;  diagnostic  value  of  cooperation  of  otologist, 
rhinologist,  and  laryngologist  with  dentist,  219; 
Clinical  aspect  of  tubercular  disease  of,  329;  Intra- 
cranial extensions  of  middle,  disease,  443;  New  treat- 
ment of  middle,  disease,  444;  Gold-platinum  inserted 
in  middle,  for  adhesive  processes,  444;  Isolation  and 
cultivation  of  tubercle  bacillus  from  discharging,  in 
chronic  purulent  otitis  media,  444;  Syphilis  of  internal, 
663 

Echinococcus  c)^t.  Repeated  rupture  of,  of  kidney  accom- 
panied by  abortion,  322 

Eclampsia,  Sugar  content  of  blood  in,  69;  acute  mania; 
csesarean  section,  190;  New  aspects  of,  and  its  treat- 
ment, 190;  Puerperal,  198;  Conservativ^e  vs.  radical 
treatment  of,  307;  Treatment  of  gestational  variety  of 
puerperal,  314;  and  its  treatment,  643 

Ectopic,  Early  death  from  haemorrhage  due  to  ruptured, 
tube,  67;  gestation  of  fourteen  years'  duration,  67; 
Difficulties  in  diagnosing,  pregnancy,  189;  pregnancy 
twice  in  same  patient  within  five  months,  189;  gesta- 
tion, 306,  643;  Observations  on  227  cases  of,  preg- 
nancy 427;  ureter,  549 

Ekehorn's  operation  for  prolapse  of  rectum  in  children, 

493 
Elbow,  Fracture  of,  in  childhood,  44;  End-results  of  treat- 
ment of  one  hundred  cases  of  fracture  of,  immobiliza- 
tion  in   hyperflexion   combined   with   early   passive 
movements  and  massage,  276;  Fractures  in  region  of, 

499 
Electrical  methods,  Two  new,  538 
Electrodes,  New,  in  treatment  of  gonorrhoea  by  means  of 

diathermy,  440 
Electromagnet,  Operative  removal  of  bullets  and  fragments 

of  grenades,  with  reference  to  use  of,  58 
Electrotherapeutics,  Radiology  and,  in  wartime,  1 74 
Elephantiasis,  Ultimate  results  of  surgical  treatment  of 

Ijmiphoedema  of,  407 
Elliot's  operation,  in  glaucoma,  442;  Corneoscleral  trephine 

after,  for  reduction  of  intra-ocular  tension,  442 
Embolism,  Arteriotomy   in,   53,    170;    Thrombosis  and, 

170;  Operative  treatment  of  arterial  thrombosis  and, 
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Embryo,  Occurrence  of  a  nine-millimeter  human,  in  margin 

of  full- term  placenta,  318 
Embryonal  rests,  Adenoma  tubulare  ovarii  carcinoma- 
tosum  and  relation  between  tubular  ovarian  adenoma 
and, 65 
Empyema,  Acute  and  chronic,  19;  of  nasal  accessory  sin- 
uses, 95 ;  of  thorax,  253;  367;  Treatment  of,  by  irriga- 
tion drainage,  369;  Treatment  of  metapneumonic, 
369,  600 
Enchondroma,  39 

End-to-end  anastomosis  of  axillary  artery,  172 
Endogenous  puerperal  infection.  Spontaneous,  431 
Endometrium,  Hypertrophies  of,  300;  Physiological  and 
pathological  changes  in,  423;  Varicose  venous  plexus 
of,  633 
Endoneural  injection,  Treatment  of  tetanus  by,  of  anti- 
tetanus serum  and  drainage  of  nerve,  509 
Endoscopic  examinations.  Report  of  4,000  rectal,  147 
Endothelium,  Significance  of  pleural,  and  its  injury,  19 
Enlargement,  Permanent,  of  contracted  pelvic  outlet,  201 
Epibulbar   sarcoma   with   microscopic   and   macroscopic 

sections,  212 
Epididymis,  Infections  of,  with  their  surgical  treatment, 

553 

Epididymitis,  Acute  gonorrhoeal,  and  its  treatment,  436 

Epinephrin,  Experimental  production  of  lesions,  erosions, 
and  acute  ulcers  in  duodenal  mucosa  of  dogs  by  re- 
peated injections  of,  25 

Epithelioma,  Intrinsic,  of  larynx  one  month  after  laryngo- 
fissure,  217;  Treatment  of,  by  modern  radiation,  517; 
Rontgen  ray,  curable  by  radium,  518;  of  auricle  treated 
by  diathermy,  555;  Operation  for,  of  auricle  with 
secondary  involvement  of  glands,  555 

Equinovarus,  Result  of  surgical  treatment  of  a  long-stand- 
ing case  of  congenital,  160;  Operation  for  congenital, 
deformity,  615 

Erosions,  Experimental  production  of  lesions,  and  acute 
ulcers  in  duodenal  mucosa  of  dogs  by  repeated  injec- 
tions of  epinephrin,  25;  Haemorrhagic,  of  oesophagus, 

Ether,  Portable  positive-pressure  apparatus  for  adminis- 
tration of,  by  intratracheal  insufflation,  245 

Ether-oil,  Thirty-six  head  and  neck  operations  under, 
colonic  anaesthesia,  247 

Etherometer,  a  means  of  mechanical  anaesthesia,  474 

Ethmoidal,  Unusually  large  mucocele  of  frontal  and,  cells, 
216;  Blindness  incidental  to  external,  operation,  330 

Ethmoiditis,  Treatment  of,  559 

Eustachian  tube,  Bacteriology  of,  213 

Excision  of  tongue,  334 

Exclusion  of  pyloric  antrum,  377 

Excochleation,  Treatment  of  congenital  club-foot  by  sub- 
cutaneous, 400 

Exophthalmic  goiter,  X-ray  treatment  of,  136 

Exostoses,  Multiple  cartilaginous,  hereditary  deforming 
chondrodysplasia,  399 

Extension,  Treatment  of  sciatica  by  continuous,  285 

Extirpation,  Tuberculosis  of  uterus  and  tubes;  total,  62 

Extraperitoneal,  Three  cases  of,  caesarean  section,  59,  70; 
operation  in  stricture  of  sigmoid  colon,  267;  caesarean 
section,  for  shoulder  presentation,  544 

Extra-uterine;  pregnancy,  Diagnosis  and  management  of, 
189;  gestation  with  intra-uterine  pregnancy;  opera- 
tion; pregnancy  proceeding  to  term,  643 

Extremities,  Osteoplastic  operations  in,  45;  Hyperaemia  in 
post-operative  treatment  of  lesions  of,  and  thorax, 
360;  Treatment  of  gunshot  injuries  of,  415;  Threatened 
and  real  gangrene  of,  498 

Exudates,  Character,  significance,  and  prognostic  value  of 
peritoneal,  602 


Eye,  Removal  of,  in  presence  of  orbital  cellulitis,  89; 
Prognosis  in,  injuries,  441;  Improved  technique  in 
forming  support  for  artificial,  441;  Injuries  of,  in  war, 
521;  P'irst-aid  treatment  of,  injuries,  522 

FACE,  Osteoplastic  surgery  of,  16;  Importance  of  para- 
nasal sinuses  in  explanation  of  pain  in,  head,  neck  and 
shoulders,  95 

Fallopian  tube.  Congenital  absence  of  left  ovary  and,  639; 
Hernias  of  ovary,  of  the,  and  of  ovary  and  fallopian 
tube,  639 

Familial  cancer  of  stomach,  375 

Fascia  lata,  Prevention  of  false  keloids  in  scars  by  under- 
lining of  incisions  with  strips  of,  51;  Use  of,  in  opera- 
tions for  fracture  of  patella,  397 

Fascia,  R6le  of  pelvic,  as  uterine  support,  180;  Prolapse 
of  rectum  treated  by  transplantation  of  385;  Trans- 
plantation of,  to  replace  intermuscular  fascia  sheaths, 

615        .       . 

Faucial  tonsil.  Bipolar  origin  of,  560 

Febrile  operation.  Treatment  of,  645 

Feet,  Weak,  48  _ 

Female  genitalia,  Behavior  of  proteolytic  ferments  of 
leucocyte  during  pregnancy,  puerperal  diseases  and 
tumors  of,  200 

Femoral  vein.  Injection  of  salt  solution  into,  during 
amputation  of  femur  and  disarticulation  of  hip,  500 

Femur,  Infected  compound  fracture  of,  into  knee-joint; 
treatment  by  conservative  surgery,  45;  Fracture  of 
tip  of  internal  condyle  of,  45;  Typical  disease  of  upper 
end  of,  153;  Fractures  of,  159;  Separation  of  epiphysis 
of  small  trochanter  of,  159;  Treatment  of  shell  frac- 
tures of,  176;  Myeloid  sarcoma  of,  with  pathological 
fracture,  273;  Treatment  of  fractures  of  shaft  and  neck 
of,  with  ambulatory  plaster  casts,  279;  Simultaneous 
fracture  of  both,  396;  Treatment  of  fracture  of,  by 
means  of  double  angular  plaster  splint;  technique  of 
its  application  and  advantages  claimed  for  it,  396; 
Amputation  for  fracture  of,  in  aged,  399;  Treatment  of 
gunshot  fractures  of,  by  nail  extension,  414;  Bone- 
graft  peg  in  treatment  of  fractures  of  neck  of, 
499;  Injection  of  salt  solution  into  femoral  vein  during 
amputation  of,  and  disarticulation  of  hip,  500 

Ferment,  Serum  proteases  and  mechanism  of  Abderhalden 
reaction;  studies  on,  action,  166;  Behavior  of  proteo- 
lytic, of  leucocyte  during  pregnancy,  puerperal 
■  diseases,  and  in  tumors  of  female  genitalia,  200; 
Aminolytic,  in  stomach  in  carcinoma,  487 

Fertilization,  Attempts  made  at  artificial,  in  human,  199 

Fever,  Absorption,  or  retention,  173 

Fibroid,  Unusual  uterine,  61;  Uterine,  menorrhagia  and 
radium,  61;  Radium  treatment  of,  tumors,  61; 
Rontgenotherapy  in  uterine,  and  uterine  haemorrhage, 
539;  X-ray  treatment  of  menorrhagia  and  uterine, 
540;  Ovarian,  541 

Fibroma,  Chorio-epithelioma  malignum  complicating  a 
two  months'  pregnancy  and  degenerated  uterine,  191; 
Effects  of  radio-activity  upon  nasopharyngeal,  557, 
665 

Fibromata,  Nasopharyngeal  sarcoma  and  two  cases  of 
nasopharyngeal,  330 

Fibrous,  Effect  of  radium  on,  cicatricial  band  accompanied 
by  neuritis  of  median,  617 

Fibula,  Fracture-dislocation  of  upper  tibia  without  injury 
to,  277 

Field,  Experiences  of  German  surgeons  in,  534;  Gunshot 
injuries  of  abdomen  and  early  operation  in,  hospital, 
623 

Finger  injuries,  Celluloid  tube  in,  273 

First-aid  treatment  of  eye  injuries,  522 
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Fistula',  Feeding  of  bile  collected  from  biliary,  in  obstruc- 
tion, 388 

Fistula-in-ano,  Correct  life  history  of,  49.3 

Fixation,  of  simple  fractures,  43 ;  Use  of  indirect  or  external, 
in  open  treatment  of  fractures,  44;  End-results  of 
round  ligament,  302 

Flail-joints,  Further  application  of  intra-articular  silk 
ligament  in,  of  |)oli()myelitis  paralysis,  159 

Flat-feet,  Recognition  of  rational  treatment  in  care  of  weak 
and,  400;  Superstition  of,  high  versus  low  arch  as 
cause  of  painful  symptoms  in  foot,  161 

Floating  kidney.  Operative  treatment  of,  78,  322 

F"luoroscopic  bronchoscopy,  481 

Foetal,  heart  sound  in  placenta  previa,  68;  Rare,  tcratisms; 
sympodia,  craniopagus,  and  acephalus,  77 

Foetus,  Causes  which  determine  lie  of,  in  utcro,  653 

Foot,  Weak,  with  reference  to  treatment,  161;  Super- 
stition of  flat-foot;  high  versus  low  arch  as  cause  of 
painful  symptoms  in,  161;  Changes  of  position  of, 
during  life  and  callosities  on  sole  associated  with  them, 
400;  Swelling  of,  and  its  causes,  400 

Forceps,  309;  Tarnier  axis  traction  rods  applied  to  Simpson 
obstetric,  432;  New  obstetrical,  the  "forceps  fennica," 

^54  . 

Foreign  body,  in  psoas  muscle,  41;  Unique,  in  urinary 
bladder,  325;  in  bladder,  550;  in  lungs,  diagnosis  by 
blood  examination;  removal;  recovery,  601 

Forlanini's  method,  Late  results  of,  480 

Formalin,  Use  of,  in  septic  wounds  and  gaseous  gangrene, 
418 

Forster's  operation.  Experience  with,  in  Little's  disease, 
284  _ 

Fracture,  Operative  treatment  of,  42;  Fixation  of  simple, 
43;  Bone  wedging;  a  method  of  eliminating  introduc- 
tion of  foreign  materials  in  open  operation  on,  43; 
of  lower  end  of  humerus,  with  displacement,  44; 
Complete,  of  lower  third  of  radius  in  childhood  with 
greenstick  fracture  of  ulna,  44;  Use  of  indirect  or 
external  fixation  in  open  treatment  of,  44;  of  tip  of 
internal  condyle  of  femur,  45;  Infected  compound,  of 
femur  into  knee-joint;  treatment  by  conservative 
surgery,  45;  Treatment  of  compound,  157;  Medico- 
legal features  of,  157;  Results  of  some,  operations,  158; 
Abduction  treatment  of,  of  clavicle,  158;  in  neighbor- 
hood of  joints,  158;  about  ankle,  159;  of  femur,  159; 
Old  dislocation  of  head  of  radius  with,  of  ulna  corrected 
by  Lane  bone-plate,  159;  Treatment  of,  of  skull  at 
front,  175;  Treatment  of  shell,  of  femur,  176;  Technical 
aids  in  treatment  of  gunshot,  of  lower  extremity,  177; 
Myeloid  sarcoma  of  femur  with  pathological,  273; 
Diagnosis  and  treatment  of  some  rare,  275;  Medico- 
legal aspect  of  radiograms  in  diagnosis  and  treatment 
of,  and  joint  injuries,  276;  End-results  of  treatment 
of  one  hundred  cases  of,  of  elbow;  immobilization  in 
hyperfiexion  combined  with  early  passive  movements 
and  massage,  276;  of  patella;  method  of  retaining 
fragments  in  apposition,  277;  Treatment  of,  of  patella, 
277,  397;  dislocation  of  upper  tibia  without  injury  to 
fibula,  277;  Pathology  of  repair  of,  of  bone  with 
reference  to  pathology  of  delayed  fracture  and 
non-union,  278;  Aluminum  skeleton  splints  in  treat- 
ment of  compound,  278;  Open  treatment  of,  278; 
Treatment  of,  of  shaft  and  neck  of  femur  with  am- 
bulatory plaster  casts,  279;  Conservative  treatment 
of,  393;  Repair  of,  393;  Treatment  of  closed,  394; 
Treatment  of  ununited,  394;  Operative  treatment  of, 
394,  395;  of  pelvis,  396;  Simultaneous,  of  both  femurs, 
396;  Treatment  of,  of  femur  by  means  of  double 
angular  plaster  splint;  technique  of  application  and 
advantages  claimed  for  it,  396 ;  Consideration  of,  of  long 


bones  with  reference  to  operative  treatment,  397; 
Use  of  fascia  lata  in  operations  for,  of  patella,  397; 
Amputation  for,  of  femur  in  aged,  399;  Treatment  of 
gunshot,  of  femur  by  nail  extension,  414;  Diagnosis 
of  suppurative  arthritis  following  gunshot,  415;  of 
pelvis  with  extraperitoneal  rupture  of  bladder,  435; 
Position  of  stability  in  treatment  of,  498;  Treatment 
of  severe,  with  stimulating  rontgen  doses,  498;  Treat- 
ment of  septic  compound,  and  wounds  by  ionization 
of  salicylate  of  sodium,  498;  Colles',  499;  in  region 
of  elbow,  499;  Bone-graft  peg  in  treatment  of,  of  neck 
of  femur,  499;  Useful  si>lint  for  compound,  of  leg,  500; 
Resection  of  knee  to  avoid  amputation  of  thigh  in, 
of  knee,  524;  Important  point  in  treatment  of  gunshot, 
526;  Resection  in  reference  to  amputation  in  infected 
gunshot,  of  knee-joint,  625;  Plating  of  gunshot,  527; 
Operative  treatment  of  certain,  of  lower  extremities 
in  children,  614;  Treatment  of,  by  autogenous  bone 
transplants,  615;  of  twelfth  dorsal  and  first  lumbar 
vertebra;  laminectomy  and  results,  616;  of  patella  in 
military  surgery,  625 

French  surgery.  Contemporary,  630 

Frontal  sinus.  Unusually  large  mucocele  of,  and  ethmoidal 
cell?,  216;  External  operation  of,  330;  Tuberculosis 
of,  558;  Pernasal  operation  for,  suppuration  by  an- 
terior route,  96,  331;  suppuration;  results  of  new 
operative  procedure,  558 

Fulguration  treatment  of  tumors  of  bladder,  210,  660 

Function  of  kidney,  Phenolsulphonephthalein  method  of 
testing,  80;  Renal  tests  of,  323;  Testing,  during  preg- 
nancy to  decide  question  of  inducing  abortion,  544 

Funnel  pelvis,  Dystocia  due  to,  194 

Furuncle  metastasis,  287 

Furunculosis,  Treatment  of,  287 

C^  ALL-BLADDER,  Treatment  of  infections  of,  from  sur- 
-^  gical  standpoint,  30;  Papillomata  of,  150,  386;  Chole- 
cystostomy  or  cholecystectomy  in,  disease,  387;  sur- 
gery, 494;  End-results  of,  and  gall-duct  disease,  610 

Gall-stones,  387;  Calcified  lymph-gland  producing  symp- 
toms suggestive  of,  30;  during  the  course  of  1,066 
abdominal  sections  for  pelvic  diseases,  31;  Reforma- 
of,  after  operation,  ^2;  Rontgen  diagnosis  of,  by  im- 
proved methods,  150;  Chemistry  of  stomach  in, 
diseases,  387;  causing  intestinal  obstruction  and 
volvulus,  607 

Galvanocautery  knife,  Use  of,  for  excision  of  mammary 
tumors  for  microscopic  diagnosis,  478 

Ganglioneuroma,  Neuroblastoma  and,  of  suprarenal  body, 
320 

Gangrene,  of  lung  after  injury  by  bullet,  138;  Futility  of 
arteriovenous  anastomosis  in  treatment  of  impending, 
of  lower  extremity,  172;  Formalin  in  septic  wounds 
and  gaseous,  418;  of  lung  from  bronchial  stones,  481; 
Threatened  and  real,  of  extremities,  498;  Treatment 
of  gaseous,  530 

Gangrenous  wounds,  Treatment  of,  by  free  incision,  156 

Gas  bacillus.  Puerperal  infection  with,  197 

Gas-pains,  610 

Gas  phlegmon,  417,  619;  Recognition  of,  in  rontgen  plate, 
174;  Treatment  of,  in  field  178,  179;  Wound  infection 
especially  tetanus  and,  417 

Gastric  crises.  Surgical  treatment  of,  of  tabes,  502 

Gastric  glands  in  Meckel's  diverticulum,  490 

Gastric,  Diagnostic  or  prognostic  value  determined  from 
test-meal  examination  of  patients  with,  symptoms, 
21;  and  duodenal  ulcer;  influence  of  operative  proced- 
ures on  motility  and  secretion,  263;  Influence  of 
removal  of  adrenals  and  one-sided  thyroidectomy 
upon,  and  duodenal  mucosa,  343 
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Gastric  ulcer,  143;  Diagnosis  and  prognosis  in,  study  of 
5CX)  consecutive  opcratively  demonstrated  cases,  141; 
Surgical  treatment  of,  with  reference  to  choice  of  oper- 
ation, 375;  Relationship  existing  between,  and  gastric 
cancer,  485,  604;  Chronic,  604 

Gastric  and  duodenal  ulcer,  260,  262;  Diagnosis  and 
treatment  of,  22;  Perforated,  143;  influence  of  opera- 
tive procedures  on  gastric  motility  and  secretion,  263; 
medical  cure  by  efficient  removal  of  gastric  juice 
corrosion,  374 

Gastro-enterostomy,  Problems  in  stomach  surgery,  effect 
of,  23;  Causes  of  failure  in,  24;  Fistulous  communica- 
tions between  stomach  and  colon  following,  260; 
R6le  of,  in  treatment  of  ulcers,  263;  Jejunal  and 
gastrojejunal  ulcer  after,  605 

Gastro-epiploica  sinistra.  Ligation  of  splenic,  and  arteries 
in  surgery  of  spleen,  611 

Gastro-intestinal,  Study  of  a  thousand,  cases,  140 

Gastrojejunal  ulcers.  Rontgenologic  and  surgical  aspects  of, 
484;  Jejunal  and,  after  gastro-enterostomy,  605 

Gastropyloroduodenostomy  with  excision  of  ulcer-bear- 
ing areas  for  acute  perforated  ulcer  in  pyloric  canal,  488 

Genital  haemorrhages  in  newborn  girls,  202;  Treatment  of, 
in  women,  634 

Genital  prolapse.  Anterior  colporrhaphy  and  amputation 
of  cervix  combined  as  single  operation  for  use  in  treat- 
ment of,  304 

Gestation,  Ectopic,  of  fourteen  years'  duration,  67; 
Ectopic,  306;  Fortuitous  origin  of  departures  from  nor- 
mal period  of,  in  man,  433 

Glaucoma,  Treatment  of,  91;  Sclerocorneal  trephining  in, 
328;  Diagnosis  and  treatment  of  simple,  328;  Colloidal 
theory  of  pathology  of,  328,  441;  Corneoscleral 
trephining;  new  operation  for,  442;  Elliot's  operation 
in,  442 

Glossitis,  Parenchymatous,  following  resection  of  septum, 

334 

Glycogen  content  of  uterine  mucosa,  181 

Goiter,  Anaesthesia  in,  operations,  18;  X-ray  treatment  of 
exophthalmic,  136;  and  life  expectancy,  365;  Opera- 
tive removal  of  large  intrathoracic,  366;  Operative 
interference  in,  366;  operation  with  simplified  tech- 
nique, 477. 

Gold-platinum  inserted  in  middle  ear  for  adhesive  proces- 
ses, 444 

Gonorrhoeal,  renal  infections,  78;  Pituitary  gland  in, 
arthritis,  392;  Acute,  epididymitis  and  its  treatment, 
436 

Gonorrhoea,  in  women,  186;  Electrodes  in  treatment  of, 
by  means  of  diathermy,  440 

Grafting,  Reconstruction  and  repair  of  abdominal  organs 
with  intestinal,  389;  Heteroplastic,  to  repair  gaps  in 
skull,  521;  Mastoid,  556 

Greenstick  fracture,  Complete  fracture  of  lower  third  of 
radius  in  childhood,  with,  of  ulna,  44 

Gummatous  ulceration  of  bladder,  435,  660 

Gunshot  aneurisms  and  their  treatment,  514 

Gunshot  fractures.  Technical  aids  in  treatment  of,  of 
lower  extremity,  177;  of  femur  treated  by  nail  exten- 
sion, 414;  Diagnosis  of  suppurative  arthritis  follow- 
ing, 415;  Important  point  in  treatment  of,  526; 
Plating  of,  527;  Resection  in  reference  to  amputation 
in  certain  infected,  of  knee-joint,  625 

Gunshot  injuries.  Stab  and,  of  abdomen,  412;  of  nerves 
and  use  of  calves'  arteries  in  operating  on  them,  57; 
of  brain  and  spinal  cord,  175;  of  peripheral  nerves, 
178,  529;  of  extremities,  415;  Surgery  of,  of  brain, 
521;  Operative  treatment  of,  of  intestine,  524;  In- 
fected, of  bones  and  joints,  526;  of  lungs,  600;  of 
abdomen  and  early  operation  in  field  hospital,  623 


Gunshot  wounds,  of  head,  56;  of  intestines,  57;  Treatment 
of  infected,  of  bones  and  joints,  177;  Treatment  of 
abdominal,  by  compression  bandage,  293;  Primary 
suture  of,  of  brain,  410;  Early  surgical  treatment  of, 
of  skull,  410;  Ha;morrhage  after,  411;  of  hip,  414; 
Primary  suture  of,  419;  of  skull,  520;  of  thorax,  522; 
of  abdomen,  523;  Perforating,  of  abdomen,  523; 
Treatment  of,  of  knee-joint,  525;  Osteomyelitis  of 
spinal  column  after,  528;  of  back,  producing  paraly- 
sis, relieved  by  laminectomy,  528;  Treatment  of,  by 
excision  and  primary  suture,  627 

Gynecology,  Spinal  anaesthesia  in,  127;  X-ray  diagnosis 
in,  with  aid  of  intra-uterine  collargol  injections,  180; 
Hypophyseal  therapy  in,  187;  Surgical,  187;  past, 
present,  future,  426;  Uses  of  desiccation  surgery  in, 

543  . 
Gynecological,  Therapeutic  suggestions  for,  practice; 
administration  of  calcium  in  inflammatory  lesions  and 
extract  of  true  corpus  luteum  against  haemorrhage, 
187;  Diathermy  in,  diseases,  187;  Determination  of 
total  quantity  of  cholesterin  in  blood  of  pregnant 
women  and  of,  cases,  201;  Intensive  mesothorium 
treatment  of,  carcinomata,  305;  Radium  in,  practice, 

543     ..  . 

Gynecological  operations,  upon  insane,  66;  Preparation  for, 

640;  Sacral  anaesthesia,  especially  in,  642;  Anaesthesia 

in,  642 
Gynecologist's  viewpoint,  Post-obstetrical  pathology  from, 
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Haematogenous  infection.  Acute,  of  kidney,  205 

Haematoma,  Unusual,  following  labor,  197 

Haematuria,  Etiology  of  some  forms  of  renal  haemorrhage, 
usually  called  either  essential,  or  renal  varix,  79 

Haemocytometer,  Principal  methods  used  to  standardize 
bacterins  (bacterial  vaccines)  with  reference  to  use  of, 
168 

Haemolytic  icterus,  Splenectomy  for,  discussion  of  familial 
and  acquired  types  with  report  of  splenectomized 
cases,  152 

Haemophilia,  Blood  and  blood-vessels  in,  and  other  haemor- 
rhagic  diseases,  510 

Haemoptysis,  Superficial  injuries  of  thorax  and,  600 

Haemorrhage,  Hypophysis  medication  in,  of  puberty,  62; 
Early  death  from,  due  to  ruptured  ectopic  tube,  67; 
Plausible  etiology  of  some  forms  of  renal,  called  either 
essential  haematuria,  or  renal  varix,  79;  Leucocytosis 
a  deceptive  sign  in  abdominal,  170;  Therapeutic 
suggestions  for  gynecological  practice;  administration 
of  calcium  in  inflammatory  lesions  and  extract  of 
true  corpus  luteum  against,  187;  Treatment  of  post- 
partum, 197;  Genital,  in  newborn  girls,  202;  Systemic 
infections  for  which  tonsil  is  held  responsible  and 
control  of,  during  tonsillectomy,  216;  Late,  after 
gunshot  wounds,  411;  from  nose  and  throat,  557; 
Condition  of  uterus  in  ovarian,  634;  Treatrnent  of 
genital,  in  women,  634;  Unilateral,  and  unilateral 
pain  of  renal  origin,  656;  Uterine,  and  after  menopause, 
301;  Arteriosclerosis  and  control  of  uterine,  301; 
Rontgenotherapy  in  uterine  fibroids  and  uterine,  539; 
Clinical  study  of  uterine,  540 

Haemorrhagic,  Acute,  pancreatitis,  34;  Blood  and  blood- 
vessels in  haemophilia  and  other,  diseases,  510;  dis- 
eases in  newborn  treated  by  horse  serum,  546 

Haemorrhoids,  Angiotribe  in,  268;  Ligature  treatment  of, 
385;  Treatment  of,  by  open  method,  149 

Haemostasis,  290 

Ha^mothorax,  Pathology  and  treatment  of,  in  war,  624 
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Hand,  Choice  of  incisions  in,  infections,  41;  Arthritis  of 
joints  of,  following  Colics'  fracture,  158;  Sequela' 
of  minor  injuries  incompletely  severing  nerves  of, 
surgical  treatment,  162;  Pathogenesis  of  phlegmons 
of,  392 

Head,  (lunshot  wounds  of,  56;  Importance  of  paranasal 
sinuses  in  explanation  of  pain  in  face,  neck  and  shoul- 
ders, 95;  Ether-oil  colonic  anaesthesia;  report  of  thirty- 
six,  and  neck  operations,  247;  Operative  treatment  of, 
injuries,  362;  System  of  topography  for  use  in  radiog- 
raphy of,  408 

Heart,  Changes  of,  and  heart  muscles  during  pregnancy, 
201;  Blood-pressure  and  viscosity  of  blood  in  perni- 
cious vomiting  and,  disease  during  pregnancy,  308; 
Results  of  nose  and  throat  operations  in  chronic 
poisoning  of,  lungs,  kidneys,  joints,  etc,  332;  Injury 
of,  by  bursting  of  grenade;  extraction  of  projectile 
from  right  ventricle;  recovery,  411;  Conservative  or 
operative  treatment  of,  wounds,  411 

Heat,  Inoperable  uterine  carcinoma;  a  method  of  applying, 
in  its  treatment,  539 

Hemianopia,  Bilateral  temporary,  rapid  and  permanent 
recovery  of  vision  after  administration  of  thyroid 
extract,  90 

Heredity,  Influence  of,  upon  occurrence  of  spontaneous 
cancer,  505 

Hernia,  Operation  for  radical  cure  of  umbilical,  in  a  pa- 
tient weighing  four  hundred  and  sixty-four  pounds, 
20;  Pathogenesis  of  umbilical,  372;  Radical  cure  of, 
373;  Indications  and  contra-indications  for  operative 
and  truss  treatments  of,  373;  of  ovary,  of  fallopian 
tube,  and  of  ovary  and  fallopian  tube,  639 

Heterochromia,  Clinical  and  experimental  investigations 
on  etiology  of,  555 

Heteroplastic  grafts  to  repair  gaps  in  skull,  521 

Hibernation  and  pituitary  body,  476 

High-frequency  current.  Experiences  with,  in  vesical  tu- 
mors, 82 

Hip,  Structural  changes  in  congenital,  dislocation,  45; 

1^  Management  of  convalescent  state  of,  disease,  154; 
Tuberculosis  of,  analysis  of  twenty-five  selected 
cases,  154;  Spontaneous  dislocation  of,  159;  Treat- 
ment of  congenital,  dislocation,  397;  Gunshot  wounds 
of,  414;  Arthritis  deformans  in  subluxation  of,  500; 
Injection  of  salt  solution  into  femoral  vein  during 
amputation  of  femur  and  disarticulation  of,  500 

Hirschsprung's  disease.  Treatment  of,  383 

Horse  serum,  Haemorrhagic  disease  in  newborn  treated  by, 
546 

Horseshoe  kidney.  Diagnosis  of,  547 

Hospital,  X-ray  work  at  first  western  base,  57,  529; 
Anglo-French,  No.  2,  Chateau  Tourlaville,  Cher- 
bourg, 631 

Humerus,  Fracture  of  lower  end  of,  with  displacement, 

44  . 

Hydrocephalus  internus,  129;  Possible  relation  of  contract- 
ed pelvis  to,  developing  after  birth,  201 

Hydronephrosis,  Experimental,  322 

Hydrophthalmos  following  trauma,  89 

Hyperaemia,  Use  of,  in  post-operative  treatment  of  lesions 
of  extremities  and  thorax,  360 

Hyperemesis,  Etiology  and  treatment  of,  and  other  forms 
of  pregnancy  toxaemia,  307 

Hypernephroma,  Polyglandular  syndrome  with  adrenal, 
and  adenoma  of  pituitary,  203;  Bilateral,  with  secon- 
dary thrombosis  of  inferior  vena  cava  and  terminal 
uraemia,  205;  Multiple  pulsating  tumors  secondary 
to,  206;  Giant  calculus  of  renal  pelvis  and,  547 

Hypertrophy,  of  endometrium,  300;  of  prostate  and  tumors 
of  prostate,  437 


Hypogastric  artery.  Carcinoma  of  uterus  four  months 
after  ligation  of,  60 

Hypophyseal,  therapy  in  gynecology,  187;  growth  operated 
through  nose  and  sphenoid,  330 

Hypophysis,  medication  in  haemorrhages  of  puberty,  62; 
Indications  and  contra-indications  for,  preparations 
in  obstetrics,  75;  Radiotherapy  in  tumors  of,  476 

Hypoplasia,  Periodic  bleeding  from  mouth  (vicarious 
menstruation)  associated  with,  of  uterus  and  tubes 
and  aplasia  of  ovaries  and  mammary  glands,  642 

Hysterectomy,  Simplified  technique  for  vaginal,  64; 
Vaginal,  under  spinal  anaesthesia,  64;  Results  of  sixty 
abdominal,  for  cancer  of  cervix,  299;  Vaginal,  supple- 
mented by  radium  therapy  for  cancer  of  uterus,  423; 
Practical  observations  drawn  from  161  cases  of,  424; 
Indications  for  vaginal,  simplified  technique  used  in 
84  cases,  424;  Importance  of  destroying  cervical 
mucosa  in  subtotal,  as  a  cancer-preventing  measure, 
633  ^  / 

ICTERUS,   Splenectomy  for  haemolytic,   discussion   of 
familial  and  acquired  types  with  report  of  splenectom- 
ized  cases,  152;  Cause  of,  neonatorum,  202 
Ileal  stasis,  Diagnosis  and  treatment  of,  382 
Ileus,  Post-operative,  and  ileus  accompanying  peritonitis. 

Iliac,  Ligation  of  common,  artery  for  iliofemoral  aneurism, 
290 

Iliohypogastric  nerve.  Preservation  of,  in  operation  for  cure 
of  inguinal  hernia,  19 

Immobilization,  Treatment  of  wounds  and,  in  war,  627 

Immunity,  Mechanism  of  Abderhalden  reaction;  studies 
on, 165 

Implantation,  Double  and  multiple  nerve,  285 

Incisions,  Choice  of,  in  hand  infections,  41 

Inertia,  Uterine,  and  its  management,  309 

Infantile  uterus,  62;  Tendon  transplantation  in,  paralysis, 
616 

Infant,  Caring  for  premature,  77;  Premature,  202;  mortal- 
ity due  to  labor,  432 

Infected,  wounds  of  blood-vessels,  171;  Treatment  for,  injur- 
ies of  soft  parts,  272;  Of)en  treatment  of,  wounds,  288; 
Use  of  certain  antiseptic  substances  in  treatment  of, 
wounds,  622;  Treatment  of,  woimds  of  knee-joint, 
626 

Infections,  Gall-bladder,  treatment  from  surgical  stand- 
point, 30;  Acute  surgical  metastatic,  with  reference 
to  bones,  joints,  and  peri-articular  structures,  39; 
Plaster  cast  in  acute  joint,  40;  Choice  of  incisions  in 
hand,  41;  Treatment  of  acute,  55;  Gonorrhaeal  renal, 
78;  Treatment  of  acute  surgical,  165;  Acute  haemato- 
genous,  of  kidney,  205;  Auto-,  303;  Treatment  of 
colon,  383;  Organisms  which  cause,  in  female  pelvis 
and  their  paths  of  entrance,  542;  of  epididymes,  surgi- 
cal treatment,  533;  Chronic  intestinal  stasis  with, 
from  a  surgical  point  of  view,  607;  Tonsillectomy  in 
adult;  is  there  justification  for  doing  so  many  indis- 
criminate tonsillectomies  for  remote,  667;  Etiology  of 
puerperal,  74;  Importance  of  anaerobic  bacteria  in 
puerperal,  313;  Surgical  treatment  of  puerperal,  315; 
Spontaneous  endogenous  puerperal,  431;  Puerperal, 
650;  Etiology  and  pathology  of  puerperal  pelvic,  650; 
Wound,  new  methods  for  study  of  various  factors 
which  come  into  consideration  in  treatment,  297; 
Prevention  and  treatment  of,  in  wounds,  417;  Wound, 
especially  tetanus  and  gas  phlegmon,  417 

Infiltration,  Treatment  of  sciatica  by  perineural,  with 
physiological  saline  solution,  50;  Experience  derived 
from  first  twenty-two  cases  of  vaginal  operation 
performed  under  parametric,  anaesthesia,  186 
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Inflammations,  Clinical  observations  on  treatment  of  acute 
pelvic,  426 

Inguinal  hernia.  Preservation  of  iliohypogastric  nerve  in 
operation  for  cure  of,  19 

Injuries,  Stab  and  gunshot,  of  abdomen,  412;  of  stomach 
and  intestine  by  infantry  bullets,  412;  Treatment  of 
abdominal,  at  the  front,  413;  Gunshot,  of  abdomen, 
and  early  operation  in  field  hospital,  623;  Gunshot,  of 
brain  and  spinal  cord,  175;  Surgery  of  gunshot,  of 
brain,  521;  Prognosis  in  eye,  441;  of  eye  in  war,  521; 
First-aid  treatment  of  eye,  522;  Gangrene  of  lung  after, 
by  bullet,  138;  Pneumothorax  after,  of  lung  in  war, 
176;  Gunshot,  of  nerves,  use  of  calves'  arteries  in 
operating  on  them,  57;  Nerve,  caused  by  bullet  wounds 
178;  War,  of  peripheral  nerves,  294,  416;  Operative 
treatment  of,  of  peripheral  nerves  in  war,  416;  Seque- 
lae of  minor,  incompletely  severing  nerves  of  hand; 
their  surgical  treatment,  162  ;Spinal  cord,  due  to  bullets, 
178;  Treatment  for  infected,  of  soft  parts,  272;  Late 
results  of  four  cases  of  operation  for,  of  brachial  plexus, 
284;  Operative  treatment  of  head,  362;  Penetrating, 
of  thorax  in  war,  410;  of  heart  by  bursting  of  grenade; 
extraction  of  projectile  from  right  ventricle;  recovery, 
411;  Treatment  of  gunshot,  of  extremities,  415; 
Operative  treatment  of  cord,  in  the  field,  416;  Treat- 
ment of,  by  shells,  419;  of  skull  by  projectiles,  521; 
Operative  treatment  of  gunshot,  of  intestine,  524; 
Infected  gunshot,  of  bones  and  joints,  526;  Superficial, 
of  thorax  and  haemoptysis,  600;  of  crucial  ligaments, 
614;  Treatment  of,  of  skull  in  military  zone,  623; 
Operative  treatment  of,  of  skull  in  ambulance  at 
front,  623 

Insane,  Gynecological  operations  upon,  66 

Instrument,  Problems  in  urethrovesical  diagnosis  and 
treatment;  description  of  new,  83 

Internal,  Fracture  of  tip  of,  condyle  of  femur,  45;  Question 
■  of,  secretion  of  uterine  mucosa,  62 

Interstitial  gland,  Studies  in  regard  to  nerves  of  ovary 
and,    182;    and  its  relation  to  rontgen  castration, 

Intestinal,  polyposis,  145;  Chronic  enteric  intussusception 
due  to,  tumors,  266;  Reconstruction  and  repair  of 
abdominal  organs  with,  grafting,  389 ;  obstruction  due 
to  sigmoid  volvulus  occurring  in  child,  265;  obstruc- 
tion, 606;  obstruction;  proteose  intoxication,  606; 
Gall-stone  causing,  obstruction  and  volvulus,  607; 
stasis,  bands,  kinks,  and  membranes,  28;  Rontgen- 
ological  aspect  of,  stasis,  267;  Problem  of,  stasis,  380; 
Basic  considerations  in  rontgen  study  of,  stasis,  516; 
Chronic,  stasis  with  infection  from  surgical  point  of 
view,  607 

Intestine,  Rupture  of,  26;  Gunshot  wounds  of,  57;  Ureteral 
defect  repaired  with  loop  of,  81;  Rontgen  deep  irra- 
diation in  carcinoma  of  stomach  and,  144;  When, 
where,  and  how  to  open  bowel  in  cases  of  chronic 
obstruction  of  large,  146;  Injuries  of  stomach  and, 
by  infantry  bullets,  412;  Torsion  of  small,  resec- 
tion of  eight  feet  of  intestine;  recurrence  of  torsion, 
490;    Operative  treatment  of    gunshot    injuries    of, 

.524 
Ionization,  Treatment  of  bullet  and  other  wounds  by,  418; 

Treatment  of  septic  compound  fractures  and  wounds 

by,  of  salicylate  of  sodium,  498 
Intoxication,  Creatin  as  index  of  pregnancy,  427 
Intra-articular  silk  ligament.  Further  application  of,  in 

flail-joints  of  poliomyelitis  paralysis,  159 
Intracranial,  Diagnosis  of,  complications  in  diseases  of 

middle  ear  and  accessory  sinuses  of  nose,  92;  extensions 

of  middle  ear  disease,  443;  Diagnosis  of,  extension  in 

suppurative  otitis,  444 


Intranasal,  Experiences  with,  partial  resection  of  tear  sac, 
212;  Technique  of  analgesia  in,  surgery,  560 

Intraneural  injection  of  tetanus  antitoxin  in  local  tetanus, 
620 

Intra-ocular,  Radiotherapy  of,  tumors,  441 ;  Corneoscleral 
trephine  after  Elliot  method  for  reduction  of,  tension. 

Intraspinal  administration  of  antitoxin  in  tetanus,  508 

Intrathoracic  goiters.  Operative  removal  of  large,  366 

Intratracheal  insufflation.  Portable  positive-pressure  ap- 
paratus for  administration  of  ether  by,  245 

Intra-uterine,  vaccination,  64;  Influence  of,  obstetric 
maneuvers  on  morbidity  and  mortality  of  parturients, 
428 

Intravenous,  Combined  treatment  of  carcinoma  with 
mesothorium,  rontgen  rays,  and,  injection,  507; 
isopral-ether  anaesthesia  in  military  surgery,  530 

Intravesical  treatment.  Ureteral  calculi;  special  means  of 
diagnosis  and  newer  method  of,  324 

Intussusception,  Danger  of  delay  in  diagnosis  and  treat- 
ment of,  in  infancy,  26;  Chronic  enteric,  due  to 
intestinal  tumors,  266 

Inversion  of  uterus,  Post-partum,  discussion  of  pathogene- 
sis of  obstetrical  inversion,  431 

Iridaemia,  Complete  bilateral,  in  child  whose  father  has 
bilateral  coloboma  of  iris,  89 

Iridectomy,  Technique  of,  and  performance  as  preliminary 
to  cataract  extraction,  88;  Small  optical,  in  lamellar 
cataract,  88;  Cataract  extraction  with  preliminary, 
irrigation,  and  discission,  212 

Iris,  Complete  bilateral  iridaemia  in  child  whose  father  has 
coloboma  of,  89 

Irrigation,  Pyelitis  of  pregnancy  treated  with  pelvic,  193; 
Treatment  of  empyema  by,  drainage,  369 

Ischaemic  contracture,  Treatment  of,  279 

Isopral-ether  anaesthesia.  Intravenous,  in  military  surgery, 

530 

JAUNDICE,  splenic;  contribution  to  surgery  of  spleen, 
269 

Jaws,  Mesothelial  tumors  of,  217 

Jejunal  and  gastrojejunal  ulcer  after  gastro-enterostomy, 
60s 

Jejunum,  Removal  of  large  tuberculous  cyst  of  mesentery 
of,  together  with  corresponding  segment  of  bowel, 
20;  Secondary  ulcers  of  stomach  and,  143 

Joint-bodies,  Study  of,  275;  from  within  present  in  articu- 
lations, otherwise  apparently  normal,  40 

Joint-mouse,  41 

Joint,  Acute  surgical  metastatic  infections  with  special 
reference  to  bones,  and  peri-articular  structures,  39; 
Plaster  cast  in  acute,  infections,  40;  Permanent  results 
after  operative  mobilization  of,  46;  syphilis  in  chil- 
dren, 15s;  Syphilis  of,  155;  Fractures  in  neighborhood 
of,  158;  Treatment  of  infected  gunshot  wounds  of 
bones  and,  177;  Medicolegal  aspect  of  radiograms  in 
diagnosis  and  treatment  of  fractures  and,  injuries, 
276;  Mobilization  of  ankylosed,  279;  Results  of  nose 
and  throat  operations  in  chronic  poisoning  of  heart, 
lungs,  kidneys,  332;  Rarer  forms  of,  disease,  392; 
Infected  injuries  of  bones  and,  526;  Damaged  pelvic, 
496  _  ... 

Jugular  vein.  Fulminating  otitis  media;  mastoiditis; 
extensive  sigmoid  sinus  thrombosis;  ligation  of  internal, 
recovery,  93 

KELOIDS,  Prevention  of  false,  in  scars  by  underlining 
of  incisions  with  strips  of  fascia  lata,  51;  Prevention 
of,  in  scars,  287 
Keratitis  caused  by  infection  with  bacillus  coli,  555 
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Kidney,  function  in  normal  and  pathological  pregnancy,  7 1 ; 
Cortical  necrosis  of,  in  pregnancy,  71;  Diagnosis  and 
prognosis  of,  changes  during  pregnancy,  193;  Testing 
of,  during  pregnancy  to  decide  question  of  inducing 
abortion,  544;  Diagnosis  and  treatment  of,  tuberculo- 
sis in  women,  79;  Diagnosis  and  treatment  of  tuber- 
culosis of,  205;  Primary  localization  and  mode  of 
extension  of  tubercular  processes  in  chronic  hematogen- 
ous tuberculosis,  of,  656;  Influence  of  urinary  obstruc- 
tion upon  occurrence  of  pyogenic,  infection,  78; 
Dermoids  of,  78;  Phcnolsulphonephthalein  method  of 
testing  function  of,  80;  Surgical,  and  life  expectation, 
80;  Operative  treatment  of  floating,  78;  Surgical 
treatment  for  floating,  322;  Arterial  collateral  circula- 
tion of,  205;  Acute  hajmatogenous  infection  of,  205; 
Pyelography  in  diagnosis  of,  lesions,  209;  Rupture  of 
echinococcus  cyst  of,  accompanied  by  abortion,  322; 
Pelvic,  pyonephrosis  with  stones,  323;  Nose  and  throat 
operations  in  chronic  poisoning  of  heart,  lungs,  joints, 
etc.  332;  Adeno-carcinoma  (mesothelioma)  of,  434; 
Irritation  of,  from  novocaine  ana;sthesia,  547;  Diag- 
nosis of  horseshoe,  547;  Therapeutic  value  of  cortical 
substance  of,  548;  Cancer  of  bladder  and,  551;  Recur- 
rence of  stone  in,  after  operation,  655;  Malformation 
of,  from  surgical  point  of  view,  655 

Killian-Hirsch  operation.  Sarcoma  of  pituitary  body 
treated  by,  135;  Post-mortem  specimen  of  pituitary 
cyst  opened  by,  136 

Kimpton-Brown  tube.  Blood  transfusion  by  means  of  the, 

405 
Kinetic  system,  53 

Kinks,  Intestinal  stasis,  bands,  and  membranes,  28 
Knee,  Suppurative  arthritis  of,  in  military  surgery,  294; 

Resection  of,  to  avoid  amputation  of  thigh  in  fracture 

of,  425 

Knee-joints,  Infected  compound  fracture  of  femur  into, 
treatment  by  conservative  surgery,  45;  Tuberculosis 
of,  in  childhood,  154;  Tuberculosis  of  right,  275; 
Operative  mobilization  of  ankylosed,  398;  Treatment 
of  gunshot  wounds  of,  525;  Amputation  in  infected 
gunshot  fractures  of,  625;  Shrapnel  wounds  of,  625; 
Infected  wounds  of,  626 

Kulenkampff,  Anaesthesia  of  brachial  plexus  according  to 
method  of,  14;  By  and  after  effects  of,  plexus  anaes- 
thesia, 595 

Kiizmik-Schede  method.  Treatment  of  varices  of  lower 
extremity  by,  407 

LABOR,  Rupture  of  uterus  during,  194;  Pituitrin  in 
30  cases  of,  195;  Novocaine  anaesthesia  in  normal,  196; 
Haematoma  following,  197;  Scopolamine-morphine 
treatment  in,  311;  Scopolamine  and  narcophine  semi- 
narcosis  during,  311;  Scopolamine-narcophine  anaes- 
thesia (twilight  sleep)  in,  312;  Infant  mortality  due 
to,  432  _  _ 

Labyrinthitis  following  operation  for  atresia,  443 

Lachrymal  sac.  Method  of  destroying,  in  chronic  dacryo- 
cystitis, 212 

Lactation,  Incision  of  breast  abscesses  during,  597 

Lactic  acid  douches,  Prophylaxis  of  puerperal  fever  by, 
during  pregnancy,  650 

Laminectomy,  Gunshot  wound  of  back  producing  paralysis 
relieved  by,  528;  in  cases  with  bullets  lodged  in  spinal 
cord,  528;  Fracture  of  twelfth  dorsal  and  first  lumbar 
vertebras,  and  results,  616 

Lane  bone  plate.  Dislocation  of  head  of  radius  with  fracture 
of  ulna  corrected  by,  159;  Autogenous  bone-grafts 
versus,  398 

Langenbeck  operation.  Nasal  flap  and  modified,  for  cleft- 
palate,  562 


Laparotomy,  Acute  dilatation  of  stomach  during,  377; 
in  abdominal  injury,  413;  in  tubercular  peritonitis, 
602 

Laryngeal,  papillomata  in  children,  217;  obstruction,  ^sy, 
Treatment  of,  tuberculosis,  447 

Laryngopharynx,  Infective  lymph  growths  of,  secondary 
to  sinus  suppuration,  96 

Laryngoscopy,  Suspension,  217 

Larynx,  Intrinsic  epithelioma  of,  one  month  after  laryngo- 
fissure,  217;  Condition  of,  and  trachea  in  stiUbom 
infant,  654;  Papilloma  of,  668 

Lateral  sinus.  Spontaneous  rupture  of,  with  general  septi- 
caemia in  ulcerating  sinusitis,  95 

Leather-bottle  stomach,  484 

Leg,  Method  of  forcible  traction  on,  while  applying 
plaster  casts,  279;  Usefulness  of  ventral  decubitus  in, 
amputations,  279;  Useful  splint  for  compound  frac- 
tures of,  500 

Lens,  Annular  opacity  of,  following  penetrating  wound 
into  vitreous  chamber,  663 

Leucocyte  count.  Normal  differential,  proposed  classifica- 
tion of  white  blood-cells,  169 

Leucocytosis  a  deceptive  sign  in  abdominal  haemorrhage, 
170 

Leucorrhoea,  185;  Treatment  of,  186 

Life  expectation.  Surgical  kidney  and,  80;  Goiter  and, 

365 

Ligation,  Vascular,  in  the  tonsillar  fossa,  561 

Ligature  treatment  of  haemorrhoids,  385 

Limbs,  Traumatic  lesions  of  nerves  of,  161 

Lipaemia  retinalis,  89 

Lipoma  of  maxiUary  antrum,  447 

Lithiasis,  Urinary,  439;  Pitfalls  in  diagnosis  of  renal,  655 

Little's  disease,  Forster's  operation  in,  284 

Liver,  Disturbance  of,  during  pregnancy,  646;  Atrophy 
in  nurslings  and  congenital  lesions  of,  in  newborn, 
77;  Primary  carcinoma  of,  operation  for  recurrence, 
386 

Local  anaesthesia.  Prostatectomy  under,  326;  of  abdominal 
cavity,  362 

Lower  extremity,  Dystrophy  affecting  particularly  joints 
of,  156;  Reversal  of  circulation  in,  171;  Arteriovenous 
anastomosis  in  treatment  of  impending  gangrene  of, 
172;  Aids  in  treatment  of  gunshot  fractures  of,  177; 
Treatment  of  varices  of,  by  Kuzmik-Schede  method, 
407;  Operative  treatment  of  certain  fractures  of,  in 
children,  614 

Luetic,  Dystrophy  probably  of,  origin,  affecting  particular- 
ly joints  of  lower  extremity,  156 

Lumbar  plexus.  Attempts  at  anaesthetizing,  401 

Limg,  Gangrene  of,  after  injury  by  bullet,  138;  Explora- 
tion of  thorax  with  primary  mobilization  of,  138; 
Immobilization  and  shrinkage  of,  by  one-sided  phrenic 
nerve  resection  and  influence  upon  experimental 
pulmonary  tuberculosis,  138;  Pneumothorax  after 
injuries  of,  in  war,  176;  Resiilts  of  nose  and  throat 
operations  in  chronic  poisoning  of  heart,  kidneys, 
joints,  332;  Fence  staple  in,  method  of  bronchoscopic 
removal,  369;  Gangrene  of,  from  bronchial  stones,  481; 
Gunshot  injuries  of,  600;  Foreign  body  in,  diagnosis 
made  by  blood  examination,  601 

Lymphangioma  and  radium,  408 

Lymphatic  drainage  of  peritoneal  sac,  139 

Lymph-gland,  Calcified,  producing  symptoms  suggestive 
of  gall-stones,  30;  Rontgen  treatment  of,  tuberculosis, 
292 

LjTnphcedema,  Results  of  surgical  treatment,  of  elephan- 
tiasis, 407 

Lymphoid  growths.  Infective,  of  laryngopharynx  secondary 
to  sinus  suppuration,  96 
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MADELUNG'S  deformity  of  the  wrist,  281 
Magnesium  sulphate,  Use  of,  in  treatment  of  tetanus, 

403      . 

Malformation  of  kidney  from  surgical  point  of  view,  655 

Malignancy,  Value  of  radium  supplemented  by  cross-fire 
rontgen  rays  in  treatment  of,  519 

Malignant  diseases,  Precancerous  lesions  and  transition 
types  of,  of  tongue,  and  relation  to  syphilis,  219;  Treat- 
ment of,  by  X-rays,  292;  Plastic  surgery  in  treatment 
of,  402;  Early  recognition  of,  bladder  and  prostate, 
operative  therapy,  551 

Malignant  tumors.  Presence  of  continued  high  tempera- 
ture in,  162;  Radiotherapy  of,  of  internal  organs,  175; 
Modern  radiotherapy  in,  and  localized  tuberculosis, 
17s;  Treatment  of,  with  tumor  extract,  404;  Modern 
radiotherapy  of,  517;  Results  of  operations  for,  of 
breast,  597;  Medical  aspects  of  recurrent,  618 

Mammary,  Galvanocautery  knife  for  excision  of,  tumors 
for  microscopic  diagnosis,  478;  Periodic  bleeding  from 
mouth  (vicarious  menstruation)  associated  with 
hypoplasia  of  uterus  and  tubes  and  aplasia  of  ovaries 
and  glands,  642 

Mandible,  Resection  of  bone  for  protrusion  of,  363 

Mania,  acute.  Eclampsia,  cesarean  section,  190 

Mastoid,  abscess,  Method  of  aborting  middle-ear  inflam- 
mation and  infection  leading  to,  663;  Idiopathic,  664; 
grafting,  556;  x\fter-treatment  of,  wound  556;  Post- 
mortem specimen  of  radical,  operation  performed 
six  months  before  death,  213;  End  results  of  radical, 
operation,  445;  Pyrexia  after,  operation  for  acute  otitis 
media,  556 

Mastoiditis,  Fulminating  otitis  media,  extensive  sigmoid 
sinus  thrombosis,  ligation  of  internal  jugular  vein, 
recovery,  93;  and  mastoid  abscess  without  suppura- 
tion from  middle  ear  or  ear  inflammation,  93;  Latent, 
with  sinus  thrombosis,  213;  Anatomical  consideration 
of,  445;  Interesting  case  of,  445;  Primary  acute,  555; 
Atypical,  556;  Early  diagnosis  of,  664 

Maxillary  antrum.  Inflammatory  disease  of,  diagnosis 
and  treatment,  560;  Lipoma  of,  447 

McDonald's  solution,  Sterilization  of  skin  by,  473 

Meckel's  diverticulum,  Gastric  glands  in,  490 

Median,  Neuroplasty  of,  and  ulnar  nerves,  51 

Mediastinal  thyroid  removed  by  transsternal  raediastinr 
otomy,  251 

Meiostagmin  reaction  with  warmed  sera,  404 

Meniere's  disease,  91;  Operation  for,  556 

Meningitis,  Ambulant  otitic,  444;  Acute  purulent,  drainage 
of  meninges,  596 

Menopause,  Uterine  haemorrhage  at  and  after,  301 

Menorrhagia,  Uterine  fibroids,  and  radium,  61;  X-ray 
treatment  of,  and  uterine  fibroids  540 

Menstrual  disorders,  Removal  of  uterus  instead  of  ovaries 
for  incurable,  635 

Mental  disturbances,  Post-operative  nervous  and,  289 

Mesenteric  thrombosis,  257 

Mesentery,  Removal  of  tuberculous  cyst  of,  of  jejunum  with 
segment  of  bowel,  20 

Mesothelial  tumors  of  jaws,  217 

Mesothelioma,  Adenocarcinoma  of  kidney,  434 

Mesothorium,  Intensive,  treatment  of  gynecological  car- 
cinomata,  305 ;  Treatment  of  carcinoma  with,  rontgen 
rays,  and  intravenous  injection,  507 

Metal  plates  used  to  repair  skull  defects,  363 

Metapneumonic  empyema.  Treatment  of,  369,  600 

Metastasis,  Furuncle,  287;  Choroiditis,  442 

Microscopic  diagnosis,  Galvanocautery  knife  for  excision 
of  mammary  tumors  for,  478 

Middle  ear.  Operations  for  chronic  sinus,  tonsillar,  adenoid 
and  chronic  diseases  of,   215;  Method  of  aborting. 


inflammation  and  infection  leading  to  mastoid  ab- 
scesses, 663 

Mikulicz's  disease,  172 

Military  hospital.  Surgery  in,  532 

Military  surgery,  530;  Treatment  of  suppurative  arthritis 
of  bone  in,  294;  Intravenous  isopral-ether  anaesthesia 
in,  530;  Mistakes  in,  and  how  to  avoid  them,  533; 
Fracture  of  patella  in,  625;  Naval  and,  629 

Miscarriage  with  prolonged  retention  of  placenta,  306 

Mobilization,  Results  after  operative,  of  joints,  46;  Opera- 
tion of  rib,  in  treatment  of  phthisis,  137;  Exploration 
of  thorax  with  primary,  of  lung,  138;  of  ankylosed 
joints,  279;  Operative,  of  ankylosed  knee-joints,  398 

Morbidity,  Influence  of  intra-uterine  obstetric  maneuvers 
on,  and  mortality  of  parturients,  428 

Morphine-scopolamine  anesthesia  in  obstetrics,  430 

Mortality,  of  abdominal  surgery,  35;  Influence  of  intra- 
uterine obstetric  maneuvers  on  morbidity  and,  of 
parturients,  428;  Infant,  due  to  labor,  432 

Motherhood,  Endowment  of,  76 

Motor  disturbances,  Post-partum,  313 

Mouth,  Cancer  of  tongue  and  floor  of,  448;  Cancer  of,  561; 

Mucocele  of  frontal  and  ethmoidal  cells,  216 

Muscles,  Neurotization  of  paralyzed,  613 

Muscular  advancement  operation,  328;  atrophy,  614 

Myelomeningocele,  Spina  bifida  with,  removal  of,  and 
closure  of  spinal  cleft  by  transplantation  of  animal 
bone,  49 

Myoma  and  pregnancy,  191 

Myositis,  Rontgen  ray  diagnostic  factor  in,  ossificans 
circumscripta,  272 

Myxoma  of  rhinopharynx,  665 

NAIL  extension,  157;  Treatment  of  gunshot  fractures  of 
femur  by,  414 
Narcotics,  Influence  of  preliminary,  on  induction,  main- 
tenance and  after-results  of  anaesthetics,  245;  Com- 
bined antitoxin  and,  treatment  of  tetanus,  403 
Narcophin,  Scopolamine  and,  seminarcosis  during  labor, 

311 

Nasal  accessory  sinus.  Empyema  of,  95;  Trifacial  neuralgia 
from,  disease,  215;  Skiagraphic  diagnosis  of,  333; 
Radiography  in  diagnosis  of  diseases  of,  558;  Treat- 
ment of,  disease,  559 

Nasal  deformity,  corrected  by  bone  transplantation,  446; 
Depressed,  resulting  from  submucous  operation,  332 

Nasal,  Posterior,  operation  by  means  of  nasopharyngo- 
scope,  94;  treatment  of  dysmenorrhoea,  180;  Congeni- 
tal bony  occlusion  of  right,  choana,  S3 1 ;  Tuberculosis 
of,  fossae,  332;  septum  and  pathology  of  deflections, 
332;  septum,  557;  flap  and  modified  Langenbeck 
operation  for  cleft  palate,  562;  Hyperplastic  sphen- 
oiditis,  vidian  nerves  and,  ganglion,  665 

Nasopharyngeal,  sarcoma  and  fibromata,  330;  Acute 
articular  synovitis  of  cr3rptic,  origin,  496;  Effects  of 
radio-activity  upon,  fibroma,  557,  665 

Nasopharyngoscope,  Posterior  nasal  operation  by  means 
of,  94 

Naval  and  military  surgery,  629 

Neck,  Diagnosis  and  indications  for  treatment  of  tumors 
of,  16;  Ether-oil  colonic  anaesthesia,  report  of  head  and, 
operations,  247 

Necrosis,  Symmetrical  cortical,  of  kidney  in  pregnancy,  71 

Neoplasms,  Radium  versus  surgery  in  treatment  of  vesical, 

659 

Nephrectomy,  Procedures  following,  208;  during  preg- 
nancy, 428;  Complications  originating  in  stump  of 
ureter  after,  for  tuberculosis  and  treatment,  658 

Nephrolithiasis,  321;  Probable  left,  with  passage  of  small 
calculi  causing  urethritis,  547 
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Nerve,  Preservation  of  iliohyi)ogastric,  in  operation  for 
inguinal  hernia,  iq;  Ncuroplasty  of  median  and  ulnar, 
si;  (junshot  injuries  of,  and  use  of  calves'  arteries  in 
operating,  57;  Anatomical  and  clinical  study  of 
traumatic  lesions  of,  of  limbs,  161;  Surgical  treatment  of 
injuries  incompletely  severing,  of  hand,  162;  injuries 
caused  by  bullet  wounds,  178;  of  the  ovary  and  inter- 
stitial gland,  182;  Decompression  operations  in  dis- 
eases of  optic,  213;  Closure  of,  gaps  by  means  of 
tubules,  285;  Double  and  multiple,  implantation,  285; 
suture  for  bullet  wounds,  529;  Hyperplastic  sphenoid- 
itis,  nasal  ganglion  and  vidian,  665;  Treatment  of 
gunshot  injuries  of  peripheral,  178;  Injuries  of  per- 
ipheral, during  war,  294;  Treatment  of  peripheral, 
wounded  in  war,  295;  Operative  findings  in  gunshot 
wounds  of  peripheral,  296;  Operative  treatment  of 
injuries  of  peripheral,  in  war,  416;  War  injuries  of 
peripheral,  416;  Ounshot  injuries  of  peripheral,  529 

Nervous,  Post-operative,  and  mental  disturbances,  289 

Neuralgia,  Trifacial,  from  nasal  and  accessory  sinus 
disease,  215;  Cystalgia,  urethralgia,  syndrome  vesical 
and  urethral,  552 

Neuritis,  EfTect  of  radium  on  fibrous  cicatricial  band 
accompanied  by,  of  median,  617 

Neuroblastoma  and  ganglioneuroma  of  suprarenal  body, 
320 

Neuroplasty  of  median  and  ulnar  nerves,  5 1 

Neurotization,  of  paralyzed  muscles,  613 

Newborn,  Hjemorrhagic  disease  in,  treated  by  horse  serum, 
546;  Congenital  syphilis  among,  653; 

New-growths,  Trauma  and,  508 

Nipple  and  allied  conditions,  Paget's  disease  of,  596 

Nitrous-oxide,  gas  analgesia  in  obstetrics,  195,430;  oxygen 
anoci-association  in  practice,  246;  anaesthesia  in  ob- 
stetrics, 312 

Non-coagulable  nitrogen  coefficient  of  blood  serum  in 
pregnancy  and  toxaemia  of  pregnancy,  190 

Non-malignant  lesions,  Rontgentherapy  in  deep-seated,  518 

Non-union,  Pathology  of  repair  of  fracture  of  bone  and,  278 

Nose,  Diagnosis  of  intracranial  complications  in  diseases 
of  middle  ear  and  accessory  sinuses  of,  92;  Scopolamine 
in,  and  throat  operations,  94;  Plastic  operation  for 
dislocated  columnar  cartilage  of,  96;  Teeth  as  primary 
factor  in  diseases  of  ear,  and  throat,  219;  Hypophyseal 
growth  operated  through,  and  sphenoid,  330;  and 
throat  operations  in  chronic  poisoning  of  heart,  lungs, 
kidneys,  joints,  332;  Corrective  and  cosmetic  surgery 
of,  446;  Non-operative  treatment  of  disease  of  acces- 
sory sinuses  of,  447;  Haemorrhage  from,  and  throat, 

557 
Novocaine  anassthesia,  in  normal  labor,  196;  Irritation  of 

kidney  from,  547 
Noxious  gases.  Poisoning  by,  628 

OBSTETRICS,  72;  "Twilight  sleep"  in,  74;  Indications 
and  contra-indications  for  hypophysis  preparations 

in,  75;  Nitrous-oxide  anesthesia  in,  312;  forceps,  428; 

Unusual  cases  of,  433;  Points  on,  546;  Observations 

upon  the  use  of  pituitary  extract  in,  546 
Obstruction,  When,  where  and  how  to  open  the  bowel  in 

cases  of  chronic,  of  the  large  intestine,  146;  Anuria  due 

to  unilateral  calculous,  320;  Visceral  stasis,  mechanical, 

and  their  effects,  relievable  by  rational  measures,  492; 

Intestinal,  606;  Prostatic,  without  hypertrophy,  662 
Occipital  region.  Shrapnel  wound  of  the,  with  involvement 

of  the  visual  centers,  663 
Occiput  posterior  positions,  309 
Occlusion,  of  the  pylorus,  364;  Congenital  bony,  of  the 

right  nasal  choana,  331;  Diagnosis  and  treatment  of 

arteriomesenteric,  in  a  child,  374 


Odontomata,  Cystic,  97 

(Esophageal  diverticulum;  a  new  operation  for  its  cure, 
482 

Qisophagus,  Hazmorrhagic  erosions  of  the,  139;  Topograph- 
ical anatomy  of,  253;  Perforation  of,  by  septic  infec- 
tion, 253;  Operative  treatment  of  carcinoma  of,  254; 
Suppuration  of  bronchial  glands  with  perforation  into, 
481;  Simple  inflammatory  stenosis  of,  481 

Omentum,  inflammatory  tumors  of,  20 

Opacity,  y\nnular,  of  the  lens  following  a  penetrating  wound 
into  the  vitreous  chamber,  663 

Open  method.  Treatment  of  haemorrhoids  by,  149. 

Operation,  Prevention  of  discomfort  after,  14;  for  epitheli- 
oma of  the  auricle  with  secondary  involvement  of 
glands,  555 

Opsonic  index,  Pyoculture  and,  621 

Optic,  Experimental  study  of  the  specificity  of  the  protec- 
tive ferments  by,  method,  290;  Decompression  opera- 
tions in  diseases  of,  nerves,  213 

Orbital  cellulitis,  Removal  of  eyes  in  the  presence  of,  89 

Organisms  which  cause  infection  in  the  female  pelvis  and 
their  paths  of  entrance,  542 

Organotherapy  in  amenorrhoea,  635 

Orthopedic,  Importance  of  vascular  condition  in,  cases, 
281;  surgery,  281,  500;  technique,  500 

Ortison  and  ortison  pencils  in  the  treatment  of  wounds,  407 

Os  calcis.  Subperiosteal  osteotomy  of,  for  pes  calcaneus,  48 

Osteo-arthritis,  Treatment  of  rheumatoid,  of  the  hyper- 
trophic type,  275;  Operative  treatment  of,  612 

Osteoclasts,  The  origin  and  fate  of,  391 

Osteomalacia,  Puerperal,  198;  with  a  tumor  of  the  para- 
thyroid gland,  478 

Osteomyelitis,  Treatment  of,  38;  Surgical  treatment  of 
acute,  39;  Primary  acute  and  subacute,  of  the  spinal 
column,  49;  The  physician's  responsibility  in  acute, 
153;  of  the  spinal  column  after  gunshot  wound,  528; 
Subacute  and  chronic,  6n 

Osteoplastic,  surgery  of  the  face,  16;  operations  on  the 
extremities,  45 

Osteotomv,  Subperiosteal,  of  the  os  calcis  for  pes  calcaneus, 
48 

Ostitis  fibrosa.  Generalized,  with  tumors  and  cysts,  612 

Otitic  meningitis.  Ambulant,  444 

Otitis,  Causation  and  diagnosis  of  suppurative,  213; 
Difficulties  in  diagnosis  of  intracranial  extension  in 
suppurative,  444 

Otitis  media.  Fulminating;  mastoiditis;  extensive  sigmoid 
sinus  thrombosis;  ligation  of  internal  jugular  vein; 
recovery,  93 ;  Isolation  and  cultivation  of  the  tubercle 
bacillus  from  the  discharging  ear  in  cases  of  chronic 
purulent,  444;  Treatment  of  acute,  by  the  general 
practitioner,  445;  Pyrexia  after  mastoid  operation  for 
acute,  556 

Otology,  The  newer  therapeutics  in,  664 

Otorhinology,  The  relation  of  pathological  conditions  in, 
to  general  medicine  and  surgery,  91 

Otosclerosis,  The  rontgenographic  diagnosis  in,  329 

Ovarian,  Adenoma  tubulare  ovarii  carcinomatosum  and 
the  relation  between  the  tubular,  adenoma  and  the 
embryonal  rests,  65;  tumors  in  pregnancy;  case  of  solid 
tumor,  70;  transplantation,  302;  carcinoma  in  a  child 
aged  eleven,  425;  fibroids,  541;  Condition  of  the  uterus 
in,  hasmorrhage,  634;  Complications  of,  tumors,  638; 
Ruptured,  pregnane}',  643 

Ovariotomy,  Delivery  after  conservative,  542;  during 
pregnancy,  647 

Ovary,  An  active  substance  in,  and  placenta,  65;  Sarcoma 
of,  182;  Studies  in  regard  to  the  nerves  of,  and  espe- 
cially of  the  interstitial  gland,  182;  Sarcomaof  both,  ina 
child  of  three  years,  183;  Transplantation  of,  in  the 
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human,  183;  Conservative  operation  on,  302;  Removal 
of  the  uterus  instead  of,  for  incurable  cases  of  men- 
strual disorders,  635;  Study  of  hernias  of,  of  the  fal- 
lopian tube,  and  of  the  ovary  and  fallopian  tube,  639; 
Congenital  absence  of  left,  and  fallopian  tube,  639; 
Early  cystic  degeneration  of,  639;  Periodic  bleeding 
from  the  mouth  (vicarious  menstruation)  associated 
with  hypoplasia  of  uterus  and  tubes  and  aplasia  of, 
and  mammary  glands,  642 

Oxygen,  Subcutaneous  injection  of,  as  a  treatment  for 
tetanus,  165 

Ozaena,  Coccobacillus  foetidus  ozaenae  perez  vaccine  in  the 
treatment  of,  94 

PAGET'S  disease  of  nipple  and  allied  conditions,  596 
Pain,  Mitigating,  and  accelerating  delivery  in  parturi- 
tion, 73;  Paranasal  sinuses  in  explanation  of,  in  face, 
head,  neck  and  shoulders,  95;  Hasmorrhage  and,  of 
renal  origin,  656 

Palate,  Treatment  of  congenital  defects  of,  562;  Partial 
paralysis  of,  following  removal  of  tonsils  and  adenoids, 
562 

Palsy,  Birth,  318 

Pampiniform  plexus.  Varicosities  of,  326 

Pancreatic,  secretion,  33;  Diagnosis  of  carcinoma  of  bile 
and,  ducts,  494 

Pancreatitis,  Acute  haemorrhagic,  34;  Acute,  268,  389; 
Chronic,  495 

Pansinusitis,  exclusive  of  external  operations,  665 

Papillary  or  villous  tumors  of  bladder,  Diagnosis  and 
treatment  of,  550 

Papilloma,  of  gall-bladder,  150, 386;  Laryngeal,  in  children, 
217;  Diagnosis  of  tumors  of  bladder,  with  reference 
to,  and  carcinoma,  658;  of  larynx,  668 

Paralysis,  Tendon-fixation  for  deformity  resulting  from 
partial,  46;  Pott's  paraplegia  with  complete,  lasting 
five  years,  recovery,  284;  Stoffel's  operation  in  spastic, 
285;  Gunshot  wound  of  back  producing,  relieved  by 
laminectomy,  528;  Partial,  of  soft  palate  following 
removal  of  tonsils  and  adenoids,  562 

Paralyzed  muscles.  Direct  and  muscular  neurotization  of, 

613         .  . 

Parametric    infiltration    anaesthesia.    Vaginal    operations 

performed  under,  186 
Parametritis,   Treatment   of    chronic   posterior,    by   col- 

peurynter  massage  and  shortening  of  round  ligaments. 

Paranasal  sinuses  in  explanation  of  pain  in  face,  head, 
neck  and  shoulders,  95 

Parathyroid  gland.  Osteomalacia  with  tumor  of,  478 

Parenteral  digestion  of  albumin  in  relation  to  obstetrics 
and  gynecology,  317 

Parturients,  Influence  of  intra-uterine  obstetric  maneuvers 
on  morbidity  and  mortality  of,  428 

Parturition,  Suggestions  for  mitigating  pain  and  accelerat- 
ing delivery  in,  73  Tubercular  infection  complicating 
pregnancy,  and  puerperal  state,  192 

Patella,  Treatment  of  fractures  of,  277,  397;  Fascia 
lata  in  operations  for  fracture  of,  397;  Bone-graft 
wedge  in  treatment  of  habitual  dislocation  of,  615; 
Fracture  of,  in  military  surgery,  625 

Pelvic,  Gallstones  in  abdominal  sections  for,  diseases,  31; 
Uterine  prolapse  with  associated,  relaxation,  63; 
Treatment  of  second  degree  of,  contraction,  72;  R6le 
of,  fascia  as  uterine  support,  180;  Enlargement  of 
contracted,  outlet,  201;  Treatment  of  acute,  inflam- 
mations, 426;  Damaged,  joints,  496;  Cancer  of  female, 
organs,  542;  varicocele,  640;  Etiology  and  pathology 
of  puerperal,  infections,  650 

Pelvimeter,  Description  of  new  outlet,  545 


Pelvis,  Dystocia  due  to  funnel,  194;  Hydrocephalus, 
possible  relation  of  contracted,  201;  Coxalgic,  303; 
Fracture  of,  396;  Fracture  of,  with  extraperitoneal 
rupture  of  bladder,  435;  Organisms  which  cause  in- 
fection in  female,  and  paths  of  entrance,  542;  Statis- 
tics of  frequency  of  funnel,  545 

Penis,  Cancer  of,  661 

Peptic  ulcer.  X-ray  diagnosis  of,  260;  Medical  treatment 
of,  48s 

Percy  cautery.  Use  of,  in  carcinoma  uteri  with  reference 
to  use  as  forerunner  to  Wertheim  operation,  300 

Perforation,  of  oesophagus  by  septic  infection,  253;  of 
uterus  in  abortion,  646 

Pericolonic,  Colonic  and,  abnormalities,  146 

Perienteritis  membranosa,  483 

Perineal  prostatectomy,  437 

Perinephritic  abscess,  548 

Perineural  infiltration.  Treatment  of  sciatica  by,  with 
physiological  saline  solution,  50 

Periosteal  regeneration  of  bone,  390 

Periosteum,  Relation  of,  to  bone  vitality,  38;  Osteogenic 
power  of,  495 

Peripheral  nerves.  Gunshot  injuries  of,  178,  529;  Injuries 
of,  during  war,  294;  Treatment  of,  wounded  in  war, 
295;  Operative  findings  in  gunshot  wounds  of,  296; 
Operative  treatment  of  injuries  of,  in  war,  416; 
War  injuries  of,  416 

Peritoneal,  Lymphatic  drainage  of,  sac,  139;  Prevention  of 
post-operative  adhesions  in,  cavity,  140;  Character, 
significance,  and  prognostic  value  of,  exudates,  602 

Peritonitis,  Post-operative  ileus  and  ileus  accompanying, 
25;  Sequence  of  pathological  changes  in  acute  appen- 
dicitis and  appendicular,  145;  Diffuse  septic,  370; 
Treatment  of  acute  diffuse,  372;  Cr)rptogenic,  482; 
Laparotomy  in  tubercular,  602;  Prognostic  sign  in 
acute  suppurative,  601 

Pernasal  operation  for  frontal  sinus  suppuration,  96,  331 

Pernicious  anaemia,  Splenectomy  in  primary,  34 

Perthe's  disease.  Typical  disease  of  upper  end  of  femur,  153 

Pharynx,  Tumor  of,  terminating  in  sarcoma,  668 

Phenolsulphonephthalein  method  of  testing  function  of 
kidney,  80 

Phlegmon,  Recognition  of  gas,  in  rontgen  plate,  174;  Gas, 
on  the  field,  178;  Treatment  of  gas,  in  the  field,  179; 
Pathogenesis  of,  of  the  hand,  393;  Gas,  417,  619 

Phlegmonous  duodenitis,  489 

Phrenic  nerve.  Immobilization  and  shrinkage  of  lung  by 
means  of  one-sided,  resection,  its  influence  upon 
experimental  pulmonary  tuberculosis,  138;  Shoulder 
pain — referred,  symptom — in  acute  surgical  diseases 
of  abdomen,  274 

Phthisis,  Rib  mobilization  in  treatment  of,  137 

Physiological  saline  solution.  Treatment  of  sciatica  by 
perineural  infiltration  with,  50 

Pituitary,  Influence  of  anterior  lobe  of,  body  upon  growth 
of  carcinoma ta,  52;  Sarcoma  of,  body  treated  by 
Killian-Hirsch  operation,  135;  Hibernation  and,  body, 
476;  Post-mortem  specimen  of,  cyst  opened  by  Killian- 
Hirsch  operation,  136;  extract  in  uterine  bleeding, 
180;  extract  in  obstetrics,  195,  546;  Polyglandular 
syndrome  with  adrenal  hypernephroma  and  adenoma 
of,  203;  gland  in  gonorrhoeal  arthritis,  392;  extract 
in  obstetrics  and  gynecology,  651 

Pituitrin,  in  labor,  195;  in  obstetrical  work,  318;  Should 
vasoconstrictors  (adrenalin),  be  used  in  emergencies, 
especially  in  surgical  shock,  403 

Placenta,  Miscarriage  with  prolonged  retention  of,  306; 
Nine-millimeter  human  embryo  in  margin  of  full- 
term,  318;  Sarcoma  of,  545;  Active  substance  in  ovary 
and, 6s 
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Placenta  praevia,  Etiology,  pathology  and  diagnosis  of,  67; 
Fcetal  heart  sounds  in,  68;  Treatment  of,  68, 188,306; 
Advantages  of  external  version  in  treatment  of,  188; 
Series  of,  cases,  427 

Plaiting  round  ligaments,  184 

Plasma  and  blood  volume  in  pregnancy,  651 

Plaster  cast,  in  acute  joint  infections,  40;  Method  for 
forcible  traction  on  leg  while  applying,  279;  Treat- 
ment of  fractures  of  shaft  and  neck  of  femur  with  am- 
bulatory, 279;  Dangers  of  and  substitute  for,  395 

Plaster  splint.  Treatment  of  fracture  of  femur  by  double 
angular,  396 

Plastic  operation,  for  dislocated  columnar  cartilage  of 
nose,  96;  Tendon,  for  paralytic  club-foot,  282;  for 
Buyo  cheek  cancer,  476;  on  the  cheek,  595 

Plastic,  surgery  in  treatment  of  malignant  diseases,  402; 
Clinical  experience  with,  drainage  for  ascites,  482 

Plates,  Metal,  used  to  repair  skull  defects,  363 

Plating  of  gunshot  fractures,  527 

Pleural  endothelium,  Significance  of,  19 

Plexus  anaesthesia.  By  and  after  effects  of  Kulenkampff's, 
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Pneumococcic  infection.  Destruction  of  vulva  and  tissues 
probably  due  to,  185 

Pneumothorax,  after  injuries  of  lung  in  war,  176;  treatment 
of  pulmonary  tuberculosis,  367;  Artificial,  598; 
Recurrent,  599 

Poisoning  with  chloroform  and  other  alkyl  halides,  475 

Poliomyelitis,  Medical  treatment  of  anterior,  47;  Diagnosis, 
symptomatology  and  pathology  of,  anterior  acute,  47; 
Prophylaxis  and  orthopedic  management  of  anterior, 
47;  Application  of  intra-articular  sUk  ligament  in  flail 
joints  of,  paralysis,  159 

Polyglandular  syndrome  with  adrenal  hypernephroma 
and  adenoma  of  pituitary  gland,  203 

Polyposis,  of  colon  and  multiple  benign  and  malignant 
adenoma  limited  to  sigmoid  flexure  of  colon,  28; 
Intestinal,  145 

Positive  pressure  apparatus  for  administration  of  ether 
by  intratracheal  insuflBation,  245 

Posterior  positions.  Occiput,  309 

Post-obstetrical  pathology  from  gynecologist's  viewpoint, 
202 

Post-operative,  ileus  and  ileus  accompan)dng  peritonitis, 
25;  Prevention  of,  adhesions  in  peritoneal  cavity,  140; 
nervous  and  mental  disturbances,  289 

Post-partum,  Treatment  of,  haemorrhage,  197;  retrodis- 
placement  of  uterus,  302;  motor  disturbances,  313; 
inversion  of  uterus,  431 

Pott's  paraplegia,  284 

Precancerous,  lesions  and  transition  types  of  malignant 
disease  of  tongue  in  relation  to  s3Tjhilis,  219;  con- 
ditions, 504 

Pregnancy,  Method  for  diagnosis  of,  199;  Abderhalden's 
dialysis  in  diagnosis  of,  199;  Investigations  conducted 
with  aid  of  Abderhalden's  dialysis  reaction  during, 
and  in  other  gynecological  affections  including  cancer, 
200;  Abderhalden's  reaction  of,  method  and  specifity; 
investigations  on  healthy  women  post  and  premen- 
strually,  200;  Serum  studies  in,  431,  651;  Blood- 
pressure  during,  76;  Significance  of  non-coagulable 
nitrogen  coefficient  of  blood  serum  in,  and  toxaemias 
of,  190;  Determination  of  total  quantity  of  choles- 
terin  in  blood  in,  and  in  gynecological  cases,  201; 
Blood-pressure  and  viscosity  of  blood  in  pernicious 
vomiting  and  heart-disease  during,  308;  Influence 
exerted  upon,  by  dietetic  and  medicinal  means  and 
anaylses  in  regard  to  alkalinity  of  blood,  315;  Plasma 
and  blood  volume  in,  651;  Diagnosis  and  manage- 
ment of  extra-uterine,  189;  Diflaculties  in  diagnosing 


ectopic,  189;  Ectopic,  twice  in  same  patient  within  five 
months,  189;  Two  hundred  and  twenty-seven  cases  of 
ectopic,  427;  Treatment  of  toxaemias  of  later,  307; 
Treatment  of  hyperemesis  and  other  forms  of,  tox- 
aemias, 307;  Relation  of  albuminuric  retinitis  to 
toxaemias  of,  643;  Kidney  function  in  normal  and 
pathological,  71;  Symmetrical  cortical  necrosis  of 
kidney  in,  71;  Diagnosis  and  prognosis  of  kidney 
changes  during,  193;  Pyelitis  in,  193;  Pyelitis  of, 
treated  with  pelvic  irrigation,  193;  Pyelitb  as 
complication  of,  and  puerperium,  193;  Nephrec- 
tomy during,  428;  Functional  testing  of  kidneys 
during,  544;  Old  and  infected  abdominal,  with 
extension  of  long  bones  into  bladder  and  bowel, 
67;  Ovarian  tumors  in,  70;  Ruptured  appendix  at 
full-term,  71;  Isochronic  heterotopic  twin,  189; 
Chorio-epithelioma  malignum  complicating  a  two 
months',  and  degenerated  uterine  fibroma,  191; 
Myoma  and,  191;  Method  of  interruption  of,  and 
simultaneous  sterilization  in  pulmonary  tuberculosis, 
191;  Multiple  fibroids  of  uterus  complicated  by,  191; 
Tubercular  infection  complicating,  parturition,  and 
puerperal  state;  treatment,  192;  Relationship  of 
tuberculosis  and,  192;  Rupture  of  bowel  due  to  blunt 
force  during,  192;  Behavior  of  proteolytic  ferments  of 
leucocyte  during,  puerperal  diseases  and  in  tumors  of 
female  genitalia,  200;  Changes  of  heart  and  heart 
muscles  during,  201;  Clinical  significance  of  amenor- 
rhoea  in  diagnosis  of  tubal,  307;  Dermatosis  of,  309; 
Creatin  as  index  of,  intoxication,  427;  Transparency 
of  abdominal  walls  in,  428;  Ruptured  ovarian,  643; 
Extra-uterine  gestation  with  intra-uterine,  operation; 
pregnancy  proceeding  to  term,  643;  Disturbance  of 
liver  fimction  during,  646;  Thyroid  in,  646;  Psychoses 
and  neuroses  of,  and  puerperium,  646;  Surgical 
operations  during,  647;  Ovariotomy  during,  647; 
Prophylaxis  of  puerperal  fever  by  lactic  acid  douches 
during,  650 

Premature  infant,  77,  202 

Prenatal  work.  Blood-pressure  during  pregnancy,  etc.,  76 

Prickle-cell  and  basal-cell  skin  cancers,  162 

Proctoscopic  examinations.  New  position  for,  384 

Projectile  wounds,  Early  treatment  of,  by  excision  of 
damaged  tissues,  418;  Injuries  of  skull  by,  521 

Prolapse,  Uterine,  with  associated  pelvic  relaxation,  63; 
of  uterus,  424,  636;  Pathogenesis  and  treatment  of,  of 
rectum,  147;  of  the  rectum  treated  by  transplantation 
of  fascia,  385;  Ekehorn's  operation  for,  of  rectum  in 
children,   493 

Prostate,  Calculus  in  vesiculae  seminales  in  man  with 
enlarged,  85;  Gross  anatomy  of  human,  gland  and 
contiguous  structures,  85;  Cancer  of,  86,  436;  Arte- 
riosclerosis with  relation  to,  operations,  326;  Hyper- 
trophy and  tumors  of,  437;  Malignant  disease  of 
bladder  and,  551;  Cysts  of,  553;  Surgical  pathology 
of>  553;  Calculi  of,  661 

Prostatectomy  under  local  anaesthesia,  326;  Spinal  anaes- 
thesia in,  326;  Perineal,  437;  Suprapubic,  662 

Prostatic,  obstructions  and  vesical  atony,  86;  surgery,  438; 
obstruction  without  hypertrophy,  662 

Proteases,  Serum,  and  mechanism  of  Abderhalden  re- 
action, 166 

Protective  ferments,  Specificity  of,  by  optic  method,  290 

Proteolytic  ferments  of  leucocyte  during  pregnancy, 
puerperal  diseases,  and  tumors  of  female  genitalia,  200 

Proteose  intoxication,  606 

Pryor  method  of  treatment  for  puerperal  septicaemia,  314 

Psoas  muscle.  Foreign  body  in,  41 

Psychoses  and  neuroses  of  pregnancy  and  puerperium,  646 

Ptosis,  Visceral,  35 


INDEX  OF   SUBJECT  MATTER 


xxm 


Puberty,  Hypophysis  medication  in  haemorrhage  of,  62 

Pubiotomy,  Effect  of,  upon  subsequent  labors,  544 

Puerperal,  eclampsia,  198;  Treatment  of  gestational  variety 
of,  eclampsia,  314;  Alcohol  drain  treatment  of,  fever, 
314;  Prognosis  of,  fever,  545;  Prophylaxis  of,  fever 
by  lactic  acid  douches  during  pregnancy,  650;  Etiology 
of,  infection,  74;  infection  with  gas  bacillus,  197; 
Anaerobic  bacteria  in,  infection,  313;  Surgical  treatment 
of,  infection,  315;  Spontaneous  endogenous,  infection, 
431;  infection,  650;  Etiology  and  pathology  of,  pelvic 
infections,  650;  Treatment  of,  sepsis,  313;  Surgical 
experience  in,  sepsis,  314;  Tubercular  infection  com- 
plicating pregnancy,  parturition  and,  state,  192; 
Prophylaxis  of,  convulsions,  197;  osteomalacia,  198; 
Ligation  of  vena  cava  in,  pyaemia,  199;  Proteolytic 
ferments  of  leucocyte  during  pregnancy,  tumors  of 
female  genitalia  and,  diseases,  200;  Pryor  method  of 
treatment  of,  septicaemia,  314 

Puerperium,  Pyelitis  as  complication  of  pregnancy  and, 
193;  Psychoses  and  neuroses  of  pregnancy  and,  646 

Pulmonary  artery,  Bronchi  ectasis  treated  by  ligature  of 
branch  of,  253 

Puncture  of  corpus  callosum  according  to  Bramann,  248 

Pyasmia,  Ligation  of  vena  cava  in  puerperal,  199 

Pyelitis,  Chronic,  80;  as  complication  of  pregnancy  and 

puerperium,  193;  in  pregnancy,  193;  of  pregnancy 

treated  with  pelvic  irrigation,  193;  Operative  treat- 

'         ment  of  chronic  recurrent  colon,  207;  in  the  young, 

434;  Acute,  549 

Pyelography,  208;  New  preparation  for,  208;  Value  of,  in 
diagnosis  of  kidney  lesions,  209 

Pyelonephritis  complicated  by  adenocarcinoma  and 
chyluria,  548 

Pyloric,  Congenital,  tumor,  24;  Exclusion  (functional)  of, 
antrum,  377;  Exclusion  of,  antrum  for  ulcer,  605 

Pylorus,  Occlusion  of,  264;  Exclusion  of,  and  treatment  of 
ulcer  of  duodenum,  265 

Pyoculture,  Criticism  of,  407;  and  opsonic  index,  621 

Pyogenic  kidney  infection.  Influence  of  urinary  obstruc- 
tion upon  occurrence  of,  78 

Pyonephrosis  with  stone,  323 

Pyorrhoea  alveolaris,  563;  as  cause  of  systemic  distur- 
bances, 563 

Pyrexia  after  mastoid  operation  for  acute  otitis  media, 
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Pyuria,  Diagnosis  and  surgical  treatment  of,  438 

RABIES,  Serodiagnosis  of,  167 
Radiation,  Treatment  of  epithelioma  by  modern,  517 

Radio-active  substances.  Secondary  rays  in  rontgen  deep 
therapy  as  substitute  for,  174 

Radio-activity,  Effects  of,  upon  nasopharyngeal  fibroma, 
557,  665 

Radiograms,  Medicolegal  aspect  of,  in  diagnosis  and  treat- 
ment of  fractures  and  joint  injuries,  276 

Radiography,  Safe  technique  in  renal,  204;  System  of 
topography  for  use  in,  of  head,  408;  in  diagnosis  of 
diseases  of  accessory  nasal  sinuses,  558 

Radiology  and  electrotherapeutics  in  wartime,  174 

Radiotherapy,  of  malignant  tumors  of  internal  organs,  175; 
in  malignant  tumors  in  localized  tuberculosis,  175; 
Results  of,  293;  Combined,  of  carcinoma  of  uterus 
and  breast,  301;  of  intra-ocular  tumors,  441;  in 
tumors  of  hypophysis,  476;  Modern,  of  malignant 
tumors,  517;  Operable  carcinoma  of  uterus  treated 
by,  632 

Radium  Institute,  Work  at,  London,  in  1914,  55 

Radium,  Uterine  cancer  and,  59;  treatment  of  uterine 
and  vaginal  cancer,  59;  Uterine  fibroids,  menorrhagia, 
and,    61;    Vaginal   hysterectomy   supplemented   by. 


therapy  for  cancer  of  uterus,  423;  Treatment  of 
inoperable  uterine  cancer  by  combined,  and  rontgen 
therapy,  423;  Uterine  carcinoma  treated  by,  538; 
Cancer  of  uterusapparently  cured  by,  632;  treatment 
of  cancer  of  cervix  of  uterus,  632;  treatment  of  fibroid 
tumors,  61;  Status  of,  therapeutics,  304;  in  cancer  of 
bladder,  325;  Lymphangioma  and,  408;  Cancer 
destruction  by,  516;  Rontgen-ray  epithelioma,  cur- 
able by,  518;  Value  of,  supplemented  by  cross-fire 
rontgen  rays  in  treatment  of  malignancy,  519;  Treat- 
ment of  advanced  carcinoma  of  cervix  with,  538;  in 
gynecological  practice,  543;  Effect  of,  on  fibrous 
cicatricial  band  accompanied  by  neuritis  of  median, 
617;  and  rontgen  rays  in  treatment  of  cancer,  623; 
versus  surgery  in  treatment  of  vesical  neoplasms,  659 

Radius,  Complete  fracture  of  lower  third  of,  in  childhood 
with  greenstick  fracture  of  ulna,  44;  Old  dislocation 
of  head  of,  with  fracture  of  ulna  corrected  by  Lane 
bone-plate,  159 

Reconstruction,  Developmental,  of  colon,  383 

Rectal  endoscopic  examinations.  Four  thousand,  147 

Rectovaginal  septum,  Adenomyoma  of,  66 

Rectum,  Operation  for  stricture  of,  or  sigmoid,  29;  Patho- 
genesis and  treatment  of  prolapse  of,  147;  Major 
procedure  first  in  two-stage  operation  for  relief  of 
cancer  of,  268;  Early  diagnosis  of  cancer  of,  384; 
Prolapse  of,  treated  by  transplantation  of  fascia,  385; 
Ekehorn's  operation  for  prolapse  of,  in  children,  493 

Reduction,  Gradual,  of  skin  lesions,  402 

Regeneration,  Periosteal,  of  bone,  390 

Renal,  Gonorrhoeal,  infections,  78;  Etiology  of  some  forms 
of,  haemorrhage,  79;  Silence  of,  tuberculosis,  80; 
Technique  in,  radiography,  204;  cancer  associated 
with  renal  stone,  204;  functional  tests,  323;  Giant 
calculus  of,  pelvis,  and  hypernephroma,  547;  Pitfalls 
in  diagnosis  of,  lithiasis,  655;  Tests  of,  permeability, 

657 

Resection,  Intranasal  partial,  of  tear  sac,  212;  Parenchy- 
matous glossitis  following,  of  septum,  334;  of  bone  for 
protrusion  of  mandible,  363;  of  cardia  for  carcinoma, 
370;  One  hundred  and  eighty-three  cases  of  stomach, 
376;  of  knee  to  avoid  amputation  of  thigh  in  fractures 
of  knee,  524;  in  reference  to  amputation  in  infected 
gunshot  fractures  of  knee-joint,  625 

Retention,  Absorption  fever  or,  fever,  173;  Miscarriage 
with  prolonged,  of  placenta,  306 

Retinalis,  Lipaemia,  89 

Retinitis,  Relation  of  albuminuric,  to  toxaemias  of  preg- 
nancy, 643 

Retrodisplacement  of  uterus,  64;  Movable,  181;  Post- 
partum, 302 

Retroversion,  Chronic  fixed,  of  uterus;  plea  for  operation, 
182 

Rheumatoid  arthritis.  Treatment  of,  of  hypertrophic 
_  type,  275 

Rhinological  operations.  Cause  of  failure  of,  446 

Rhinopharynx,  Myxoma  of,  665 

Rhinoplasty,  Total,  446 

Rib  mobilization  in  treatment  of  phthisis,  137 

RoUier  treatment  for  so-called  surgical  tuberculosis,  391 

Rontgen,  deep  irradiation  in  carcinoma  of  stomach  and 
intestine,  144;  Secondary  rays  in,  deep  therapy  as  a 
substitute  for  radio-active  substances,  174;  Present 
status  of,  deep  therapy,  174;  Recognition  of  gas 
phlegmon  in,  plate,  174;  Typical,  pictures  of  carcinoma 
of  stomach,  264;  ray  of  diagnostic  factor  in  myositis 
ossificans  circumscripta,  272;  treatment  of  lymph- 
gland  tuberculosis,  292;  Production  of  sterility  by,  ray, 
293;  Interstitial  gland  and  its  relation  to,  castration, 
303;  ray  examination  of  accessory  sinuses,  409;  Treat- 
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mcnt  of  inoperable  uterine  cancer  by  combined  radium 
and,  therapy,  423;  Treatment  of  severe  fractures  with 
stimulating,  doses,  498;  Combined  treatment  of  car- 
cinoma with  mesothorium,  rays,  and  intravenous 
injection,  507;  Basic  considerations  in,  study  of 
intestinal  stasis,  516;  Technique  of,  ray  massive  dose 
for  treatment  of  deep-seated  carcinoma,  517;  ray 
epithelioma,  curable  by  radium,  518;  Value  of  tadium 
supplemented  by  cross-fire,  rays  in  treatment  of 
maiiKnancy,  519;  Radium  and,  rays  in  treatment  of 
cancer,  623 

Rontgen  diagnosis,  of  lesions  of  vermiform  appendix,  145; 
of  gall-stones  by  improved  methods,  150;  of  surgical 
diseases  of  stomach  and  duodenum,  488 

Rontgenographic  diagnosis  in  otosclerosis,  329 

Rontgcnological,  aspect  of  intestinal  stasis,  267;  Gastro- 
jejunal  ulcers;  their,  and  surgical  aspects,  484 

Rontgenotherapy  in  uterine  fibroids  and  uterine  haemor- 
rhage, 539;  in  deep  seated  non-malignant  lesions, 
518 

"Rosenbach,"  Treatment  of  surgical  tuberculosis  with 
tuberculin,  391 

Roth-Drager  apparatus,  Anaesthesia  with  description  of, 

594 

Round  ligament.  Plaiting  the,  184;  End-results  of,  fixation, 
302;  Treatment  of  chronic  posterior  parametritis  by 
colpeurynter  massage  and  shortening  of,  425 

Rupture,  of  intestine,  26;  Early  death  from  haemorrhage 
due  to,  of  ectopic  tube,  67;  of  appendix  at  full-term 
pregnancy,  71;  Spontaneous,  of  lateral  sinus  with 
general  septicaemia  in  ulcerating  sinusitis,  95;  Com- 
plete, of  uterus  during  labor,  194;  of  pregnant  uterus 
through  scar  of  former  caesarean  section,  308;  Repeat- 
ed, of  echinococcus  cyst  of  kidney  accompanied  by 
abortion,  322;  of  biceps  flexor  cubiti,  392;  Fracture  of 
pelvis  with  extra-peritoneal,  of  bladder,  435;  of  ovar- 
ian pregnancy,  643 

SACRAL  anaesthesia  in  gynecological  operations,  642 
Sacro-iliac  strain,  304 
Salivary  glands.  Primary  actinomycosis  of,  248 
Salpingitis,  Tuberculous,  with  unusual  toxic  s)Tnptoms, 

542;  Operative  treatment  of,  640 
Salt    solution,    Injection   of,    into    femoral    vein    during 

amputation  of  femur  and  disarticulation  of  hip,  500 
Sarcoma,  Inoperable  angiofibroma;  maxillary  antral,  95; 
of  pituitary  body  treated  by  Killian-Hirsch  operation, 
135;  Efficiency  of  mixed  toxins  in  inoperable,  167;  of 
ovary,  182;  of  both  ovaries  in  chUd  of  three  years, 
183;   Epibulbar,  with  microscopic  and  macroscopic 
sections,   212;  Myeloid,  of  femur  with  pathological 
fracture,  273;  Nasopharyngeal,  and  nasopharyngeal 
fibromata,    330;    of    breast,    480;    Generalized    non- 
pigmented,  of  skin,  504;  of  placenta,  545;  Tumor  of 
pharynx  eventually  terminating  in,  668 
Scapulae,  Results  of  surgical  treatments  for  flexed,  366 
Scars,  Prevention  of  false  keloids  in,  by  underlining  of 
incisions  with  strips  of  fascia  lata,  51;  Prevention  of 
keloids  in,  287 
Schlatter's  disease,  498 

Sciatica,  Treatment  of,  by  perineural  infiltration  with 
physiological  saline  solution,  50;  Treatment  of,  by 
continuous  extension,  285;  Nature  and  treatment  of, 
401 ;  Operative  treatment  of,  503 
Sclerocorneal  trephining  in  glaucoma,  328 
Sclerostomy,  Histological  findings  after  successful,  90 
Scoliosis,  Abbott's,  treatment,  283;  Operative  treatment 
of  severe,  283;  Correction  of,  283;  Treatment  of,  502 
Scopolamine,   in   nose   and   throat  operations,  94;   semi- 
narcosis,  127 


Scopolamine-morphine,  treatment  in  labor,  311;  amnesia 
as  employed  at  Long  Island  College  Hospital,  311; 
cocaine  anaesthesia  in  surgery,  361 

Scopolamine-narcophine,  seminarcosis  during  labor,  311; 
aniesthesia,  312 

Secondary,  rays  in  rontgen  deep  therapy  as  substitute  for 
radio-active  substances,  174;  Technique  for  late, 
amputations  in  war  injuries,  528 

Secretion,  Pancreatic,  33 

Seminal  vesiculitis.  Surgical  treatment  of,  436 

Seminarcosis,  Scopolamine,  127;  Scopolamine  and  nar- 
cophine,  during  labor,  311 

Sensitized  bacillary  emulsion,  Tuberculin  in  surgical 
tuberculosis  with  reference  to  use  of,  509 

Separation  of  epiphysis  of  small  trochanter  of  femur,  129 

Sepsis,  Treatment  of  puerperal,  313;  Surgical  experience 
in  puerperal,  314 

Septal  deformities,  Method  of  correcting,  558 

Septic,  Perforation  of  oesophagus  by,  infection,  253; 
Management  of,  conditions  in  abdominal  cavity,  271; 
Diffuse,  peritonitis,  370;  Formalin  in,  wounds  and 
gaseous  gangrene,  418 

Septicaemia,  Spontaneous  rupture  of  lateral  sinus  with 
general,  in  ulcerating  sinusitis,  95;  Pryor  method  of 
treatment  for  puerperal,  314 

Septum,  Parenchymatous  glossitis  following  resection  of, 
334;  Nasal,  557 

Serodiagnosis  of  rabies,  167 

Serological  findings  in  100  cases,  bacteriological  findings 
in  50  cases,  resume  of  679  cases  of  abortion  at  Michael 
Reese  Hospital,  308 

Serum,  Abderhalden's,  reaction,  75;  proteases  and  mechan- 
ism of  Abderhalden  reaction,  166;  Tetanus  and  anti- 
tetanic,  complications  and  late  death  in  tetanus,  289; 
Meiostagrain  reaction  with  warmed,  404;  studies  in 
pregnancy,  431,  651 

Shell  fractures,  Treatment  of,  of  femur,  176 

Shells,  Treatment  of  injuries  by,  419 

Shock,  Should  vasoconstrictors  (adrenalin,  pituitrin)  be 
used  in  emergencies,  especially  in  surgical,  403; 
Avoidance  of,  during  surgical  operations,  475;  anoci- 
association  and  anaesthesia,  595 

Shortening  round  ligaments.  Treatment  of  chronic  pos- 
terior parametritis  by  colpeurynter  massage  and, 
425 

Shoulder,  Traumatic  forward  subluxation  of,  45;  Im- 
portance of  paranasal  sinuses  in  explanation  of  pain 
in  face,  head,  neck  and,  95;  disability;  study  of  its 
varieties  and  treatment,  273;  pain — referred  phrenic 
nerve  symptom  — in  acute  surgical  diseases  of  abdomen, 
274;  Extra-peritoneal  caesarean  section  for,  presenta- 
tion, 544 

Shrapnel  wound  of  occipital  region  with  involvement  of 
visual  centers,  663 

Sigmoid,  Polyposis  of  colon  and  multiple  benign  and 
malignant  adenoma  limited  to  flexure  of,  colon,  28; 
New  operation  for  stricture  of  rectum  or,  29;  In- 
testinal obstruction  due  to,  volvulus  occurring  in 
child,  265;  Rare  congenital  abnormality  of,  608 

Silver  foil  in  surgery,  245 

Simpson  obstetric  forceps,  Tarnier  axis  traction  rods 
applied  to,  432 

Sinus,  Exploratory  opening  of  sphenoid,  94;  Importance  of 
paranasal,  in  explanation  of  pain  in  face,  head,  neck 
and  shoulders,  95;  External  operation  of  frontal  330; 
Intracranial  complications  in  diseases  of  middle  ear  and 
accessory,  of  nose,  92;  Empyema  of  nasal  accessory,  95; 
Skiagraphic  diagnosis  of  nasal  accessory,  333;  Ront- 
gen ray  examination  of  accessory,  409 ;  Non-operative 
treatment  of  disease  of  accessory,  of  nose,  447 
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Sinus  disease,  Ultimate  results  of  operations  for  chronic, 
chronic  tonsillar  and  tonsillar  and  adenoid  disease, 
and  chronic  diseases  of  middle  ear,  215;  Trifacial 
neuralgia  from  nasal  and  accessory,  215;  Treatment 
of  nasal  accessory,  559 

Sinus  suppuration,  Pernasal  operation  for  frontal,  by 
anterior  route,  96;  Infective  lymphoid  growths  of 
laryngopharynx  secondary  to,  96;  Pernasal  operation 
for  frontal,  331;  Frontal,  results  of  new  operative 
procedure,  558 

Sinus  thrombosis.  Fulminating  otitis  media;  mastoiditis; 
extensive  sigmoid,  ligation  of  internal  jugular  vein; 
recovery,  93;  Factors  concerned  in  cases  of  atypical, 
127;  Latent  mastoiditis  with,  213 

Sinusitis,  Spontaneous  rupture  of  lateral  sinus  with  general 
septicaemia  in  ulcerating,  95 

Skiagraphic  diagnosis  of  nasal  accessory  sinuses,  ^^^ 

Skin,  Gradual  reduction  of,  lesions,  402;  Sterilization  of, 
by  McDonald  solution,  473;  Cancer  of,  503;  Gen- 
eralized non-pigmented  sarcoma  of,  504 

Skull,  Treatment  of  fractures  of,  at  front,  175;  Fractures 
of,  by  tangential  shots,  409;  Early  surgical  treatment 
of  gunshot  wounds  of,  410;  Gunshot  wounds  of,  520; 
Injuries  of,  by  projectiles,  521;  Treatment  of  injuries 
of,  in  military  zone,  623;  Operative  treatment  of 
injuries  of,  in  ambulance  at  front,  623;  Metal  plates 
to  repair,  defects,  363;  Covering  gaps  in,  with  bone 
from  sternum,  363;  Heteroplastic  grafts  to  repair 
gaps  in,  521 

Spastic  paralysis,  Stoffel's  operation  in,  285 

Sphenoid,  Exploratory  opening  of,  sinus,  94;  Hypophyseal 
growth  operated  through  nose  and,  330 

Sphenoiditis,  Hyperplastic,  and  clinical  relations  to  second, 
third,  fourth,  fifth,  sixth,  and  vidian  nerves  and  nasal 
ganglion,  665 

Spina  bifida,  with  myelomeningocele;  removal  of  myelo- 
meningocele and  closure  of  spinal  cleft  by  transplan- 
tation of  animal  bone,  49;  tibial  transplant;  father  to 
child,  282;  Operation  in,  occulta,  283 

Spinal,  Vaginal  hysterectomy  under,  anaesthesia,  64; 
anaesthesia  in  gynecology,  127;  anaesthesia  in  forty- 
three  suprapubic  prostatectomies,  326;  anaesthesia, 
362;  Recent  experiences  in,  surgery,  401 

Spinal  column,  Primary  acute  and  subacute  osteomyelitis 
of,  49;  Osteomyelitis  of,  after  gunshot  wound,  528 

Spinal  cord.  Gunshot  injuries  of  brain  and,  175;  injuries 
due  to  bullets,  178;  Possibility  of  preventing  decubitus 
in  wounds  of,  294;  Laminectomy  for  bullets  in,  528 

Spinatus  tendons,  Histopathology  of  calcification  of,  as 
associated  with  subacromial  bursitis,  497 

Spleen,  Abscess  of,  151 ;  Cavernous  angioma  of,  269;  Splenic 
jaundice;  surgery  of,  269;  Pathology  of,  removed  for 
abnormal  conditions  of  blood,  270;  Ligation  of  splenic 
and  gastro-epiploica  sinistra  arteries  in  surgery  of,  611 

Splenectomy,  in  primary  pernicious  anaemia,  34;  Surgical 
considerations  of,  151;  Clinical  notes  on,  152;  for 
haemolytic  icterus,  152 

Splenic,  jaundice,  269;  abscess,  611;  Ligation  of,  and  gastro- 
epiploica  sinistra  arteries  in  surgery  of  spleen,  611 

Splenomegaly,  Classification  and  analysis  of  clinical  types 
of,  accompanied  by  anaemia,  610 

Splint,  Aluminum  skeleton,  in  treatment  of  compound 
fractures,  278;  for  compound  fractures  of  leg,  500 

Spondylitis,  Albee's  operation  for,  283 

Stasis,  Intestinal,  bands,  kinks,  and  membranes,  28; 
Rontgenological  aspect  of  intestinal,  267;  Problem  of 
intestinal,  380;  Diagnosis  and  treatment  of  ileal,  382; 
Visceral,  mechanical  obstructions  and  their  effects 
relievable  by  rational  measures,  492;  Chronic  intes- 
tinal, with  infection,  from  surgical  point  of  view,  607 


Steno's  duct,  Technique  for  operations  on,  247 

Stenosis,  Simple  inflammatory,  of  oesophagus,  481 

Sterility,  Production  of,  by  rontgen  ray,  293;  in  women,  540 

Sterilization,  of  unfit  by  vasectomy,  84;  Extraperitoneal 
displacement  of  tubes  as  method  of,  184;  Interruption 
of  pregnancy  and  simultaneous,  in  pulmonary  tuber- 
culosis, 191;  of  skin  by  McDonald  method,  473 

Sternum,  Covering  gaps  in  skull  with  bone  from,  363 

Stillborn  infant.  Condition  of  larynx  and  trachea  in,  654 

Stoffel's  operation  in  spastic  paralysis,  285 

Stomach,  Problems  in,  surgery,  23;  Haemangio-endothelio- 
blastoma  of,  141;  Syphilis  of,  141,  603;  Secondary 
ulcers  of,  and  jejunum,  143;  Passage  of  fluid  through 
body  of  human,  260;  Fistulous  communications 
between,  and  colon  following  gastro-enterostomy,  260; 
resection,  376;  Visible  acute  dilatation  of,  during 
laparotomy,  377;  Chemistry  of,  in  gall-stone  disease, 
387;  Injuries  of,  and  intestine  by  infantry  bullets,  412; 
Leather-bottle,  484;  Rontgen  ray  diagnosis  of  surgical 
diseases  of,  and  duodenum,  488 

Stomach  cancer,  Histogenesis  of,  143;  Familial,  375;  Early 
diagnosis  of,  486,  605 

Stomach  carcinoma,  375,  485;  Rontgen  deep  irradiation  in, 
144;  Association  of  round  ulcer  with,  144;  Typical 
rontgen  pictures  of,  264;  Surgery  for,  487;  Aminolytic 
ferment  in,  487 

Stone,  Renal  cancer  associated  with  renal,  204;  Ureteral, 
technique  of  removal  by  cystoscopic  methods,  209; 
Pelvic  kidney;  pyonephrosis  with,  323;  Ureteral,  with 
reference  to  pelvic  ureter,  434;  Frequency  of  recur- 
rence of,  in  kidney  after  operation,  655 

Strabismus,  Indications  for  operation  of,  443 

Strain,  Sacro-iliac,  304 

Stricture,  New  operation  for,  of  rectum  or  sigmoid,  29; 
Treatment  of  urethral,  by  excision,  8:^;  Extraperitoneal 
operation  in,  of  sigmoid  colon,  267;  of  ureter,  324 

Stump,  treatment  in  appendectomy,  27;  Weight-bearing, 
399    . 

Subacromial  bursitis;  its  pathogenesis  and  rational  operat- 
ive treatment,  156;  Histopathology  of  calcification  of 
spinatus  tendons  as  associated  with,  497 

Subcutaneous  symphyseotomy,  429 

Subglottic  growth,  334 

Subluxation,  Traumatic  forward,  of  shoulder,  45;  Arthritis 
deformans  in,  of  hip,  500 

Submucous  operation.  Depressed  nasal  deformity  resulting 
from,  332 

Subsequent  labors.  Effect  of  pubiotomy  upon  course  of,  544 

Sugar  content  of  blood  in  eclampsia,  69 

Suppurating  wounds.  Treatment  of,  with  ultraviolet 
rays,!  73 

Suppuration  of  bronchial  glands  with  perforation  into 
oesophagus,  481 

Suppurative,  Causation  and  diagnosis  of,  otitis,  213; 
Treatment  of,  arthritis  of  knee  in  military  surgery, 
294;  Diagnosis  of,  arthritis  following  gunshot  frac- 
tures, 415;  Prognostic  sign  in  acute,  peritonitis,  601 

Suprapubic,  Spinal  anaesthesia  in  forty-three,  prostatect- 
omies, 326;  prostatectomy  simplified,  662 

Suprarenal  body,  Neuroblastoma  and  ganglioneuroma  of, 
320 

Surgery  of  blood-vessels,  514 

Surgical  tuberculosis.  Tuberculin  in,  509 

Suspension  laryngoscopy,  217;  Treatment  of  varicocele 
with,  of  testicle,  661 

Suture,  Primary,  of  gunshot  wounds  of  brain,  410;  Prim- 
ary, of  gunshot  wounds,  419 

Suturing,  Improved  method  of,  flaps  in  amputation  of 
cervix,  299;  Aneurisms  in  war,  with  reference  to, 
vessels,  411 
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Sweat-gland  tumors  of  vulva,  542 

Symphyseotomy,  Subcutaneous,  429 

Synechia;  and  contraction  of  vestibules,  332 

Synovitis,    Acute    articular,    of    cryptic    nasopharyngeal 

origin,  496;  New  procedure  for  cure  of  chronic,  496 
Syphilitic  lesions  of  ear,  91 
Syphilis,  of  joints,  155;  Joint,  in  children,  155;  Precancerous 

lesions  and  transition  types  of  malignant  disease  of 

tongue  and  their  relation  to,  219;  Congenital,  among 

newborn,  653;  of  internal  ear,  663;  of  stomach,  141, 

603 
Systemic,  infections  for  which  tonsil  is  held  responsible 

and  control  of  hemorrhage  during  tonsillectomy,  216; 

Pyorrhoea  alveolaris  as  cause  of,  disturbances,  563 

TABES,  Surgical  treatment  of  gastric  crises  of,  502 
Tangential  shots.  Fractures  of  skull  by,  409 
Tarnier  axis  traction  rods  applied  to  Simpson  obstetric 

forceps,  432 
Tarsus,  Arrested  development  of  carpus  and,  161 
Tear  sac.  Intranasal  partial  resection  of,  212 
Teeth  as  primary  factor  in  disease  of  ear,  nose,  and  throat, 

219 
Temperature,  High,  in  malignant  tumors,  162;  Alcohol 

drain  treatment  of  puerperal,  314 
Temporal  bone,  Specimens  of  tuberculosis  of,  128 
Temporosphenoidal  abscess  with  unusual  complications, 

447 

Tendon-fixation  for  deformity  resulting  from  partial 
paralysis,  46 

Tendon,  transplantation,  280;  plastic  operation  for  para- 
lytic club-foot,  282;  transplantation  in  infantile  par- 
alysis, 616 

Teratisms,  Rare  foetal,  77 

Testicle,  Chorio-epithelioma  of,  436;  Treatment  of  vari- 
cocele with  suspension  of,  661 

Testis,  Treatment  of  undescended,  84;  Cancer  of,  552 

Test-meal  examination  of  patients  with  gastric  symptoms, 
21 

Tests  of  renal  permeability,  657 

Tetanus,  Prognosis  and  treatment  of,  164;  Subcutaneous 
injection  of  oxygen  as  treatment  for,  165;  and  anti- 
tetanic  serum,  289;  Statistics  on,  402;  Magnesium 
svilphate  in  treatment  of,  403;  Combined  antitoxin 
and  narcotic  treatment  of,  403;  Wound  infection,  espe- 
cially, and  gas  phlegmon,  417;  Intraspinal  administra- 
tion of  antitoxin  in,  508;  Treatment  of,  by  endoneural 
injection  of  antitetanus  serum  and  drainage  of  nerve, 
509;  Intraneural  injection  of  tetanus  antitoxin  in 
local,  620;  Late,  620;  Clinical  and  therapeutical  expe- 
rience with,  620 

Tetany  of  mother,  201 

Therapeutic  abortion;  indications  and  methods  of  proced- 
ure, 70 

Thigh,  Resection  of  knee  to  avoid  amputation  of,  in  frac- 
tures of  knee,  524 

Third  ventricle,  Tumor  of,  463 

Thoracoplasty  in  pulmonary  tuberculosis,  600 

Thorax,  Exploration  of,  with  primary  mobilization  of 
lung,  138;  Empyema  of,  253,  367;  Hyperasmia  in  post- 
operative treatment  of  lesions  of  extremities  and,  360; 
Penetrating  injuries  of,  in  war,  410;  Gunshot  wounds 
of,  522;  Immediate  symptoms  of  penetrating  wounds 
of,  600;  Injuries  of,  and  haemoptysis,  600 

Throat,  Scopolamine  in  nose  and,  operations,  94;  Teeth 
as  primary  factor  in  disease  of  ear,  nose,  and,  219; 
Results  of  nose  and,  operations  in  chronic  poisoning 
of  heart,  lungs,  kidneys,  joints,  332;  Haemorrhage 
from  nose  and,  557;  Acute  infectious  inflammations 
of,  666 


Thrombo-angiitis,  Vasomotor  and  trophic  disturbances  of 
upper  extremities,  with  particular  reference  to, 
obliterans,  54 

Thrombosis,  Factors  concerned  in  atypical  sinus,  127; 
and  embolism,  170;  Bilateral  hypernephroma  with 
secondary,  of  inferior  vena  cava  and  terminal  uraemia, 
205;  Latent  mastoiditis  with  sinus,  213;  Mesenteric, 
257;  Operative  treatment  of  arterial,  and  embolism, 
291 

Thyroid,  Bilateral  temporary  hasmianopia;  rapid  and 
permanent  recovery  of  vision  after  administration 
of,  extract,  90;  Surgical  anatomy  of,  gland,  136; 
Disease  of,  gland,  136;  Mediastinal,  removed  by  trans- 
sternal  mediastinotomy,  251;  Complement-fixation 
in,  diseases,  477;  Relation  of  tonsil,  to  gland,  560; 
in  pregnancy,  646 

Thyroidectomy,  Influence  of  removal  of  adrenals  and  one- 
sided, upon  gastric  and  duodenal  mucosa,  434 

Tibia,  Fracture-dislocation  of  upper,  without  injury  to 
fibula,  277 

Tibial  transplant,  Spina  bifida,  father  to  child,  282 

Tissues,  Influence  of  changes  in  chemical  environment  on 
life  and  growth  of,  52 

Tongue,  Cavernous  angioma  of,  219;  Precancerous  lesions 
and  transition  types  of  malignant  disease  of,  and  rela- 
tion to  syphilis,  219;  Excision  of,  334;  Cancer  of,  and 
floor  of  mouth,  448 

Tonsil,  Systemic  infections  for  which,  is  held  responsible, 
216;  Relation  of,  to  thyroid  gland,  560;  surgery,  561; 
Partial  paralysis  of  soft  palate  following  removal  of, 
and  adenoids,  562;  Surgical  anatomy  of  so-called 
capsule  of  faucial,  667 

Tonsillar,  Ultimate  results  of  operations  for  chronic  sinus 
disease,  chronic,  and  adenoid  disease,  215;  Vascular 
ligation  in,  fossa,  561 

Tonsillectomy,  Control  of  haemorrhage  during,  216;  in 
children,  217;  in  adult,  667 

Topography  for  use  in  radiography  of  head,  408 

Torsion  of  small  intestine,  490 

Torticollis,  17 

Toxaemia,  Significance  of  non-coagulable  nitrogen  coeffi- 
cient of  blood  serum  in  pregnancy  and,  of  pregnancy, 
190;  Treatment  of,  of  later  pregnancy  307;  Etiology 
and  treatment  of  hyperemesis  and  other  forms  of 
pregnancy,  307;  Relation  of  albuminuric  retinitis  to, 
of  pregnancy,  643 

Toxins,  Mixed,  in  inoperable  sarcoma,  167 

Trachea,  Condition  of  larynx  and,  in  stillborn  infant,  654 

Tracheal,  Sublottic,  growth,  334 

Tracheotomy,  Importance  of  early,  369 

Trachoma,  Surgical  treatment  of,  328 

Traction,  Method  for  forcible,  on  leg  while  applying  plaster 
casts,  279 

Transparency  of  abdominal  walls  in  pregnancy,  428 

Transfusion,  Blood,  by  means  of  Kimpton-Brown  tube, 
405;  Blood,  by  citrate  method,  511;  Blood,  general 
management,  511 

Transplantation,  Removal  of  myelomeningocele  and  closure 
of  spinal  cleft  by,  of  animal  bone,  49;  of  ovaries, 
183,  302;  Tendon,  280;  Bone,  280;  Prolapse  of  rectum 
treated  by,  of  fascia,  385;  of  entire  bones  with  joint 
surfaces,  398;  Nasal  deformity  corrected  by  bone, 
446;  Osteogenic  power  of  periosteum;  bone,  495; 
of  fascia  to  replace  intermuscular  fascia  sheaths,  615; 
Tendon,  in  infantile  paralysis,  616 

Transplants,  Treatment  of  fractures  by  autogenous  bone, 
615;  Spina  bifida;  tibial,  father  to  child,  282 

Transportation  of  wounded,  628 

Trauma,  Hydrophthalmos  following,  89;  and  new-growths, 
508 
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Traumatic,  forward  subluxation  of  shoulder,  45;  lesions  of 
nerves  of  limbs,  161;  Principles  of  operative  treatment 
of,  cerebral  lesions,  249;  Acute,  displacement  of  uterus, 
301;  Operation  in,  aneurism,  406;  aneurisms,  406 

Trephining,  Palliative,  upon  choked  disc,  128;  Sclero- 
corneal,  in  glaucoma,  328;  Corneoscleral,  442 

Trifacial  neuralgia  from  nasal  and  accessory  sinus  disease, 

21S 

Trochanter,  Separation  of  epiphysis  of  small,  of  femur,  159 

Trophic  disturbances,  Vasomotor  and,  of  upper  extremities, 
with  reference  to  thrombo-angiitis  obliterans,  54 

Truss,  Indications  and  contra-indications  for  operative 
and,  treatments  of  hernia,  373 

Tubal  pregnancy.  Clinical  significance  of  amenorrhoea  in 
diagnosis  of,  307 

Tubercle  bacilli,  Significance  of,  in  urine,  327;  Cultivation 
of,  from  discharging  ear  in  chronic  purulent  otitis 
media,  444 

Tubercular,  infection  complicating  pregnancy,  parturition, 
and  puerperal  state,  192;  disease  of  ear,  214,  329; 
Simple  laparotomy  in,  peritonitis,  602 

Tuberculin  in  surgical  tuberculosis,  509 

Tuberculosis,  of  uterus  and  tubes,  62;  Treatment  of  kidney, 
in  women,  79;  Silence  of  renal,  80;  of  temporal  bone, 
128;  Immobilization  and  shrinkage  of  lung  by  means 
of  one-sided  phrenic  nerve  resection  and  influence  upon 
experimental  pulmonary,  138;  of  knee-joint  in  child- 
hood, 154;  of  hip,  154;  Radiotherapy  in  malignant 
tumors  and  localized,  175;  Abortion  in  pregnancy  and 
simultaneous  sterilization  in  pulmonary,  191;  and 
pregnancy,  192;  Diagnosis  and  treatment  of,  of  kidney, 
206;  Secondary  auditory,  in  adult,  213;  of  auditory 
apparatus,  214;  of  right  knee-joint,  275;  Rontgen 
treatment  of  lymph-gland,  292;  of  auditory  apparatus 
treated  by  permanent  drainage  of  lateral  ventricle, 
329;  of  nasal  fossae,  332;  Pneumothorax  treatment  of 
pulmonary,  367;  Operative  treatment  of  pulmonary, 
368;  RoUier  treatment  for  so-called  surgical,  391; 
Treatment  of  surgical,  with  tuberculin  "Rosenbach," 
391;  Treatment  of  laryngeal,  447;  Treatment  of  surgi- 
cal, at  low  altitudes,  496;  of  frontal  sinus,  558;  Thora- 
coplasty in  pulmonary,  600;  Complement-fixation  test 
in  surgical,  613;  of  adnexa,  639;  Primary  localization 
and  mode  of  extension  of  tubercular  processes  in 
chronic  haematogenous,  of  kidney,  656;  Complications 
originating  in  stump  of  ureter  after  nephrectomy  for, 
and  their  treatment,  658 

Tuberculous,  Treatment  of,  cervical  adenitis,  17;  Removal 
of,  cyst  of  mesentery  of  jejunum  together  with 
corresponding  segment  of  bowel,  20;  salpingitis  with 
unusual  toxic  symptoms,  542 

Tubes,  Tuberculosis  of  uterus  and,  62;  Extraperitoneal  dis- 

Elacement  of,  as  method  of  sterilization,  184;  Periodic 
leeding  from  mouth  associated  with  hypoplasia  of 
uterus  and,  and  aplasia  of  ovaries  and  mammary 
glands,  642 

Tumor  of  bladder,  550;  Soft,  82;  Fulguration  treatment  of, 
210;  Unusual,  435;  Papillary  or  villous,  550;  Patho- 
logical diagnosis  of,  658;  Surgical  treatment  of,  660; 
Desiccation  treatment  of,  660;  Fulguration  treatment 
of,  660 

Tumor  of  brain,  Results  of  operations  for,  16;  Treatment 
of,  248;  Pathology  of,  363 

Tumors,  Indications  for  treatment  of,  of  neck,  16;  Inflam- 
matory, of  omentum,  20;  Congenital  pyloric,  24; 
Radium  treatment  of  fibroid,  61;  Ovarian,  in  pregnan- 
cy, 70;  High-frequency  current  in  vesical,  82;  High 
temperature  in  malignant,  162;  Chemotherapy  and, 
163;  Radiotherapy  of  malignant,  of  internal  organs, 
1 75 ;  Radiotherapy  in  malignant,  and  localized  tuber- 


culosis, 175;  Proteolytic  ferments  of  leucocyte  during 
pregnancy,  puerperal  diseases,  and  in,  of  female 
genitalia,  200;  Multiple  pulsating,  secondary  to 
hypernephroma,  206;  Mesothelial,  of  jaws,  217; 
Chronic  enteric  intussusception  due  to  intestinal,  266; 
Protecting  large  blood-vessels  in  extirpating,  360; 
of  third  ventricle,  364;  Treatment  of  malignant,  with 
tumor  extract,  404;  Hypertrophy  of  prostate  and,  of 
prostate,  437;  Radiotherapy  of  intra-ocular,  441; 
Incision  of,  for  diagnosis,  472;  Radiotherapy  in,  of 
hypophysis,  476;  Osteomalacia  with,  of  parathyroid 
gland,  478;  Radiotherapy  of  malignant,  517;  Sweat- 
gland,  of  vulva,  542;  Results  of  operations  for  malig- 
nant, of  breast,  597;  Generalized  ostitis  fibrosa  with, 
and  cysts,  612;  Operation  for  primary,  of  bodies  of 
vertebrae,  617;  Recurrent  malignant,  618;  Complica- 
tions of  ovarian,  638;  of  pharynx  terminating  in  sar- 
coma, 668 
Twilight  sleep,  74,  196,  310,  312,  649 
Twin  pregnancy,  Isochronic  heterotopic,  189 
Two-stage  operation  for  relief  of  cancer  of  rectum,  268 
Typhoid,  abscesses,  407;  Appendicitis  and,  607 

T  TLCER,    Duodenal,    606;    Positive  diagnosis   of,    25; 

*-'  Exclusion  of  pylorus  and  treatment  of,  265;  Chronic, 
378;  Retroperitoneal  perforation  of,  379;  from  surgical 
standpoint,  489 

Ulcer,  Experimental  production  of  lesions,  erosions,  and 
acute,  in  duodenal  mucosa  of  dogs  by  injections  of 
epinephrin,  25;  Secondary,  of  stomach  and  jejunum, 
143;  Carcinoma  with  round,  of  stomach,  144;  X-ray 
diagnosis  of  peptic,  260;  Gastro-enterostomy  in  treat- 
ment of,  263;  Bladder,  in  women,  325;  Experimental 
production  of  lesions,  erosions,  and  acute,  434;  Gastro- 
jejunal,  their  rontgenologic  and  surgical  aspects,  484; 
Medical  treatment  of  peptic,  485;  Gastropyloroduo- 
denostomy  with  excision  of  ulcer-bearing  areas  for 
acute  perforated,  in  pyloric  canal,  488;  Jejunal  and 
gastrojejunal,  after  gastro-enterostomy,  605;  Exclu- 
sion of  pyloric  antrum  for,  605 

Ulcer,  Gastric,  143;  Diagnosis  and  prognosis  in,  141;  Sur- 
gical treatment  of,  375;  Etiologic  relationship  existing 
between,  and  cancer,  485,  604;  Chronic,  604 

Ulcer,  Gastric  and  duodenal,  260,  262,  263,374;  Diagnosis 
and  treatment  of,  22;  Perforated,  143 

Ulceration  of  bladder.  Gummatous,  435 

Ulna,  Old  dislocation  of  head  of  radius  with  fracture  of, 
corrected  by  Lane  bone-plate,  1 59 

Ulnar  nerves,  Neuroplasty  of  the  median  and,  51 

Ultraviolet  rays,  Treatment  of  suppurating  wounds  with, 
173  .  . 

Umbilical  hernia.  Operation  for  radical  cure  of,  20; 
Pathogenesis  of,  372 

Undescended  testis.  Treatment  of,  84 

Upper  extremities.  Vasomotor  and  trophic  disturbances 
of,  54  . 

Urasmia,  Bilateral  h3Tjernephroma  with  secondary  throm- 
bosis of  inferior  vena  cava  and  terminal,  205 

Ureter,  Urinary  calculus  in  pelvic  portion  of,  204;  Stricture 
of,  324;  Giant  calculus  of,  549;  Ectopic,  549;  Complica- 
tions originating  in  stump  of,  after  nephrectomy  for 
tuberculosis,  658 

Ureteral,  defect  repaired  with  loop  of  intestines,  81 ;  stones, 
removal  by  cystoscopic  method,  209;  calculi,  diagnosis 
and  methods  of  intravesical  treatment,  324;  stone,  434; 
Insufliciency  at,  junction,  658 

Uretero-enteric  anastomosis,  209 

Urethral  stricture  by  excision,  Treatment  of,  83 

Urethralgia,  syndrome  of  vesical  and  urethral  neuralgia, 
552 
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Urethritis,  Left  nephrolithiasis  with  passage  of  small 
calculi  lodging  in  urethra  causing,  547 

Urethrovesical  diagnosis  and  treatment,  83 

Urinary,  Influence  of,  obstruction  upon  occurrence  of 
pyogenic  kidney  infection,  78;  Soft  tumor  of,  bladder, 
82;  antiseptics,  87;  Bacteriology  of,  tract  in  children, 
210;  Recent  work  in,  surgery,  327;  Modern  urological 
methods  in  diagnosis  of  surgical  conditions  of,  tract, 
438;  lithiasis,  439;  Chemical  composition  of,  calculi,  554 

Urine,  Significance  of  tubercle  bacilli  in,  327;  Source  of 
blood  in,  554 

Urobilinuria,  Diagnostic  value  of,  in  surgery,  509 

Urological,  methods  in  diagnosis  of  surgical  conditions 
of  urinary  tract,  438;  Preparatory  treatment  for, 
operations,  440 

Urology,  Ana;sthesia  in,  14 

Uterine,  Internal  secretion  of,  mucosa,  62;  prolapse  with 
associated  pelvic  relaxation,  63;  Pelvic  fascia  as,  sup- 
port, 180;  Pituitary  extract  in,  bleeding,  180;  Glycogen 
content  of,  mucosa,  181;  Chorio-epithelioma  malig- 
num  complicating  a  two  months'  pregnancy  and 
degenerated,  fibroma,  191;  Relief  of,  inertia,  194; 
inertia  and  its  management,  309;  hasmorrhage  at  and 
after  menopause,  301;  Arteriosclerosis  and  control  of, 
haemorrhage,  301;  Clinical  study  of,  haemorrhage,  540 

Uterine  cancer,  Radium  treatment  of,  59;  Cure  of,  by 
curetting  for  diagnosis,  59;  Early  diagnosis  of,  59; 
and  radium,  59;  Radium  in  treatment  of,  59;  Vaginal 
hysterectomy  supplemented  by  radium  therapy  for, 
423;  Education  of  public  to  early  recognition  of,  423; 
Treatment  of  inoperable,  by  combined  radium  and 
rontgen  therapy,  423;  Limitations  of  radical  operation 
for  cervical,  537;  Surgical  treatment  of,  537;  apparent- 
ly cured  by  radium,  632;  Radium  treatment  of  cervi- 
cal, 632;  Prophylactic  treatment  and  early  diagnosis 
of,  632;  Treatment  of,  in  small  hospital,  633 

Uterine  carcinoma.  Specimen  of,  four  months  after  ligation 
of  hypogastric  artery,  60;  and  prompt  diagnosis,  300; 
Use  of  Percy  cautery  in,  300;  Combined  radiotherapy 
of,  and  breast,  301 ;  treated  by  radium,  538;  Inoperable, 
method  of  applying  heat  in,  529;  Radiotherapy  in,  632 

Uterine  fibroid,  61;  menorrhagia  and  radium,  61;  Multiple, 
complicated  by  pregnancy,  191;  rontgentherapy  in, 
and  uterine  ha;morrhage,  539;  X-ray  treatment  of 
menorrhagia  and,  540 

Uterus,  Retrodisplacement  of,  64;  Movable  retrodisplace- 
ment  of,  181;  Chronic  fixed  retroversion  of,  182;  Acute 
traumatic  displacement  of,  301;  Post-partum  retro- 
displacement  of,  302;  Prolapsus  of,  424,  636;  Post- 
partum inversion  of,  431;  Displacement  of,  635; 
Backward  displacement  of,  636;  Complete  removal  of 
adenocarcinoma  of,  by  exploratory  curettage,  60; 
Infantile,  62;  Tuberculosis  of,  and  tubes,  62;  Complete 
rupture  of,  during  labor,  194;  Rupture  of  pregnant, 
through  scar  of  former  caesarean  section,  308;  Congeni- 
tal absence  of  vagina  and,  540;  Condition  of,  in 
ovarian  haemorrhage,  634;  Removal  of,  instead  of 
ovaries  for  incurable  cases  of  menstrual  disorders,  635; 
Transposition  of  bladder  and,  for  cure  of  cystocele 
and  descensus  uteri,  637;  duplex,  638;  unicornis,  638; 
Periodic  bleeding  from  mouth  associated  with  hypo- 
plasia of,  642;  Causes,  prevention  and  treatment  of 
artificial  perforation  of,  in  abortion,  646;  Causes  which 
determine  lie  of  foetus  in,  653 

Uvula,  Angioma  of,  218 

WACCINATION,  Intra-uterine,  64 

"  Vaccine,  Coccobacillus  foetidus  ozaenae  perez,  in  treat- 
ment of  ozaenae,  94;  Methods  used  to  standardize 
bacterins  (bacterial),  168 


Vagina,  Congenital  absence  of,  and  uterus,  540;  Repair  of 

posterior  wall  of,  540 
Vaginal,  Radium  treatment  of  uterine  and,  cancer,  59; 

operations  performed   under  parametric  infiltration 

antesthesia,  186 
Vaginal    hysterectomy,     under    spinal    anaesthesia,   64; 

Simplified  technique  for,  64;  supplemented  by  radium 

therapy  for  cancer  of  uterus,  423;  Indications  for,  424 
Van  Slyke  aminonitrogen  determination  in  diagnosis  of 

cancer,  289 
Varices,  Treatment  of,  of  lower  extremity  by  Kuzmik- 

Schede  method,  407 
Varicocele,  Pelvic,  640;  Treatment  of,  with  susp>ension  of 

testicle,  661 
Varicose  venous  plexus  of  endometrium,  633 
Varicosities  of  pampiniform  plexus,  326 
Vascular,  Importance  of,  condition  in  orthopedic  cases, 

281;  ligation  in  the  tonsillar  fossa,  561 
Vasectomy,  Sterilization  of  unfit  by,  84 
Vasoconstrictors   in   emergencies,    especially   in   surgical 

shock,  403 
Vasomotor  and  trophic  disturbances  of  upper  extremities, 

54  .      .  . 

Vena  cava.  Ligation  of,  in  puerperal  pyaemia,  199;  Bilateral 

hypernephroma  with  secondary  thrombosis  of  inferior, 

and  terminal  uraemia,  205 
Venous  plexus,  Varicose,  of  endometrixun,  633 
Ventral  decubitus  in  leg  amputations,  279 
Ventricle,  Tuberculosis  of  auditory  apparatus  treated  by 

permanent  drainage  of  lateral,  329;  Timior  of  third, 

364 
Version,  Placenta  praevia  and  advantages  of  external,  in 

its  treatment,  188 
Vertebrae,  Fracture  of  twelfth  dorsal  and  first  lumbar, 

laminectomy  and  results,  616;  Operation  for  primary 

tumors  of  bodies  of,  617 
Vesical,    Experiences    with    high-frequency    current    in, 

tumors,  82;  Prostatic  obstructions  and,  atony,  86; 

diverticula,  658;  Radium  versus  surgery  in  treatment 

of,  neoplasms,  659 
Vesiculae  seminales,  Calculus  in,  in  man  with  enlarged 

prostate,  85 
Vestibules,  Synechiae  and  contraction  of,  332 
Vicarious   menstruation    associated   with   hypoplasia    of 

uterus  and  tubes  and  aplasia  of  ovaries  and  mammary 

glands,  642 
Villous  tumors.  Diagnosis  and  treatment  of  papillary  or, 

of  bladder,  550 
Visceral,  ptosis,  35;  stasis,  mechanical  obstructions  and 

effects  relievable  by  rational  measures,  492 
Viscosity  of  blood  and  blood-pressure  in  pernicious  vomit- 
ing and  heart  disease  during  pregnancy,  308 
Visual  centers.  Shrapnel  wound  of  occipital  region  with 

involvement  of,  663 
Vitreous    chamber.    Annular    opacity    of    lens    following 

penetrating  wound  into,  663 
Voice  function.  Tonsil  surgery  and,  561 
Volvulus,  Intestinal  obstruction  due  to  sigmoid,  265;  Gall- 
stone causing  intestinal  obstruction  and,  607 
Vomiting,  Blood-pressure  and  viscosity  of   blood  in  per- 
nicious, and  heart  disease  during  pregnancy,  308 
Vulva,  Destruction  of,  and  adjacent  tissues  probably  due 

to  pneumococcic  infection,  185;  Sweat-gland  tumors 

of,  542 

"\A7AR,  Injuries  of  peripheral  nerves  during,  294;  Treat- 

''  »  ment  of  peripheral  nerve  wounds  in,  295 ;  X-ray  theater 

in,  hospitals,  298;  Operative  treatment  of  injuries  of 

peripheral  nerves  in,  416;  injuries  of  peripheral  nerves, 

416;  Bacterial  flora  of  wounds  produced  during  pres- 
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ent,  418;  Pathology  of,  surgery,  419;  Treatment  of 
wounds  in,  420;  Care  and  treatment  of  wounded  in 
European,  422;  Injuries  of  eye  in,  521;  Technique  for 
late  secondary  amputations  in,  injuries,  528;  Therapy 
of,  wounds,  626;  Hints  on,  surgery,  630 

Warmed  sera,  Meiostagmin  reaction  with,  404 

Wassermann-Noguchi  reactions.  Syphilis  of  stomach; 
twenty-six  instances  of  dyspepsia  associated  with 
positive,  603 

Weak  feet,  48;  Treatment  of,  161,  400 

Wertheim  operation.  Use  of  Percy  cautery  as  forerunner 
to,  300 

Wire  splint  in  early  treatment  of  congenital  club-foot,  49 

Wounded,  Twelve  commandments  for  prevention  of 
deformities  in,  415;  Care  and  treatment  of,  in  Euro- 
pean war,  422;  Transportation  of,  628 

Wounds,  Preventing  decubitus  in,  of  spinal  cord,  294; 
received  in  battle;  observations  during  recent  service 
in  Austria,  296;  Conservative  or  operative  treatment 
of  heart,  411;  Bacterial  flora  of,  produced  during 
present  war,  418;  Early  treatment  of  projectile,  by 
excision  of  damaged  tissues,  418;  Necessity  for  sys- 
tematic operation  in  abdominal,  524;  Nerve-suture 
for  bullet,  529;  Immediate  symptoms  of  penetrating, 
of  thorax,  600;  Technique  in  abdominal,  closure,  603; 
Annular  opacity  of  lens  following  penetrating,  into 
vitreous  chamber,  663 

Wounds,  Gunshot,  of  head,  56;  of  intestines,  57;  Treatment 
of  abdominal,  by  means  of  compression  bandage,  293; 
Operative    findings    in,    of    peripheral    nerves,    296; 


Primary  suture  of,  of  brain,  410;  Late  haemorrhage 
after,  411;  of  hip,  414;  Primary  suture  of,  419;  of 
skull,  520;  of  thorax,  522;  of  abdomen,  523;  Perforat- 
ing, of  abdomen,  523;  Treatment  of,  of  knee-joint, 
525;  Shrapnel,  of  knee-joint,  625 

Wounds,  Infected,  297;  of  blood-vessels,  171;  Open  treat- 
ment of,  288;  Prevention  and  treatment  of,  417; 
especially  tetanus  and  gas  phlegmon,  417;  Use  of 
formalin  in  very  septic,  and  in  gaseous  gangrene,  418; 
Antiseptics  in  treatment  of,  622;  Treatment  of,  of 
knee-joint,  626 

Wounds,  Treatment  of ,  gangrenous,  by  free  incision,  156; 
suppurating,  with  ultraviolet  rays,  173;  Various 
antiseptic  substances  for  use  in,  360;  Ortison  and  orti- 
son  pencils  in,  407;  bullet  and  other  wounds  by 
ionization,  418;  in  war,  420,  627;  Method  of,  sustained 
in  action,  420;  septic  compound  fractures  and,  498; 
Open,  617;  and  immobilization  in  war,  627 

Wrist,  Madelung's  deformity  of,  281 

Wyeth  method.  Treatment  of  angiomata  by  injection  of 
boiling  water,  515 

X-Ray,  work  at  first  western  base  hospital,  57,  529;  treat- 
ment of  exophthalmic  goiter,  136;  Apparatus  for, 
localization,  173;  diagnosis  in  gynecology  with  aid  of 
intra-uterine  collargol  injections,  180;  diagnosis  of 
peptic  ulcer,  260;  Penetrating  power  of,  from  Coolidge 
tube,  292;  Treatment  of  malignant  disease  by,  292; 
theater  in  war  hospitals,  296;  in  carcinoma  of  breast, 
479;  treatment  of  menorrhagia  and  uterine  fibroids,  540 
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GENERAL    SURGERY 
Surgical  Technique 

Operative  Surgery  and  Technique,  98,  220,  335,  449, 

565,  670. 
Aseptic  and  Antiseptic  Surgery,  98,  220,  449,  565,  670 
Anaesthetics,  98,  220,  335,  449,  565,  670 

General.   Local.    General  subjects  on  anaesthetics 
Surgical  Instruments  and  Apparatus,  98,  220,  335, 

449,  565.  670 

Surgery  of  the  Head  and  Neck 

Head,  98,  220,  335,  449,  565,  670 

Scalp.  Skin.  Nerves.  Glands.  Skull  and 
Maxilla.  Meninges.  Brain,  cerebrum,  cerebel- 
lum, hypophysis 

Neck,  99,  221,  336,  450,  566,  671 

Skin.  Glands.  Muscles  and  blood-vessels. 
Bones.  Thyroid:  Goiter,  Basedow's  disease. 
Graves'  disease.  Parathyroid.  Retropharyn- 
geal conditions 

Surgery  of  the  Chest 

Chest  Wall  and  Breast,  99,  221,  336,  450,  566,  671 

Breast.    Incisions,  wounds,  injuries,  etc.     Bones. 

Pleura.    Mediastinum.    Thymus. 
Trachea  and  Lungs,  100,  221,  336,  450,  566,  672 

Trachea.    Bronchi.    Lungs 
Heart  and  Vascular  System,  100,  221,  336,  450,  567, 

672 

Heart.     Pericardium.    Aorta 
Pharynx  and  (Esophagus,  100,  221,  336,  450,  567,  672 

Surgery  of  the  Abdomen 

Abdominal  Wall  and  Peritoneum,  100,  221,  337,  451, 
567,  672 

Incisions  and  drainage.  Tumors.  Retro-  and 
pro-peritoneal  conditions.  Peritoneum.  Dia- 
phragm. Hernia.  Omentum.  Mesentery. 
Urachus.  Diverticula 
Gastro-Intestinal  Tract,  100,  222,  337,  451,  567,  673, 
Stomach  and  pylorus.  Duodenum.  Small  in- 
testines. Caecum.  Appendix.  Colon.  Rectum. 
Anus 

Secretions  of,  diagnosis,  radiology,  injuries, 
haemorrhages,  vomiting,  inflammations,  ob- 
structions,   hernia,    ulcer,    tumor,    surgery, 
general  therapy 
Liver,  Pancreas,  and  Spleen,  102,  223,  338,  452,  569, 

674 
Miscellaneous,  102,  223,  338,  453,  569,  674 

Surgery  of  the  Extremities 

Diseases  of  Bones,  Joints,  Muscles,  Tendons.  General 
Conditions  Commonly  Found  in  the  Extremities, 
102,  223,  338,  453,  569.  674 

Fractures  and  Dislocations,  103,  224,  339,  454,  569, 

675 
Surgery  of  the  Bones,  Joints,  etc.,  104,  224,  339,  454, 

570,  67s 
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THE  articular  and  osseous  types  of  tuber- 
culosis are  probably  the  commonest  causes 
of  severe  and  crippling  deformity.  They 
are  constantly  reinforcing  the  growing  army  of  the 
handicapped  and  incompetent,  and  there  are 
many  deaths  on  the  firing  line.  Their  favorite 
time  of  attack  is  during  the  years  of  active 
growth,  and  the  preferred  sites  are  the  spine  and 
the  ends  of  the  long  bones  near  important  joints, 
which  usually  become  infected  and  distorted, 
and  are  often  destroyed. 

This  phase  of  the  war  against  tuberculosis 
has  enlisted  the  best  thought  and  effort  of  san- 
itarians, social  workers,  philanthropists,  patholo- 
gists, and  clinicians  for  many  years,  and  the 
success  already  achieved  should  encourage  re- 
doubled efforts.  It  is  the  aim  of  this  review  to 
emphasize  the  peculiar  problems,  the  strategic 
points,  and  the  successes  in  this  campaign. 

The  literature  is  of  formidable  compass  and 
is  expanding  rapidly.  It  fills  many  pages  of  Hoffa 
and  Blencke's  Orthopedic  Literature,  1905,  and 
occupies  55  pages  in  Krause's  work,  1899;  it  is 
now  so  large  as  to  be  embarrassing.  Senn  of 
Chicago  gives  a  resume  of  the  known  facts  with 
copious  references  up  to  1892  in  his  work  on 
tuberculosis  of  the  bones  and  joints.  An  ex- 
cellent exposition  of  the  pathology  was  given  by 
Nichols,  of  Boston,  1898,  from  original  studies, 
and  more  recently  by  Ely  and  Eraser. 

PATHOLOGICAL   ANATOMY 

Bone  is  essentially  connective  tissue  impreg- 
nated with  lime  salts.     Its  blood  supply,  care- 


fully studied  by  Lexer,  is  derived  from  nutrient 
vessels,  from  the  vascular  anastomosis  around 
the  joint,  and  from  the  periosteum.  Bones  are 
covered  by  periosteum,  the  inner  cellular  layer  of 
which  is  osteogenetic.  Bone-marrow  may  be 
red  or  yellow,  according  to  the  number  of  blood- 
forming  cells  present.  Joints  are  formed  of  the 
component  bones  capped  by  cartilage,  connected 
by  fibrous  capsules  and  ligaments,  and  lined  with 
synovial  membrane.  The  tubercle  bacilli  are 
carried  to  the  bone-marrow,  through  the  blood- 
vessels, and  lodge  in  the  small  loops,  where  they 
become  centers  of  active  cell  proliferation.  Thus 
the  tubercle  is  formed,  which,  as  it  contains  no 
blood-vessels,  soon  undergoes  necrosis  at  its 
center.  Separate  tuberculous  centers  form  and 
become  masses  which  may  terminate  in  larger 
areas  of  necrosis.  Granulation  tissue  is  formed 
around  the  tuberculous  area  and  may  later  be- 
come a  firm  capsule.  Later  in  the  process  cold 
abscesses  or  sequestra  may  appear.  Tuber- 
culous disease  may  occur  at  any  point,  but  is 
commonest  in  or  near  an  epiphysis.  In  the 
phalanges,  however,  the  deposit  is  in  the  marrow 
of  the  shaft,  and  new  bone  is  formed  under  the 
periosteum.  Whether  the  invasion  of  a  joint  is 
usually  primarily  osseous  or  synovial  has  been 
a  much  disputed  point.  Nichols,  from  the 
examination  of  1 20  excised,  amputated,  or  autop- 
sied  tuberculous  joints,  states  that  he  has  never 
seen  a  joint  in  which  if  all  the  bones  entering  the 
joint  were  sawed  open  in  thin  layers  one  or  more 
old  bone  foci  were  not  found. 

Most  authorities  believe  that  while  the  in- 
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vasion  is  more  often  osseous,  synovial  invasion 
does  occur  and  more  frequently  in  adults.  Ely's 
views  have  attracted  much  attention,  and  they 
seem  to  be  a  distinct  advance  in  explaining  the 
pathology  and  clinical  picture.  His  opinion, 
based  on  the  examination  of  specimens,  is  that 
the  only  primarily  vulnerable  tissues  are  red  bone- 
marrow  and  the  synovial  membrane.  Bone  and 
cartilage  are  attacked  secondarily  by  having 
their  nutrition  undermined.  Nature's  cure  is 
an  attempt  at  walling  off  the  focus  and  ankylosing 
the  joint.  When  motion  is  abolished,  red  mar- 
row degenerates  into  yellow,  and  the  tuberculous 
process  finally  comes  to  an  end  by  starvation. 
Bone  tuberculosis  becomes  joint  tuberculosis 
when  a  focus  breaks  into  a  joint;  it  may,  however, 
discharge  itself  outside  or  become  encysted  or 
absorbed.  Joint  effusion  is  secondary  to  syno- 
vial involvement.  The  histological  details  are 
discussed  at  length  by  Eraser,  who  also  gives  the 
necessary  bibliography.  It  should  be  remem- 
bered that  both  bone  and  joint  tuberculosis  have 
a  strong  tendency  to  self  limitation  and  natural 
cure,  and  that  destructive  and  reparative  pro- 
cesses go  on  side  by  side. 

PATHOLOGY 

The  conception  of  a  close  relationship  between 
pulmonary  consumption  and  certain  common 
joint  and  spinal  diseases  had  made  considerable 
headway  before  Koch  made  his  momentous 
announcement  of  the  discovery  of  a  specific 
organism  in  1882.  Delpech  called  attention  in 
1 81 6  to  the  practical  identity  of  pulmonary  con- 
sumption and  certain  joint  diseases.  Rokitansky, 
in  1844,  found  tubercles  in  the  synovial  membrane 
of  cases  of  white  swelling.  This  was  confirmed 
and  elaborated  by  Virchow,  Volkmann,  and 
others.  Hiiter,  in  1872,  and  Schiiller,  in  1880, 
produced  characteristic  infections  in  injured  joints 
of  animals  after  injecting  tuberculous  material 
into  the  blood.  Billroth,  Konig,  Krause,  Lan- 
nelongue,  Cheyne,  and  many  others  added  great- 
ly to  our  knowledge  of  the  pathology  of  these 
diseases. 

It  has  been  abundantly  proved  that  the  com- 
monest form  of  chronic  joint  disease  in  children, 
often  called  strumous  or  scrofulous  a  generation 
ago,  is  always  caused  by  the  invasion  of  tubercle 
bacilli,  the  growth  of  granulomata,  called  tuber- 
cles, about  the  colonies,  and  the  subsequent 
degenerative  and  regenerative  changes.  The 
process  is  essentially  identical  with  that  which 
takes  place  in  the  lungs,  glands,  and  other  organs 
when  similarly  invaded;  the  term  tuberculosis 
is  now  almost  invariably  used.    Tubercle  bacilli 


usually  may  be  found  in  the  tissue  of  the  infected 
parts,  though  sometimes  with  difficulty  or  in 
small  numbers.  Nichols  says  that  the  small 
numbers  found  in  bone  may  be  due  to  the  pro- 
longed decalcification  with  acid.  He  states 
that  in  the  pus  from  tuberculous  abscesses  the 
bacilli  are  usually  absent,  or  at  least  not  found. 

The  human  organism  is  liable  to  invasion  by 
two  types  of  tubercle  bacilli,  the  human  and  the 
bovine;  these  cannot  certainly  be  distinguished 
by  their  morphological  characters,  but  must  go 
through  a  complicated  series  of  inoculation, 
culture,  and  other  tests  which  takes  several 
months. 

From  Koch,  who  in  1897  announced  his  belief 
that  human  infection  from  bovine  tuberculosis 
was  practically  negligible,  to  the  present  time 
there  has  been  much  careful  investigation  of  this 
problem  with  a  growing  belief  that  bovine  in- 
fection is  an  important  source  of  disease,  espe- 
cially in  surgical  tuberculosis  and  in  children. 
The  bovine  bacillus  is  more  anaerobic  than  the 
human,  which  may  account  in  part  for  its  greater 
prevalence  in  the  bones,  joints,  and  glands,  and 
the  lesser  liability  of  the  lungs  to  infection  by  it. 
The  investigations  show  a  great  diversity  in  re- 
sults from  the  2.5  per  cent  bovine  found  by  fifteen 
authors  in  163  cases  of  bone  and  joint  tuberculo- 
sis collected  by  MoUers  to  the  60  per  cent  found 
by  Eraser  in  70  cases  in  Edinburgh.  These 
discrepancies,  as  pointed  out  by  Eraser,  may  be 
closely  related  to  an  infected  milk  supply  and  to 
an  early  age  of  incidence. 

This  leads  easily  to  the  much  discussed  ques- 
tion of  the  route  of  infection,  whether  by  in- 
spiration or  ingestion.  As  in  children  surgical 
tuberculosis  predominates,  in  adults,  pulmonary, 
it  is  reasonable  to  suppose  that  in  the  former  the 
intestinal  canal,  in  the  latter  the  air  passages, 
are  the  favorite  routes,  though  the  blood  current 
and  lungs  may  be  infected  through  the  abdominal 
glands. 

Mitchell  of  Edinburgh  believes  that  the  tonsils 
are  an  important  portal  of  entry;  others  have 
called  attention  to  infection  through  decayed 
teeth. 

The  evidence  seems  to  be  gaining  ground  that 
surgical  tuberculosis  in  children  is  largely  bovine 
and  dependent  upon  an  infected  milk  supply. 

The  relative  importance  of  an  infecting  agent 
and  a  favorable  soil  is  also  being  much  in- 
vestigated. Inheritance  seems  to  be  a  less  im- 
portant factor  than  it  was  formerly  believed  to  be. 

Exposure  to  tuberculous  individuals  in  the 
family  is  very  common  in  bone  tuberculosis. 
Fishberg  found  in  a  group  of  692  children  living 
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with  consumptive  parents,  65  had  active  tuber- 
culosis, 19  of  which  had  tuberculosis  of  the 
bones.  At  14  years  nearly  84  per  cent  of  this 
group  reacted  to  the  von  Pirquet  test.  Wallace 
found  in  a  group  of  443  cases  of  bone  and  joint 
tuberculosis  that  60  had  been  exposed  to  a 
pulmonary  case  in  the  family  circle. 

INCIDENCE 

It  has  been  shown  that  delicate  and  under- 
nourished children  are  more  hable  to  tuberculosis; 
so  bad  housing,  poverty,  overwork,  unhygienic 
conditions,  lack  of  sunlight  and  fresh  air,  in- 
sufficient food,  alcoholism  in  the  parents,  and  a 
consequent  general  lack  of  vigor  are  important 
predisposing  causes.  Findlay  shows  that  in- 
testinal catarrh  renders  animals  more  liable  to 
infection  after  ingestion  of  tuberculous  material, 
and  Lane,  Ward,  and  others  attribute  an  im- 
portant role  to  intestinal  stasis  in  producing  or 
aggravating  joint  tuberculosis. 

The  relation  of  trauma  to  joint  tuberculosis 
was  exhaustively  discussed  in  1906  by  Deutsch- 
lander,  with  many  references.  Most  observers 
agree  that  the  history  of  trauma  in  bone  tuber- 
culosis is  frequent,  also  that  the  trauma  most 
apt  to  be  followed  by  tuberculous  infection  is  a 
moderate  contusion  rather  than  a  trivial  or  a 
serious  injury.  Fractures,  dislocations,  and 
sprains  are  rarely  followed  by  tuberculosis,  the 
subsequent  congestion  and  repair  being  unfavor- 
able to  its  development. 

Bauer,  Sayre,  and  C.  F.  Taylor,  American 
pioneers  in  orthopedic  surgery,  all  taught  the 
traumatic  origin  of  the  joint  disease  now  rec- 
ognized as  tuberculous.  Wilson  and  Rosen- 
berger  and  other  recent  writers  see  in  trauma 
little  more  than  a  "coincidental  condition," 
while  Da  Costa  and  others  beUeve  that  trauma 
is  often  a  determining  cause.  The  question  is 
intermixed  with  the  frequency  of  tuberculization 
and  the  definitions  of  what  constitutes  an  in- 
fected individual. 

Different  investigators  have  found  evidences  of 
tuberculosis  in  from  30  to  over  90  per  cent  of 
unselected  autopsies.  Most  children  of  the 
working  class  are  sensitized  to  tuberculosis  when 
they  reach  15  years,  though  comparatively  few 
show  then  or  later  any  evidence  of  clinical  tuber- 
culosis. Some  authors  (Baldwin,  Rau,  Fishberg) 
believe  that  this  early  infection  is  a  relative 
protection  against  adult  disease,  and  cite  the 
undoubted  fact  that  children  with  tuberculous 
joints  rarely  develop  phthisis.  This  is  par- 
ticularly striking  in  dorsal  Pott's  disease,  where 
the  ehild  not  only  carries  the  tuberculous  in- 


fection, but  its  breathing  power  is  diminished  by 
thoracic  deformity. 

Further  than  this,  tubercle  bacilli  have  not 
only  been  often  found  in  the  circulating  blood  in 
active  and  healed  bone  tuberculosis  (Krabbel, 
Mau)  but  in  the  tissues  of  apparently  healthy 
individuals.  If  most  adults  are  already  tuber- 
culized,  even  if  not  diseased  in  the  clinical  sense, 
the  preexisting  bacillary  infection  which  makes 
a  joint  vulnerable  to  tuberculosis  after  a  trauma 
is  usually  present;  moreover,  there  appears  to  be 
no  reason  to  suppose  that  many  of  these  individ- 
uals in  ordinary  health  would  ever  develop  this 
local  joint  infection  without  the  trauma;  so  one 
is  landed  not  so  very  far  from  the  pioneers  on  the 
question  of  the  importance  of  trauma  as  a  de- 
termining cause. 

The  importance  of  ordinary  dust  as  a  means  of 
transmission,  except  in  the  form  of  dried  sputum, 
is  still  uncertain. 

The  Hebrew  race  is  relatively  immune  to 
tuberculosis;  in  some  of  the  most  congested 
districts  of  the  East  Side  of  New  York  the  mor- 
tality from  tuberculosis  is  far  less  than  in  certain 
districts  inhabited  by  other  races  under  much 
more  hygienic  conditions.  In  certain  places  the 
Italians  are  markedly  immune  (Montclair,  N. 
J.,  Board  of  Health  reports);  the  negro,  on  the 
other  hand,  has  an  increased  susceptibility. 

The  fear  of  infection  in  pulmonary  cases  has 
been  excessive;  Baldwin  says  that  adults  are 
very  little  endangered  by  close  contact  with 
open  tuberculosis,  and  not  at  all  in  ordinary  as- 
sociation. It  is  probable,  from  experience  with 
nurses,  physicians,  and  other  patients  in  hospitals 
and  dispensaries,  that  bone  and  joint  tuberculo- 
sis, even  when  sinuses  exist,  is  non-communicable. 

The  following  statistics  are  quoted  from  Whit- 
man. In  13,308  cases  of  tuberculosis  of  the  bones 
and  joints  the  — 

Vertebrae  were  affected  in 42  per  cent^ 

Hip-joints 30  per  cent 

Other  joints 27  per  cent 

In  3561  cases  treated  at  the  Hospital  for  Rup- 
tured and  Crippled  and  at  the  Vanderbilt  Clinic, 
New  York  — 

40  per  cent  were  of  the  trunk. 
57  per  cent  were  of  the  lower  extremity. 
3  per  cent  of  the  upper  extremity. 

At  the  Boston  Children's  Hospital  the  dis- 
tribution in  3820  cases  were  as  follows: 

Trunk 51  per  cent 

Lower  extremity 47  per  cent 

Upper  extremity i  per  cent 

1  In  giving  percentages  fractions  are  omitted. 
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Terry  and  Allison  report  39  per  cent  spinal, 
31  per  cent  hip,  and  29  per  cent  all  other  joints, 
in  over  22,000  cases. 

From  the  records  of  the  H6pital  Maritime  at 
Berck,  Calve  reports  the  percentage  of  multiple 
cases  as  around  10  per  cent. 

In  most  statistics  there  is  a  considerable  pre- 
ponderance of  tuberculosis  of  the  right  side  at 
all  the  joints,  and  the  disease  is  somewhat  more 
common  in  males  than  females.  In  5461  cases 
treated  at  the  Hospital  for  Ruptured  and  Crip- 
pled, New  York,  about  seven-eighths  were  under 
14  years  of  age. 

Tuberculosis  of  bone  is  more  frequent  than  is 
usually  supposed;  Fraser  found  353  cases  exclu- 
sive of  spinal  and  joint  cases: 

28  per  cent  were  of  the  skull,  jaw,  and  mastoid. 
17  per  cent  were  of  the  upper  extremity. 
50  per  cent  were  of  the  lower  extremity. 
4  per  cent  were  of  the  ribs. 

Pirie  found  tuberculous  osteomyelitis  50  times 
in  8800  X-ray  cases. 

CLINICAL  FEATURES 

As  a  rule  tuberculous  bone  and  joint  disease  is 
extremely  insidious  and  it  is  usually  mon- 
articular. At  first  the  symptoms  are  mild  and 
pain  is  absent  or  not  marked.  If  in  the  lower 
extremity,  a  lameness  passing  oflF  and  recurring; 
if  in  the  spine,  a  certain  stiffness  of  posture  and 
movement  may  be  noted  early.  Muscular  wast- 
ing of  the  affected  limb,  stiffness  and  muscular 
spasm  in  the  joint  cases,  and  later  local  swelling 
and  local  or  referred  pain  may  be  marked;  it 
occurs  characteristically  as  night  cries  in  children; 
when  morbid  products  are  under  tension  pain  is 
severe.  Later,  abscess  and  sinus  formation, 
intoxication,  and  secondary  infection  with  pus 
germs  cause  general  deterioration  and  may  cause 
septic  symptoms  or  waxy  visceral  changes.  In 
the  joint  cases  characteristic  limitation  of  motion 
and  deformity  are  striking  features.  Recent 
studies  have  confirmed  C.  F.  Taylor's  conclusion 
of  a  generation  ago  that  bony  ankylosis  is  rare 
and  late.  Many  cases  recover  with  or  without 
treatment  and  a  considerable  number  recur. 
Ely  believes  that  recurrences  are  rarer  when 
abscesses  have  discharged,  and  some  of  the  late 
German  statistics  show  poorer  results  in  abscess 
cases  that  have  not  discharged. 

TUBERCULOUS   RHEUMATISM 

Much  has  been  written  in  France  by  Poncet, 
Leriche,  and  others  attempting  to  connect  joint 
and  other  painful  affections  in  tuberculous  sub- 
jects with  the  specific  irritation  or  infection  of 


tuberculosis.  Poncet  tries  to  bring  a  wide  range 
of  affections  under  this  category,  and  the  matter 
has  been  much  discussed  in  France  and  Germany 
in  a  voluminous  literature.  In  the  class  of  cases 
under  consideration  increase  of  pain  and  swelling 
sometimes  follow  the  injection  of  tuberculin. 
The  real  facts  in  the  case  are  not  yet  fully  evident. 
In  an  experience  of  6000  pulmonary  cases  Raw 
found  no  case  of  "tuberculous  rheumatism," 
but  he  has  seen  three  cases  of  severe  polyar- 
thritis in  glands  of  the  neck;  in  these  the  joint 
effusion  produced  bovine  tuberculosis  in  test 
animals. 

DIAGNOSIS 

In  spite  of  the  valuable  help  afforded  by  the 
newer  methods,  especially  the  tuberculin  test 
and  the  rontgen  ray,  the  main  reliance  must  still 
be  on  the  clinical  picture,  which  is  usually  suffi- 
cient to  justify  an  extremely  probable  diagnosis 
except  in  very  early  cases.  It  is  probable,  how- 
ever, that  there  are  a  good  many  cases  of  mild 
chronic  infection  of  various  kinds  which  masquer- 
ade as  bone  and  joint  tuberculosis. 

It  must  be  confessed  that  mistakes  in  the  early 
diagnosis  are  the  rule  rather  than  the  exception 
among  the  profession  at  large.  The  reason  why 
such  a  large  proportion  of  cases  are  diagnosed 
and  treated  in  general  practice  as  "rheumatism" 
seems  to  be  because  of  insuflScient  acquaintance 
with  the  cHnical  features  of  joint  disease  or  lack  of 
thoroughness  in  examination  rather  than  the 
absence  of  laboratory  tests.  Ely  and  others  have 
shown  the  large  numbers  of  errors  in  diagnosis 
in  bone  and  joint  disease  revealed  by  pathological 
study  of  specimens  even  in  carefully  observed 
cases,  which  is,  moreover,  the  experience  of  all 
joint  clinics.  Cabot  in  a  series  of  autopsies  at 
the  Massachusetts  General  Hospital  found  17 
cases  of  tuberculosis  of  the  spine  in  adults,  only 
three  of  which  had  been  diagnosed  during  life. 

Much  of  the  uncertainty  and  confusion  in 
diagnosis  arise  from  the  failure  to  realize  clearly 
just  what  it  is  that  one  wishes  to  find  out.  There 
are  different  kinds  and  refinements  of  diagnosis. 
One  must  first  locate  the  lesion.  This  is  not 
always  as  easy  as  it  sounds,  for  in  Pott's  disease 
we  may  have  pain  in  the  abdomen  or  legs,  in  hip 
disease  pain  in  the  knee.  Having  located  the 
disease,  one  must  ascertain  what  tissues  are 
affected,  where  and  how  much,  whether  the 
disease  involves  the  joint,  is  in  the  neighboring 
bone,  or  in  the  soft  parts.  Then  one  must 
diagnose  the  pathology  of  the  affection,  and 
whether  it  is  active  or  healed.  One  must  also 
consider  whether  the  lesion  fully  accounts  for 
the  symptoms.     Brackett  in  an  admirable  paper 
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emphasizes  the  following  important  points: 
Tuberculous  bone  and  joint  disease  is  usually 
unifocal,  remissions  are  usual,  development 
slow,  residual  symptoms  persistent,  pain  not 
prominent,  swelling  synovial,  temperature  nor- 
mal or  nearly  so,  except  in  cases  with  secondary 
pus  infections. 

A  clear  rontgen  plate  gives  valuable  informa- 
tion, but  a  poor  plate  is  often  misleading.  One 
should  remember  that  even  a  good  plate  may  re- 
quire expert  reading,  and  that  a  plate  is  often 
negative  in  early  cases,  though  it  will  usually 
show  bone  atrophy. 

A  plate  is  often  misleading  on  the  question  of 
ankylosis.  Unless  individual  trabeculae  can  be 
traced  from  bone  to  bone,  the  diagnosis  of  bony 
ankylosis,  or  even  of  mobility,  cannot  be  made 
from  the  rontgen  plate.  The  fluoroscope  is  not 
only  valueless  but  misleading  in  joint  work. 

Tuberculin  brought  in  contact  with  the  tis- 
sues causes  a  specific  reaction  in  human  beings 
who  have  or  have  had  local  tuberculosis.  The 
commonest  tests  are  the  Calmette  conjunctival 
test,  the  von  Pirquet  vaccination  test,  and  the 
Moro  inunction  test.  The  Calmette  test  is  no 
longer  popular  on  account  of  damage  to  the  eye 
in  certain  cases.  The  von  Pirquet  test  is  much 
used  and  is  reliable  in  a  high  percentage  of  cases. 

As  the  number  of  cases  that  have  become  more 
or  less  tuberculized  but  remain  without  symp- 
toms, and  of  healed  tuberculosis,  become  rapidly 
greater  with  age,  the  positive  reaction  in  the  older 
children  and  adults  is  often  without  great  clinical 
significance. 

Monrad  states  that  a  negative  von  Pirquet 
excludes  tuberculosis  with  97  per  cent  certainty. 
He  found  in  a  long  series  of  cases  that  the  von 
Pirquet  and  Moro  tests  were  concordant.  A 
positive  reaction  during  the  first  year  indicates 
active  tuberculosis;  in  the  second  year  active 
tuberculosis  is  indicated  in  six-tenths  of  the  cases, 
and  between  two  and  five  years  in  two- thirds; 
over  ten  years  about  two-thirds  of  the  positive 
reactions  are  due  to  inactive  lesions. 

Tuberculin  injected  subcutaneously  causes  in 
tuberculosis  a  rise  of  2°  F.  or  more  within  48 
hours,  accompanied  by  malaise  and  constitu- 
tional disturbances;  but  far  more  important  in 
the  bone  and  joint  cases  are  the  focal  symptoms, 
increased  pain,  tenderness,  and  swelling  in  the 
affected  joint  (Baer  and  Kennard,  Waldenstrom). 
This  is  the  most  reliable  tuberculin  test  in  bone 
cases,  but  may  not  always  be  entirely  harmless. 
In  many  cases  the  use  of  the  Wassermann  test 
to  exclude  syphilis  is  far  more  important  than  any 
tuberculin  test,  and  a  good  clinical  knowledge  of 


bone  and  joint  diseases  is  far  more  important  than 
either;  for  instance,  a  scoliosis  or  rachitic  spine 
may  in  the  vast  majority  of  cases  be  easily  dis- 
tinguished from  a  tuberculous  spine  by  a  trained 
observer  from  the  symptoms,  history,  and  phys- 
ical examination,  or  even  by  the  latter  alone. 

The  infection  of  a  guinea  pig  by  the  injection 
of  diseased  material  is  a  valuable  test.  Hage- 
mann  has  found  that  characteristic  local  reaction 
occurs  when  tuberculous  fluid  from  a  human  being 
is  injected  into  a  sensitized  guinea  pig.  Wolf- 
sohn's  article  contains  a  discussion  of  biologic 
reactions  based  on  264  recent  papers. 

The  finding  of  tubercle  bacilli  or  of  tubercles  in 
tissues  removed  at  operation  is  of  course  of  posi- 
tive value.  Other  diagnostic  aids  are  the  finding 
of  tubercle  bacilH  in  the  blood  (Krabbel)  and  in 
the  urine  and  faeces.  Keller  finds  the  coagulation 
time  of  the  blood  prolonged  to  6  or  7  minutes 
in  bone  and  joint  tuberculosis. 

In  the  differential  diagnosis  the  various  in- 
fections, including  rheumatism  —  a  thoroughly 
discredited  term — neuritis,  tumors,  rachitis,  and 
scurvy  must  be  considered.  Indeed,  the  Hst  of 
diseases  for  which  bone  and  joint  tuberculosis 
has  been  and  is  being  mistaken  is  a  very  long 
one. 

PROGNOSIS 

Prognosis  as  to  life  is  good  in  the  majority  of 
cases.  It  is  distinctly  improved  by  good  treat- 
ment. It  is  not  so  good  in  infants  and  adults  as 
in  children.  It  is  graver  in  the  spine  and  large 
joints  and  in  multiple  lesions.  It  is  probable  that 
the  dangers  of  abscess  formation  and  secondary 
septic  infections  have  been  exaggerated.  Under 
good  management  abscesses  and  sepsis  are  often 
prevented  and  are  usually  curable.  As  to  joint 
function  the  prognosis  is  serious;  recovery  usually 
takes  place  with  limited  motion  or  a  stiff  joint, 
which  may,  however,  be  capable  of  weight- 
bearing  and  of  great  usefulness.  Many  cured 
cases  marry  and  have  healthy  children.  It  is 
rare  that  such  children  develop  bone  or  other 
tuberculosis  if  living  under  hygienic  conditions. 

PREVENTION 

In  prevention  a  milk  supply  free  from  infection 
from  the  herd  or  from  dust  is  important;  infected 
butter,  cottage  cheese,  and  ice  cream  should  be 
eliminated.  In  view  of  recent  revelations  it  is 
clear  that  these  measures  can  be  secured  only 
through  proper  legislation  and  rigid  official  in- 
spection of  farms,  dairies,  and  milk  products. 
Of  the  greatest  importance  is  the  avoidance  of 
close  association  with  consumptive  people  in 
the  family.    The  danger  is  greatest  in  advanced 
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cases  when  the  sputa  are  neglected.  Close  and 
prolonged  association  in  small  dark  rooms,  and 
even  sleeping  in  the  same  bed,  are  common  in 
the  tenements.  Advanced  cases  that  cannot  be 
properly  cared  for  at  home  should  be  segregated. 
Sputa  should  be  burned  or  disinfected  and  in- 
fected rooms  fumigated.  Cleanliness,  freedom 
from  flies  and  dust,  and  a  free,  active,  hygienic 
life  with  sunshine,  fresh  air,  ample  nourishment, 
and  the  avoidance  of  alcohol  and  narcotics  are 
the  great  safeguards;  the  best  defences  are  those 
thus  provided  by  the  general  vigor  of  the  or- 
ganism. Tenement,  school,  shop,  factory, 
business,  industrial,  and  even  country  life  as 
usually  conducted  cannot  be  said  to  be  favorable, 
and  periodic  examinations  should  be  made. 

TREATMENT 

The  treatment  is  general,  local,  and  the  manage- 
ment of  complications  and  deformities. 

In  spite  of  some  statistics,  like  Konig's,  tending 
to  show  that  in  a  considerable  proportion  of 
cases  the  disease  is  isolated,  the  conviction  has 
been  gaining  ground  that  one  must  recognize 
and  treat  the  general  condition.  Since  there 
has  been  a  strict  and  prolonged  hygienic  and  tonic 
management,  the  results  have  been  much  better; 
this  is,  however,  also  true  of  many  non-tubercu- 
lous conditions.  It  is  also  true  that  when  bone  or 
joint  tuberculosis  is  cured  by  operative  or  other 
local  means  the  health  improves.  A  formal  fresh 
air  and  sunlight  treatment,  as  elaborated  at 
Berck  near  Boulogne,  Leysin  in  Switzerland,  Sea 
Breeze  at  Coney  Island,  Southampton,  N.  Y., 
and  elsewhere  have  constituted  the  most  im- 
portant advance  in  the  general  management  of 
bone  and  joint  tuberculosis  in  a  generation.  It 
should  not  be  forgotten  that  all  these  cures  use 
joint  fixations  and  respect  the  limitation  in  regard 
to  exercise  demanded  by  the  diseased  joint. 
There  is  a  real  conflict  here  between  the  general 
and  local  requirements.  Vigor  demands  ex- 
ercise, a  tuberculous  joint  requires  rest,  and 
abundant  experience  has  shown  that  the  local 
requirement  takes  precedence  during  the  active 
stage  of  the  disease.  The  fresh-air  and  sunlight 
cures  at  Berck  and  Leysin  include  not  only  local 
rest  but  usually  long  periods  of  recumbency  and 
often  other  measures.  The  Hopital  Maritime 
at  Berck,  with  over  a  thousand  beds,  was  founded 
the  middle  of  the  last  century.  Joachimsthal 
reports  that  under  Menard  300  beds  are  reserved 
for  bed  cases  and  200  beds  for  those  who  can  be 
out  of  bed  a  few  hours  a  day.  Calot,  at  Berck, 
with  300  beds  combines  injections  with  recum- 
bency and  fresh-air  and  orthopedic  treatment. 


Although  the  fresh-air  treatment  for  joint  tuber- 
culosis was  emphasized  in  this  country  in  the 
sixties  by  Davis,  Sayre,  and  C.  F.  Taylor,  whose 
endeavor  was  to  abolish  or  lessen  recumbency, 
and  not  so  much  increase  activity,  which  was 
carefully  restricted,  as  enable  the  patient  to  get 
the  benefit  of  more  air  and  sunshine  as  well  as  to 
protect  the  joint,  they  soon  found  that  it  was 
necessary  to  go  back  to  short  or  prolonged  periods 
of  recumbency  in  many  cases.  The  reports  from 
Berck  and  elsewhere  and  the  success  of  a  more 
formal  fresh-air  technique  in  the  treatment  of 
pulmonary  cases  resulted  in  the  establishment 
of  many  seashore  and  country  homes  and  the 
introduction  of  flat  roofs  and  balconies  in  hospital 
and  sanitaria.  The  introduction  of  sleeping 
porches  at  the  Southampton  Home  gave  dis- 
tinctly better  results.  Experience  has  shown 
the  beneficial  results  of  aerotherapy,  not  only  in 
sanitaria  at  the  seashore  and  at  various  levels 
inland,  but  also  in  the  home,  and  even  in  the 
tenement  (H.  L.  Taylor).  Willard  has  wisely 
remarked  that  it  is  far  better  to  take  25,000  daily 
doses  of  fresh  air  than  3  of  drugs. 

Sunlight  therapy,  under  the  leadership  of 
Rollier,  probably  marks  the  greatest  advance  in 
the  treatment  of  these  cases  in  many  years. 
While  Rollier  lays  stress  on  a  considerable  eleva- 
tion (Leysin  about  4000  feet),  Revillet,  Vulpius, 
and  others  report  just  as  good  results  from  the 
seashore  or  comparatively  low  levels. 

Aschenheim  found  lymphocytosis  of  the  pe- 
ripheral blood  after  an  hour's  exposure  of  the 
skin  to  direct  sunlight.  Sunlight  causes  peripheral 
or  local  hyperaemia  and  is  bactericidal.  Di 
Cristina  finds  that  oxidation  and  metabolism 
are  markedly  stimulated.  The  benefit,  other 
things  being  equal,  is  proportional  to  the  amount 
of  tanning  produced.  Hagemann  believes  that 
red  rays  as  well  as  the  ultra-violet  are  therapeutic, 
and  reminds  us  that  the  exposure  of  the  skin  to 
air  is  in  itself  beneficial. 

Rollier  begins  by  gradually  exposing  the  af- 
fected area  for  five  minutes  and  increasing  the 
area  and  the  time  until  a  complete  exposure  is 
obtained  for  several  hours.  Patients  may  have 
their  heads  protected  by  shade  hats  and  the  eyes 
by  shades  or  goggles  if  necessary;  wind,  damp,  and 
fog  are  unfavorable,  but  patients  will  stand 
astonishingly  low  temperatures  in  a  state  of 
complete  nudity.  The  children  under  the  writer's 
care  at  the  Southampton  Fresh  Air  Home  have 
been  exposed  entirely  nude  for  6  hours  a  day 
during  the  past  summer  with  the  greatest  benefit, 
and  no  complaint  on  their  part. 

Rollier's  extraordinarily  favorable  results  in 


TAYLOR:    TUBERCULOSIS  OF  THE  BONES  AND  JOINTS 


cases  incurable  by  the  usual  methods  have  been 
verified  by  Bardenheuer  and  other  eminent  ob- 
servers. 

Some  clinicians  like  Bernhard  give  a  local  ex- 
posure only,  with  a  maximum  of  3  or  4  hours 
daily,  and  believe  that  in  this  way  a  greater 
local  effect  on  the  focus  is  secured.  All  warn 
against  burning  the  skin  by  too  energetic  treat- 
ment. This,  we  have  found  at  Southampton, 
may  be  avoided  by  using  talcum  powder  freely 
the  first  week. 

It  is  probable  that  there  may  be  some  value  in 
using  electric  light  to  supplement  the  use  of 
sunlight  or  when  sunlight  is  not  available; 
Hagemann  reports  good  results  from  the  use  of 
quartz  lamps. 

Our  present  knowledge  of  the  value  of  fresh 
air  and  sunlight  in  the  treatment  of  tuberculous 
joint  disease  makes  it  imperative  that  hospital 
construction  should  be  profoundly  modified 
with  this  in  view,  and  that  chronic  and  con- 
valescent cases  should  be  cared  for  in  country 
hospitals. 

Diet  should  be  generous  with  an  ample  supply 
of  milk  and  eggs,  fresh  vegetables,  fruit,  and 
digestible  fats.  No  first-class  orthopedic  surgeon 
places  any  reliance  on  the  use  of  drugs. 

TUBERCULINS   AND   SERA 

The  number  of  tuberculins,  vaccines,  and 
serums  is  very  large  and  the  literature  volumi- 
nous, but  the  practical  results  in  the  treatment  of 
tuberculosis  of  the  bones  and  joints  are  dis- 
appointing. While  many  report  improvement, 
the  evidence  that  such  improvement  is  greater 
than  would  have  taken  place  under  similar  con- 
ditions without  tuberculin  is  not  convincing,  and 
the  eager,  almost  frantic,  search  for  new  tuber- 
culins and  sera  continues  undiminished  and  is  in 
itself  evidence  of  unsatisfactory  results  up  to  the 
present  time.  The  latest  phases  of  the  question 
are  extensively  treated  by  Bandelier  and  Roepke, 
and  the  present  status  of  tuberculin  therapeutics 
may  be  judged  from  the  Transactions  of  the  Fifth 
Annual  Meeting  of  the  British  National  Associa- 
tion for  the  Prevention  of  Tuberculosis,  1913.  In 
the  appendix,  Pannevitz,  secretary  of  the  In- 
ternational Antituberculosis  Association,  out- 
lines the  views  of  German  specialists.  The 
views  are  conflicting,  but  the  consensus  of 
opinion  shows  that  tuberculin  may  be  harmful 
in  early,  febrile,  or  terminal  cases,  and  Rabino- 
witsch  in  the  above  report  states  that  he  has 
found  that  virulent  bacilli  enter  the  blood  after 
injections  sufiicient  to  provoke  a  general  re- 
action, and  may  disseminate  the  disease.  Painter, 


after  a  full  discussion  of  work  done  up  to  191 1, 
suggests  that  immunity  in  surgical  tuberculosis 
is  largely  a  local  affair,  as  healing  and  advancing 
lesions  are  often  found  in  close  proximity;  he 
finds  that  Wright's  opsonic  index  is  uncertain 
and  the  value  of  tuberculin  unproven.  Czerny 
has  never  seen  greater  improvements  under 
tuberculin  than  in  other  cases  without.  Waugh, 
after  five  years'  trial  of  Koch's  new  tuberculin 
and  Wright's  bacillary  emulsion  at  the  London 
Hospital  for  Sick  Children,  has  abandoned 
tuberculin  in  all  forms  of  surgical  tuberculosis. 

The  late  reports  on  the  much  vaunted  Fried- 
man's culture,  ending  with  the  report  of  the  com- 
mittee of  the  United  States  Public  Health  Ser- 
vice just  out,  are  uniformly  unfavorable.  It  is 
neither  curative  nor  harmless. 

Marmorek's  serum  has  been  much  extolled. 
Glaessner  says  that  among  70  critical  papers  only 
II  were  unfavorable. 

Many  enthusiastic  reports  of  Spengler's  I  K 
serum  are  to  be  found,  but  Bandelier  and  Roepke 
consider  Spengler's  serum  valueless  and  Mar- 
morek's as  still  on  trial. 

There  is  no  evidence  convincing  to  the  writer 
that  any  form  of  vaccine  or  serum  is  of  practical 
value  in  bone  and  joint  tuberculosis,  and  there 
is  much  evidence  that  improper  selection  of 
cases  or  dosage  may  be  harmful.  As  Ridlon 
picturesquely  puts  it,  "Tuberculin  in  harmless 
doses  is  useless;  administered  in  larger  doses  it  is 
both  dangerous  and  harmful." 

LOCAL   TREATMENT 

Fixation  by  splints  is  still  the  main  reliance  to 
put  the  diseased  joint  at  rest  and  protect  it  from 
strain  and  injury.  Ely  believes  that  fixation, 
whether  by  splints  or  operation,  acts  by  causing 
fatty  degeneration  of  the  red  bone-marrow,  con- 
verting it  into  yellow  marrow,  and  causing  atrophy 
of  the  synovial  membrane,  thus  rendering  both 
tissues  unfavorable  to  the  growth  of  bacillary 
foci.  It  cures  by  starvation.  Fixation  by 
simple  steel  splints  for  the  lower  limbs,  and  neck 
halters  for  the  shoulder  and  elbow,  was  ad- 
vocated and  successfully  employed  by  Thomas 
more  than  a  generation  ago,  and  has  gained 
ground  up  to  the  present  time  through  the 
popularization  of  plaster  of  Paris  splints  by  Sayre, 
Gibney,  Phelps,  and  others,  and  since  Lorenz 
showed  the  excellent  results  obtainable  by  fixa- 
tion without  traction  and  advocated  the  de- 
sirability of  attaining  ankylosis  rather  than 
motion.  With  fixation  is  often  combined  re- 
cumbency, or  suspension  of  the  limb,  by  the  use  of 
a  high  shoe  on  the  well  limb  and  crutches.    In 
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infants  and  spinal  cases  the  Bradford  gas-pipe 
frame  or  Whitman's  modification  does  good 
service. 

High,  long  continued  traction,  combined  with 
recumbency  or  suspension  of  the  Umb  as  advo- 
cated by  C.  F.  Taylor,  was  a  great  advance  over 
previous  methods,  but  has  been  rapidly  losing 
ground  and  is  now  reserved  for  acute  cases,  and 
even  in  hip  cases  has  been  practically  superseded 
by  fixation.  Very  few  traction  hip  splints  are 
now  applied  by  orthopedic  surgeons,  and  in 
the  inactive  and  painless  stages  weight-bearing 
is  allowed  with  fixation  by  the  short  plaster 
spica  (Lorenz,  Goldthwait).  Judgment  is  re- 
quired, but  experience  has  shown  that  in  the 
majority  of  cases  free  from  pain  and  active  joint 
symptoms  weight-bearing  with  fixation  is  often 
advantageous. 

Dickson  and  Willard  in  their  recent  statistical 
paper  based  on  200  cases  of  tuberculosis  of 
various  joints  treated  conservatively  and  observed 
five  years,  report  142  arrested,  45  still  under 
treatment,  and  13  deaths.  As  to  deformity, 
there  were  100  good,  60  fair,  and  40  poor  results. 
The  earlier  the  treatment  was  begun  the  better 
was  the  result. 

Bier's  congestion  with  the  elastic  band  has  not 
proved  an  important  advance  in  the  treatment  of 
tuberculous  joint  disease.  It  seems  to  be  of  some 
value  in  some  elbow  and  wrist  cases.  Bier  him- 
self now  advocates  giving  iodide  of  potassium 
gr.  XV  t.i.d.  in  conjunction  with  congestion  in 
order  to  prevent  unpleasant  consequences. 

Counterirritation,  much  used  in  the  past,  seems 
to  be  without  value.  The  injection  of  various 
substances  into  or  near  the  focus  of  disease  has 
been  much  used  in  Europe,  especially  in  France 
and  Germany.  Calot  and  others  have  per- 
sistently extolled  its  merits  without  convincing 
American  surgeons.  Iodoform  in  ether,  oil,  or 
glycerine  has  probably  been  the  most  popular 
injection.  In  a  recent  paper  Brackett,  one  of 
our  best  observers,  advocated  the  use  of  sterile 
iodoform  oil  under  tension  in  early  cases  of 
tuberculous  synovitis,  but  the  injection  method  is 
not  popular  in  this  country  Redard  prefers  a 
10  per  cent  iodoform  oil  injection,  while  Calot 
uses  a  camphor  naphthol  solution  as  well  as 
iodoform.  This  question  was  discussed  at 
length  at  the  French  Surgical  Congress,  1909. 

RONTGEN  RAYS 

Reports  of  the  beneficial  effect  of  rontgen  rays 
upon  tuberculous  joints,  especially  in  synovial 
cases  and  in  intractable  cases  with  sinuses, 
are  becoming  frequent. 


Kirmisson,  according  to  Wilson,  used  the  rays 
in  1898  in  bone  and  joint  tuberculosis,  and  he  and 
others  reported  cures. 

Iselin  has  perfected  the  technique  which  con- 
sists in  raying  the  joint  on  four  sides  through 
aluminum  screens;  he  reports  on  800  cases. 
In  multiple  foci  only  those  foci  exposed  to  the 
rays  improved.  He  is  certain  that  many  cases 
were  saved  from  amputation.  Increase  of  weight 
was  frequently  noted.  He  warns  against  burn- 
ing the  skin  and  interfering  with  growth  at 
epiphyses.  The  writer  has  seen  cases  riddled 
with  sinuses  and  apparently  hopeless  recover 
under  rontgen-ray  treatment  with  perfected 
technique  and  considers  it  second  only  to  the  sun 
treatment  in  such  cases.  Negative  results  have 
also  been  reported  (Friind),  but  the  proper 
technique  has  been  developed  very  recently. 

The  foregoing  comprise  the  standard  conserva- 
tive methods  of  treating  bone  and  joint  diseases, 
and  it  is  to  be  noted  that  the  use  of  conservative, 
as  contrasted  with  operative,  methods  for  chil- 
dren has  steadily  increased  during  the  past 
generation.  Portable  appliances  with  traction 
brought  into  vogue  by  the  American  pioneer 
orthopedic  surgeons  largely  displaced  recum- 
bency and  the  rather  crude  surgery  of  the  time. 
Later,  operative  technique  and  joint  surgery  were 
developed  and  the  attempt  was  made  in  England 
(Wright)  and  Germany  to  cure  joint  diseases  by 
early  excision.  The  results  were  disappointing 
so  far  as  children  were  concerned.  In  adults,  as 
will  presently  be  seen,  conservative  treatment  is 
less  satisfactory,  and  radical  operation  is  the 
standard  procedure.  In  the  last  decade  there 
has  been  a  marked  tendency  to  discard  com- 
plicated appliances  and  rely  on  fixation,  with  or 
without  weight-bearing,  reserving  traction  for 
exceptional  cases.  The  amount  of  residual 
stiffness  is  determined  rather  by  the  extent  and 
duration  of  the  pathological  process  than  by  the 
fixation.  The  perfection  of  the  air  and  sunlight 
treatment,  and  also  of  radiation,  promises  to 
usher  in  a  fresh  advance  of  fundamental  impor- 
tance. It  is  to  be  noted  that  under  the  sun  and 
ray  treatments  the  joint  makes  a  better  recovery, 
there  is  less  final  destruction  and  more  motion, 
even  under  less  strict  orthopedic  treatment,  while 
major  surgery  is  rarely  necessary, 

TREATMENT   OF   ABSCESSES   AND   SINUSES 

Konig  and  others  have  found  that  the  mortahty 
was  nearly  twice  as  great  in  cases  of  knee  tuber- 
culosis complicated  by  suppuration  as  in  the  non- 
suppurative cases,  and  suppuration  and  secondary 
infection  have  been  and  still  are  considered  grave 
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complications  by  most.  This  fear  has  not  been 
generally  shared  by  orthopedic  surgeons,  since 
under  good  hygienic  and  orthopedic  treatment  of 
the  affected  joint  the  majority  of  cases  do  well. 
Still  even  under  these  conditions  there  is  a  con- 
siderable percentage  of  abscess  cases  that  are 
prolonged  and  recurrent,  and  a  smaller  percent- 
age that  go  on  to  waxy  degeneration,  or  exhaus- 
tion, and  end  fatally.  The  fear  of  an  open  abscess 
lies  at  the  root  of  the  French  injection  treatment, 
and  appears  to  us  exaggerated;  at  the  same  time 
the  very  large  number  of  new  methods  constantly 
being  brought  forward  is  in  itself  an  indication 
that  the  usual  treatment  has  not  been  found 
generally  satisfactory.  There  has  been  much  dis- 
cussion as  to  whether  tuberculous  abscesses  should 
be  opened  at  all  or  not,  and  if  they  are,  whether 
they  should  be  injected,  curetted,  or  let  alone. 
It  must  be  premised  that  with  careful  orthopedic 
and  hygienic  treatment,  abscesses  are  rarer,  of 
shorter  duration,  and  are  frequently  entirely 
absorbed  without  opening.  It  is  the  consensus 
of  the  best  opinion  that  a  cold  abscess  when  deep 
should  be  let  alone;  a  hot  or  infected  abscess 
should  be  freely  drained  at  once.  A  certain 
number  of  cold  abscesses  are  absorbed  after 
aspiration;  but  the  method  is  unsatisfactory,  as 
necrotic  shreds  and  coagula,  the  elements  most 
needing  removal,  are  too  large  to  pass  through 
the  needle.  Evacuation  through  a  small  in- 
cision with  immediate  closure,  as  practiced  by 
some,  seems  to  the  writer  inferior  to  incision  and 
drainage.  After  observing  and  trying  many 
methods  the  writer  favors  opening  a  cold  abscess 
when  superficial  and  subsequent  sterile  dressing 
with  alcohol  cleansing  of  the  skin.  The  use  of 
drainage  tubes  is  to  be  avoided;  the  writer  has 
seen  many  abscess  cases  recover  after  the  removal 
of  drainage  tubes.  With  the  possible  exception 
of  iodine  solutions  for  a  short  time  in  exceptional 
cases,  there  appears  to  be  no  advantage  in 
antiseptic  or  digestive  injections  with  abscesses 
and  sinuses,  and  the  results  are  much  worse 
after  curettage  of  the  abscess  walls.  If  there  is  a 
sequestrum  or  other  indications  for  operation  on 
the  bone  or  joint,  they  should  be  considered  on 
their  merits  rather  than  from  the  point  of  view 
of  the  treatment  of  the  abscess  alone.  In  one 
position  a  cold  abscess  may  constitute  a  surgical 
emergency,  namely,  in  the  posterior  mediastinum, 
in  cases  of  high  dorsal  Pott's  disease.  Such  an 
abscess  may  require  quick  drainage  to  prevent 
suffocation  from  pressure  on  the  bronchi.  This 
may  be  done  by  excising  the  proximal  end  of 
a  rib  and  by  blunt  dissection  close  to  the  verte- 
bral body. 


Another  formidable  complication  which  is 
frequently  taken  as  an  indication  for  surgical 
interference  is  pressure  paraplegia  in  Pott's 
disease.  It  was  clearly  shown  by  Taylor  and 
Lovett  in  1886  that  this  complication  was  due  to 
the  pressure  upon  the  cord  of  thickened  mem- 
branes, abscesses,  or  granulations,  and  very  seldom 
to  bone  pressure,  and  that  the  prognosis  under 
recumbency  and  brace  treatment  was  excellent. 
Although  laminectomy  has  been  much  used,  it 
has  proved  on  the  whole  unsatisfactory,  and  has 
been  practically  discarded  by  those  who  have  had 
the  most  experience.  Robert  Jones  states  that 
97  per  cent  of  the  cases  of  Pott's  paraplegia  re- 
cover under  conservatism  and  treatment  of 
abscesses.  Of  132  cases  Menne  in  191 2  reported 
56  per  cent  improved  or  cured  after  laminectomy. 
In  view  of  the  clinical  course  of  Pott's  paraplegia, 
we  must  believe  that  many  of  these  would  have 
recovered  spontaneously. 

Fresh-air  treatment,  heliotherapy,  and  radio- 
therapy undoubtedly  constitute  the  greatest 
advance  that  has  been  made  in  a  decade  in  the 
treatment  of  persistent  suppuration  complicating 
bone  and  joint  tuberculosis,  and  will  doubtless 
modify  and  sometimes  replace  both  orthopedic 
treatment  and  surgery.  They  are  of  primary  im- 
portance in  many  cases,  and  the  evidence  is  con- 
vincing that  they  can  often  accomplish  what  no 
other  treatment  can. 

The  injection  of  Beck's  paste — bismuth  sub- 
nitrate  30  parts,  vaseline  60  parts —  scored  many 
successes  soon  after  its  introduction  in  1908;  but 
soon  reports  of  failure,  bismuth  poisoning,  and 
other  unfavorable  results  began  to  appear,  and 
the  search  for  substitutes  began.  Ridlon  and 
Blanchard,  Salatich,  and  others  have  secured 
results  just  as  good  with  vaseline  and  other 
pastes  without  bismuth.  Beck  in  his  latest 
paper  still  claims  much  for  his  method,  but 
enthusiasm  for  the  treatment  has  decidedly 
waned.  Sever  and  others  report  good  results 
from  Bier's  suction  treatment  in  sinuses. 

Injections  of  solutions  of  iodoform  in  ether, 
oil,  or  glycerine  into  abscesses  and  sinuses  had  a 
great  vogue  some  years  ago,  but  the  treatment 
appears  to  be  less  popular  at  present  except  in 
the  form  of  the  Mosetig-Moorhof  paste  for  use 
in  bone  cavities  or  after  joint  operations  (Nove- 
Josserand  and  Rendu).  Berand  claims  better 
results  from  filling  the  cavity  48  hours  after 
the  operation.  Niblett  reports  excellent  results 
in  the  service  of  Tunstall  Taylor  from  the  bi- 
weekly injection  of  2  drams  of  old  tuberculin 
1:500  into  the  depths  of  old  sinuses.  This  has 
a  stimulating  effect  on  sinus  walls. 
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OPERATIVE   TREATMENT 

In  the  last  decade  or  two  the  treatment  of 
children  has  on  the  whole  become  more  conserva- 
tive, the  treatment  of  adults  more  operative. 
The  problem  in  the  adult  is  different  from  that  in 
the  child  both  clinically  and  economically,  and 
an  early  radical  operation  is  usually  the  most 
satisfactory  solution. 

In  children  conservative  treatment  gives  satis- 
factory results  in  the  majority  of  cases,  and 
radical  operations  are  reserved  for  cases  with  a 
definite  circumscribed  extra-articular  focus  and 
for  intractable  cases  in  which  conservatism  has 
failed.  Excision  of  the  hip  is  done  on  probably 
less  than  5  per  cent  of  the  cases  of  hip  tuberculo- 
sis at  the  Hospital  for  Ruptured  and  Crippled, 
New  York,  and  the  Boston  Children's  Hospital. 
Knee  excision  in  children  under  14  is  rejected 
here,  except  as  a  life-saving  measure.  Very 
early  excision  in  children  as  practiced  at  one  time 
by  Wright  of  Manchester,  and  others  has  proven 
unsatisfactory. 

General  surgeons  have  favored  radical  opera- 
tions more  than  orthopedic  surgeons,  but  though 
orthopedic  surgeons  have  become  better  equipped 
on  the  operative  side,  the  treatment  of  children 
is  more,  rather  than  less,  conservative,  and  with 
the  development  of  heliotherapy  is  likely  to 
become  still  more  so.  One  must  also  make  a 
distinction  between  bone  and  joint  surgery, 
for  in  tuberculosis  of  the  shaft  and  in  foci  not 
involving  joints,  and  these  are  commoner  than 
is  usually  supposed,  surgery  is  and  should  be 
freely  employed. 

These  two  factors  enter  largely  into  the  views 
and  practice  of  surgeons,  together  with  others; 
namely,  the  hospital,  mechanical,  and  other 
facilities  at  the  disposal  of  the  surgeon,  and 
personal  aptitude  and  training.  It  is  natural 
that  a  man  who  has  been  trained  as  an  operator 
and  has  operating  facilities  should,  other  things 
being  equal,  have  a  preference  for  operating,  and 
that  a  man  skilled  in  conservative  and  mechanical 
treatment  should  equally  prefer  conservatism. 
Bone  and  joint  surgery  has  now  reached  a  point 
where  it  is  realized  that  the  surgeon  who  is  to 
treat  such  cases  should  be  trained  in  both  meth- 
ods. The  mechanics  have  become  simplified, 
and  major  surgery  in  children  is  largely  reserved 
in  France  and  America  and  by  many  of  the 
best  English,  German  and  Italian  surgeons  to 
cases  presenting  special  indications.  In  looking 
over  recent  literature,  however,  the  writer  has 
been  surprised  to  find  that  some  surgeons  of 
high  rank,  like  Garre  of  Bonn,  and  Stiles  of 
Edinburgh,  still  perform  excisions  in  large  num- 


bers on  young  children,  and  both  recommend  knee 
excisions  in  very  young  children  as  a  standard 
procedure. 

Tubby  in  his  monumental  work  on  disease  of 
the  bone  and  joints  is  conservative  in  regard  to 
children,  as  is  also  Robert  Jones,  probably  the 
greatest  living  bone  and  joint  surgeon,  though 
operating  freely  to  meet  special  indications. 
Those  surgeons  who,  like  Murphy,  draw  their 
experience  largely  from  adults,  will  rightly  have 
a  more  operative  point  of  view.  Hoffa  was 
conservative,  as  is  Lorenz;  in  fact,  the  orthopedic 
surgeons  are  nearly  all  conservative,  while  the 
general  surgeons,  especially  in  England  and 
Germany,  seem  to  be  divided  in  their  tendencies. 

The  best  orthopedic  authorities  are  practically 
unanimously  in  favor  of  rest,  fixation,  light  and 
air  treatment  for  children  with  tuberculous  joints, 
reserving  radical  operations  for  diseases  of  the 
shaft,  for  foci  near  the  joint,  where  the  joint  is  not 
seriously  involved,  or  for  cases  where  conser- 
vatism has  failed.  For  adults,  removal  of  the 
focus,  whether  by  excision  or  otherwise,  is 
generally  recommended.  Curettage  or  other 
partial  operations  are  often  worse  than  useless. 
The  surgical  ideal  is  the  complete  removal  of  all 
diseased  tissue.  This,  however,  except  in  the 
case  of  a  small  isolated  focus  or  in  disease  of  the 
shaft,  is  probably  impossible,  and  according 
to  the  views  of  Ely  it  is  only  necessary  in  doing 
a  resection  to  oppose  comparatively  healthy 
bone  surfaces  and  produce  ankylosis,  after  which 
the  disease  will  die  out  in  adjacent  tissues. 

Stiles  gives  the  following  recent  statistics  of 
the  results  in  205  resections  of  hip,  knee,  elbow, 
and  ankle:  good  or  useful  limbs,  43  per  cent,  bad 
3  per  cent,  subsequent  amputation  10  per  cent, 
deaths  12  per  cent,  not  traced  31  per  cent. 

Garre  reports  261  hip  cases  treated,  with  65 
resections;  of  these  one- third  died  in  the  hospital 
against  51  per  cent  reported  by  Konig,  but  there 
were  6  more  deaths  after  discharge,  making  a 
total  death  rate  of  46  per  cent.  About  half  of 
the  resections  gave  functionally  good  results, 
although  three-quarters  walked  without  crutch 
or  cane.  In  the  109  cases  treated  conservatively 
there  were  only  slightly  better  functional  results, 
and  the  deaths  included  about  one-third  of  the 
cases.  Over  one-quarter  of  the  cases  were  con- 
sidered to  be  purely  synovial,  but  of  13  synovec- 
tomies only  one  was  satisfactory. 

In  the  knee  133  cases  were  treated  purely  con- 
servatively, with  good  results  in  about  one-half. 
After  188  resections  there  were  14  deaths,  but 
in  the  remaining  cases  there  was  a  pathological 
cure  in  92  per  cent. 
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In  a  third  of  the  cases  excised  before  13  years 
of  age  there  was  a  fixed  flexion  at  an  angle  of  1 50 
degrees  or  less. 

Garre  reports  good  results  in  tuberculosis  of 
the  ankle  from  removal  of  the  astragalus  or 
excision  of  the  joint.  Function  is  better  in 
children  than  adults,  who  are  apt  to  be  left  with  a 
valgus  foot.  Eraser  has  pointed  out  that  the 
disease  begins  in  the  neck  of  the  astragalus  in  the 
majority  of  cases.  Sever  finds  the  localization 
in  the  astragalus  in  74  out  of  252  cases,  and  after 
extensive  experiences  advises  conservatism  in 
children.  The  reviewer  has  found  that  many,  if 
not  most,  cases  do  well  under  conservative  treat- 
ment, but  that  some  of  the  severer  cases  are 
quickly  cured  by  the  removal  of  the  astragalus 
even  in  very  young  children. 

A  report  of  late  authoritative  opinions  with 
the  literature  on  resections  of  different  joints 
may  be  found  in  Whitman's,  Lange's,  Tubby's, 
and  Eraser's  handbooks,  and  in  the  admirable 
statistical  papers  from  Garre's  service  in  the 
Beitrdge  zur  klinischen  Chirurgie  for  1913. 

Amputation,  formerly  extensively  practiced 
in  tuberculous  joints,  is  now  used  only  as  a  life- 
saving  measure  after  other  means  have  failed. 

OPERATIONS  FOR  DEFORMITY 

It  is  now  generally  realized  that  disabling 
deformities  can  and  should  be  prevented  by 
proper  fixation  during  the  active  stage  of  the 
disease. 

If  the  patient  presents  during  the  active 
stage  with  deformity,  traction  in  bed,  or  the  ap- 
plication of  successive  casts,  will  usually  overcome 
it.  So  much  of  the  deformity  as  depends  upon 
muscular  spasm  owing  to  active  joint  symptoms 
may  be  overcome  by  anaesthesia,  which,  however, 
is  seldom  necessary.  The  use  of  forcible  cor- 
rection during  active  disease  is  most  unsatisfac- 
tory. This  is  well  illustrated  by  the  failure  of 
the  Calot  method  of  forcible  correction  of  the 
kyphos  in  Pott's  disease;  spinal  deformity  may, 
however,  be  improved  by  leverage  splints,  the 
frame,  or  by  jackets. 

Eixed  deformities  may  be  corrected  by  os- 
teotomy, which  is  the  preferable  method  and 
gives  better  and  more  permanent  results  than 
forcible  correction,  besides  being  less  dangerous. 
Tenotomies  of  contracted  tendons  are  added  if 
required.  At  the  hip  an  osteotomy  near  the 
level  of  the  lesser  trochanter  is  the  standard 
procedure  for  flexion,  adduction,  and  rotation 
deformities.  Jones  prefers  to  do  an  osteotomy  of 
the  femur  in  two  steps:  at  the  first  operation  the 
femur  is  chiseled  two- thirds  through;  two  weeks 


later  it  is  broken  and  the  deformity  corrected. 
Few  advise  this.  Osteotomy  may  be  done  with 
a  small  osteotome  subcutaneously,  or  by  open 
operation.  Brackett  advises  open  incision 
through  the  space  between  the  tensor  vaginae 
femoris  and  the  gluteus  medius  and  a  curved 
division  of  the  bone  with  a  narrow  osteotome  to 
avoid  splintering  and  displacement. 

Fixed  flexion  at  the  knee  usually  requires 
division  of  the  hamstrings  and  an  osteotomy 
above  the  condyle.  If  severe,  an  additional 
osteotomy  below  the  tibial  tuberosities  may  be 
done  or  a  wedge  taken  out  of  the  joint  —  cunei- 
form resection.  Osgood  has  devised  a  very 
ingenious  plastic  operation  above  the  condyles  to 
overcome  fixed  knee  flexion. 

It  is  not  generally  realized  that  practically  all 
angular  deformities  may  be  corrected,  even  in 
adults,  by  comparatively  simple  and  safe  opera- 
tions. Many  more  such  operations  should  be 
done  than  has  heretofore  been  the  custom. 

ANKYLOSING   OPERATIONS 

Strong  corroborative  evidence  that  ankylosis 
of  a  diseased  joint  is  beneficial  or  curative  aside 
from  the  removal  of  diseased  tissue  is  afforded 
by  the  new  operations  on  the  spine,  in  which  the 
operative  field  is  entirely  outside  the  diseased 
area,  and  in  which  beneficial  effects  can  only 
be  due  to  fixation. 

Hibbs'  operation,  pubhshed  in  May,  191 1,  is  a 
plastic  operation  on  the  denuded  spinous  pro- 
cesses and  laminae.  Albee  (September,  191 1) 
splits  the  spinous  processes  and  inserts  a  graft 
from  the  tibia.  In  the  cervical  spine  Don  de- 
nudes from  the  seventh  cervical  to  the  second 
dorsal  and  inserts  the  appropriate  length  of  bared 
rib. 

The  most  recent  operation  is  that  devised  by 
Dr.  George  W.  Hawley,  of  Bridgeport,  Con- 
necticut. It  has  been  performed  several  times 
but  has  not  yet  been  published.  This  operation 
consists  in  dissecting  up  the  supraspinous  liga- 
ment three-eighths  of  an  inch  wide,  two  vertebrae 
beyond  the  diseased  area,  leaving  it  attached 
at  one  end;  the  spines  are  then  split  and  a  scale 
of  bone  sliced  from  each  and  used  as  an  inter- 
vertebral bridge;  the  loose  supraspinous  ligament 
is  then  laid  in  the  groove  and  stitched  in  place 
and  the  fascia  and  skin  sewed  over  it.  In  spite 
of  the  incompleteness  of  the  early  reports,  all  of 
these  types  of  operations,  three  of  which  have 
been  performed  by  the  writer,  seem  to  give  a  large 
percentage  of  favorable  results  in  properly  se- 
lected cases,  and  to  constitute  a  distinct  advance 
in  the  treatment  of  this  very  serious  and  obstinate 
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affection.  It  should  not  be  forgotten,  however, 
that  hygienic  and  orthopedic  methods  give 
excellent  results  in  a  great  many  cases,  even  in 
adults,  the  main  drawback  being  the  long  restric- 
tion of  the  patient's  activity. 

MOBILIZING   OPERATIONS 

There  is  no  doubt  that  a  strong  stiff  joint  free 
from  pain  is  more  serviceable  than  a  more  or  less 
mobile  joint  that  is  weaker,  more  sensitive,  and 
more  vulnerable.  The  disability  from  stiffness 
is  usually  assessed  both  by  surgeons  and  patients 
above  its  real  value,  and  both  seem  inclined  to 
risk  much  in  order  to  secure  a  mobility  of  doubt- 
ful benefit.  For  this  reason  mobilizing  injections 
and  operations  have  come  greatly  into  evidence 
in  the  last  few  years.  Many  of  them,  in  the 
writer's  opinion,  should  never  have  been  per- 
formed, and  many  have  given  disappointing 
results;  there  have,  however,  been  a  moderate 
number  where  the  result  has  been  such  as  to  sat- 
isfy both  patient  and  surgeon.  In  the  case  of 
ankylosis  of  the  jaw  or  of  double  symmetrical 
ankylosis,  as  of  both  hips  or  both  elbows,  a 
mobilizing  operation  is  more  urgently  required. 
The  operation  should  only  be  performed  in  cured 
cases;  those  of  traumatic  origin  give  the  best 
results. 

Payr  and  Helferich  have  recently  given  long 
and  rather  favorable  reports  of  results  from  the 
interposition  flaps  of  fat  and  fascia,  muscle,  or 
other  soft  tissues;  considerable  bone  should  be 
removed  so  that  there  shall  be  no  pressure  necro- 
sis, and  the  flap  is  sometimes  pedunculated  and 
from  the  neighborhood  of  the  joint,  but  it  may 
be  a  free  transplantation. 

Murphy  has  been  working  along  these  lines 
for  several  years  with  many  excellent  results,  and 
some  failures.  Baer  gave  a  report  at  the  1914 
meeting  of  the  American  Medical  Association  of 
52  cases,  in  which  chromicized  pig's  bladder  was 
used  to  prevent  adhesions  after  a  mobilizing 
operation;  71  per  cent  had  movable  joints  18 
months  or  more  after  the  operation. 

Osgood,  in  a  very  sane  paper  in  1913,  reported 
on  16  cases  and  17  joints;  there  was  one  death; 
9  joints  showed  stiffness,  or  less  than  10  degrees 
active  motion,  7  joints  over  10  degrees.  He  is 
inclined  to  believe  that  unilateral  cases  of  pain- 
less bony  ankylosis  of  the  major  joints  should  be 
submitted  to  arthroplastic  operations  only  after 
a  free  discussion  with  the  patient  and  realization 
on  his  part  of  the  prolonged  and  often  painful 
after-treatment  and  the  somewhat  uncertain 
nature  of  the  results.  In  every  case  there  was  a 
slight  discharging  sinus,  sometimes  coming  on  as 


late  as  three  weeks  after  the  operation  and  often 
persisting  for  months. 

Tunstall  Taylor  reports  fair  results  from 
arthroplasty  with  injection  of  yellow  wax  i  part, 
lanolin  5  parts;  later,  however,  he  advised  one- 
half  the  amount  of  wax.  Allison  and  Barney 
concluded  from  an  experimental  study  on  dogs 
that  there  is  no  advantage  in  a  pedunculated 
transplant.  The  prevention  of  adhesions  de- 
pends upon  keeping  the  denuded  joint  surface 
apart  by  a  non-irritating  absorbable  transplant. 
Whole  joints  have  been  transplanted  by  Lexer 
and  others,  and  while  they  sometimes  heal  in, 
they  act  as  tissue  transplants,  and  the  final 
result  in  most  cases  is  stiffness. 
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Baldwin,  A.:   The  Prevention  of  Discomfort  After 
Operations.    Proctologist,  191 5,  ix,  7. 

By  Surg.,  Gynec.  &  Obst. 

The  post-operative  treatment  of  haemorrhoids, 
resection  of  the  rectum,  abdominal  wounds,  and 
hernia  is  discussed.  Baldwin  believes  that  the 
prevention  of  shock  by  n-erve-blocking  is  essential, 
and  it  also  relieves  the  patient  of  much  post-opera- 
tive pain.  The  care  of  haemorrhoidal  cases  re- 
solves itself  into  the  relief  of  pain  after  operation. 

The  author  gives  his  method  in  detail.  He  uses  a 
local  anaesthetic  powder  and  oil  injections,  and  puts 
the  patient  on  a  semisolid  diet.  Great  care  is  used 
to  prevent  infection  by  the  use  of  preliminary 
treatments  and  antiseptics. 

The  elimination  of  fear  is  an  important  factor  in 
the  prevention  of  shock.  His  patients  are  sur- 
rounded by  cheerful  attendants  and  the  operative 
field  is  simply  prepared. 

In  closing  abdominal  hernias  by  filigrees,  the 
author  recommends  placing  several  short  pieces  in 
the  abdomen  instead  of  a  long  one. 

Edward  L.  Cornell. 


ANESTHETICS 

Briggs,  W.  T.:    Anaesthesia  in  Urology.     Nashville 
J.  M.  b"  S.,  1915,  cix,  64.     By  Surg.,  Gynec.  &  Obst 

Briggs  reviews  the  report  of  Ravosini,  who  since 
1907  has  used  spinal  anaesthesia  in  all  genito-urinary 
operations.  For  some  time  he  used  stovaine- 
adrenalin  phiolen  with  strychnia  sulphate  accord- 
ing to  Jonnesco's  method,  but  now  he  uses  only 
stovaine  and  adrenalin. 

In  adults  the  maximum  dose  for  kidney  operations 
was  5  eg.;  in  children  1.5  eg.;  in  women  and  debili- 
tated male  adults  3  eg.  In  8  cases  anaesthesia  did 
not  develop;  in  23  anaesthesia  was  incomplete. 

The  accidents  worthy  of  mention  were  the  follow- 
ing: In  one  case  there  was  complete  paralysis  of  the 
bladder  lasting  two  weeks;  collapse  after  operation 
in  three  very  old  patients;  paralysis  of  the  eye 
muscles  in  two  cases,  lasting  two  and  four  weeks; 
right  hemiplegia  and  aphasia,  which  lasted  twelve 
days. 

For  operations  on  the  bladder  and  prostate  3  eg. 
was  usually  sufficient.     Spinal  anaesthesia  was  used 


523  times  in  the  following  operations:  kidney  opera- 
tions 208,  prostate  56,  bladder  116,  perineal  opera- 
tions 12,  external  genitals  131. 

Anaesthesia  was  successful  in  all,  did  not  cause 
albuminuria,  was  seldom  followed  by  headache, 
and  vomiting  rarely  occurred.  No  fatalities  occurred 
and  the  bad  after-affects  always  disappeared. 

H.  G.  Hamer. 

Boit,  H.:  Anaesthesia  of  the  Brachial  Plexus 
According  to  the  Method  of  Kulenkampfi  on 
the  Basis  of  200  Cases  (Die  Anasthesierung  des 
Plexus  Brachialis  nach  KulenkampflF  auf  Grund  von 
iiber  200  Fallen).  Beitr.  z.  klin.  Chir.,  1914,  xciii, 
336.  By  Surg.,  Gynec.  &  Obst. 

The  author  reports  202  cases  in  which  the  bac- 
terial plexus  anaesthesia  according  to  the  method  of 
Kulenkampff  was  employed.  In  160  cases  the 
author  performed  or  supervised  the  administration 
of  the  anaesthesia  himself;  in  42  it  was  administered 
by  students.  The  technique  of  Kulenkampff  was 
used;  adults  received  20  ccm.,  children  under  ten 
years  old  10  ccm.  of  a  2  per  cent  normal  salt  solu- 
tion. 

The  oldest  patient  was  77  years,  the  youngest 
6  years.  Of  the  160  cases  which  Boit  personally 
observed,  no  serious  injury  occurred  or  persisted 
as  a  result  of  the  anaesthesia,  although  in  a  number 
of  cases  the  anaesthesia  was  repeated  several  times 
within  one  week.  Among  the  other  42  cases,  a 
complete  paralysis  of  the  arm  resulted  once.  After 
five  weeks  the  paralysis  was  still  present.  It  was 
attributed  to  the  construction  of  the  Esmarch 
bandage  employed. 

The  plexus  anaesthesia,  however,  resulted  in 
minimal  toxic  and  traumatic  injury  to  the  trachial 
plexus.  If  degenerations  are  present  in  the  nerves, 
slight  injuries  may  result  in  severe  peripheral 
paralyses,  to  which  Oppenheim  has  already  alluded. 
The  author  therefore  agrees  with  Haertel  and  Kep- 
pler  that  in  manifest  disturbances  in  the  plexus 
the  method  should  not  be  employed.  The  fact 
brought  out  by  Haertel  and  Keppler,  that  in  addition 
to  the  anaesthesia  a  transient  paresis  of  the  phrenic 
nerve  on  that  side  occurs,  is  concurred  in  by  the 
author.  He  states  that  the  paresis  sets  in  about 
fifteen  minutes  after  the  injection  and  usually  dis- 
appears three  or  four  hours  later.  Respiratory 
disturbances  were  not  observed. 
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In  one  case  the  patient  complained,  immediately 
after  the  injection,  of  respiratory  disturbances  on 
the  side  of  the  anaesthesia.  An  immediate  X-ray 
examination  showed  a  semiparesis  of  the  dia- 
phragm, with  paradoxical  breathing.  After  24 
hours  this  had  receded,  and  a  second  examination 
showed  only  a  slight  lagging  of  the  diaphragm  on 
that  side.  Two  similar  cases  occurred  among  the 
42  which  the  author  did  not  personally  observe,  one 
in  a  young  man  of  sixteen  years,  in  whom  the  pare- 
sis was  still  present  to  some  degree  after  forty- 
eight  hours.  Immediately  after  the  injection 
respiratory  difficulty  and  dyspnoea  set  in. 

The  almost  regular  semiparesis  of  the  diaphragm 
lasting  three  to  four  hours  is  undoubtedly  due  to  the 
diffusion  of  the  anaesthetic  to  the  phrenic  nerve, 
and  probably  along  the  scalenus  muscle.  The  sud- 
den appearance  of  the  paralysis  undoubtedly  was 
due  to  the  injection  of  the  anaesthetic  directly  into 
the  phrenic  nerve.  The  fact  that  it  persisted  24  to 
48  hours  is  proof  of  injury,  probably  by  the  needle. 

Lesions  of  the  pleura,  as  reported  by  Keppler  and 
Haertel,  did  not  occur,  for  the  reason  that  the  pal- 
pating needle  was  never  forced  medially  from  the 
first  rip  into  the  deep  structures. 

Transient  paresis  of  the  sympathetic  of  the  neck, 
with  contraction  of  the  pupil  and  the  orbicularis  oris, 
occurred  quite  frequently,  especially  in  thin  individ- 
uals, but  never  caused  any  subjective  symptoms. 

If  a  haematoma  occurred  at  the  site  of  injection, 
no  symptoms  resulted,  and  within  one  or  two  days 
it  would  be  absorbed.  None  of  the  patients  com- 
plained of  late  pains  at  the  site  of  injection  and  infec- 
tion never  occurred. 

The  author  employed  plexus  anaesthesia  in  all 
cases  where  surgical  intervention  became  necessary 
on  the  upper  extremity.  Operations  on  the  upper 
part  of  the  humerus  could  be  performed  painlessly. 
Of  the  cases  in  which  he  personally  employed  the 
anaesthesia  in  only  two  did  he  have  to  supplement 
it  with  general  anaesthesia;  in  nine  cases  the  pains 


were  slight,  so  that  the  operation  could  be  concluded, 
and  in  the  remainder  there  was  absolutely  no  pain 
at  all.  The  setting  of  dislocations  or  of  fractures  is 
especially  easy  under  this  procedure,  as  absolute 
muscular  relaxation  is  obtained.  The  author  cor- 
rected twelve  dislocations  of  the  shoulder  without 
pain.  In  one  instance  the  dislocation  was  three 
days  old,  and  in  one  eight  days. 

According  to  his  experience  not  much  significance 
need  be  attached  to  the  paresis  of  the  phrenic  nerve, 
as  it  recedes  usually  within  three  or  four  hours. 
Bronchial  and  pulmonary  complications  never  oc- 
curred, even  if  bronchitis,  lobar  pneumonia,  or 
chronic  pulmonary  tuberculosis  was  present  at  the 
time  the  anaesthetic  was  employed.  In  these  cases, 
even  if  a  phrenic  nerve  paresis  occurs  during  a 
necessary  operative  interference,  the  plexus  anaesthe- 
sia is  to  be  preferred  and  is  much  less  dangerous  than 
a  general  anaesthetic.  The  three  cases  of  injury  to 
the  phrenic  nerve  probably  are  due  to  the  fact  that 
the  needle  was  directed  too  far  medially  and  so  struck 
the  nerve.  The  nerve  passes  about  2  cm.  inward  of 
the  site  of  injection  below  the  sternocleidomastoid 
muscle  and  will  not  be  perforated  if  the  directions 
according  to  Kulenkampfi  are  followed.  Prolonged 
and  irreparable  injury  to  the  plexus  is  theoretically 
possible  and  has  been  observed.  Haertel  and  Kep- 
pler believe  they  are  of  toxic-traumatic  origin; 
however,  if  they  were  of  toxic  origin  they  would 
undoubtedly  be  more  frequent.  The  most  impor- 
tant probably  is  the  traumatic  injury  to  the  plexus, 
especially  if  coarse  needles  and  reckless  movements 
of  the  needle  are  made.  He  therefore  advises  very 
fine,  short-pointed  needles. 

On  the  basis  of  his  experience,  the  author  believes 
that  the  plexus  anaesthesia  is  a  very  valuable  ad- 
dition to  our  surgical  technique  and  is  even  adapt- 
able to  the  needs  of  the  general  practitioner,  pro- 
vided he  will  obtain  sufficient  practice  in  performing 
the  simple  technique  and  use  care. 

L.  A.  JUHNKE. 
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Davis,  G.  G.:  Buyo  Cheek  Cancer,  with  Special 
Reference  to  Etiology.  /.  Am.  M.  Ass.,  1915, 
Ixiv,  711.  By  Surg.,  Gynec.  &  Obst. 

The  author  discusses  the  various  constituents 
of  the  buyo  chew,  the  habit  and  customs  connected 
with  it,  and  presents  conclusions  from  a  series  of 
cases  of  cheek  cancer  occurring  in  the  Philippine 
General  Hospital. 

The  constituents  of  the  "chew"  are  buyo  leaves, 
betel  nut,  slaked  lime,  and  tobacco.  The  slaked 
lime,  which  is  obtained  from  sea  shells,  is  used  to 
give  the  "chew"  a  pleasant  sweet  taste,  and, 
through  its  chemical  action  on  the  buyo  leaf  and 
betel  nut,  causes  the  oral  mucosa  to  be  dyed  red  and 


the  teeth  black.  The  tobacco  is  also  used  to  flavor 
the  "chew." 

To  prepare  the  "chew"  the  buyo  leaf  is  cut  into 
three  parts,  slaked  lime  put  on  one,  and  then  the 
three  parts  are  folded  longitudinally  and  wrapped 
around  the  betel  nut. 

The  buyo  chew  has  been  used  for  several  centuries 
in  tropical  lands.  The  earliest  reference  is  in  the 
works  of  Marco  Polo,  1298  A.D.  In  the  Philip- 
pines and  Malay  Archipelago  fully  90  per  cent  of 
elderly  persons  chew  buyo.  It  is  chewed  more 
extensively  by  women  than  men. 

Forty-nine  cases  of  this  cancer  are  reported,  81  per 
cent  of  which  give  a  positive  history  of  using  the 
"chew";  the  average  time  of  use  was  35  years  and 
the  average  age  was  52  years.     Seventy  per  cent  of 
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the  cases  were  women.  The  lime  is  believed  to  be 
the  direct  cause  of  the  cancer,  although  the  betel  nut 
itself  is  an  accessory,  in  that  the  use  of  the  nut  pure 
gives  rise  to  small  ulcerating  areas  in  the  mouth. 

In  every  case  questioned  the  site  of  the  lesion 
was  the  place  where  the  "chew"  was  carried  in  the 
cheek. 

The  first  symptom  is  a  small  elevated  nodule  in 
the  mucosa,  which  soon  ulcerates.  Pain  in  varying 
degrees  accompanies  this.  A  typical  cauliflower 
growth  soon  follows,  which  bleeds  easily  upon  irrita- 
tion by  the  teeth  or  food.  Infection  and  abscess 
formation  are  frequent.  The  teeth  near  the  lesion 
soon  fall  out  and  the  cheek  is  frequently  perforated 
by  the  growth.  General  metastasis  is  rare,  al- 
though the  submaxillary  glands  are  involved.  The 
conclusion  is  that  the  lesion  is  entirely  similar  to  an 
epithelioma  or  carcinoma  originating  from  pavement 
epithelium. 

The  prognosis  is  poor  even  with  operation.  If 
taken  early  wide  dissection  and  removal  of  the  glands 
involved  offer  the  only  hope  of  cure.  Later,  merely 
palliative  measures,  as  the  curette  and  cautery,  can 
be  used  for  relief. 

Buyo  cheek  cancer  is  a  distinct  disease  of  the 
tropics  with  a  definite  entity.  Histologically,  it  is  an 
epithelioma  of  the  chronic  irritative  type.  An 
educational  campaign  against  buyo  chewing  is  the 
best  method  of  fighting  the  trouble,  as  surgical  relief 
is  far  from  satisfactory.  Phillips  M.  Chase. 

Babcock,  W.  W. :  Osteoplastic  Surgery  of  the  Face. 

J.  Am.  M.  Ass.,  191S,  Ixiv,  203. 

By  Surg.,  Gynec.  &  Obst. 

Babcock  outlines  several  effective  methods  em- 
ployed by  him  for  correcting  facial  deformities  and 
replacing  lost  tissue,  including  depressed  scars, 
saddle  nose,  skull  defects,  nasal  stenosis,  etc.  In 
the  case  of  depressed  scars  due  to  adhesion  of  the 
skin  or  subcutaneous  tissue  to  the  bone,  he  finds  that 
bits  of  free  homoplastic  fat  embedded  subcutaneous- 
ly  at  the  site  of  the  depression  find  ready  attach- 
ment and  permanently  fill  out  the  contour  of  the 
face.  The  fat  is  obtained  from  the  subcutaneous 
tissue  of  the  patient's  abdominal  wall. 

In  the  correction  of  cases  of  saddle  nose  in  which 
the  bridge  has  been  lost  without  destruction  of  the 
tip  or  alae,  a  tibial  transplant  is  removed,  cut  to 
appropriate  shape,  and  slid  into  position  in  the 
nose  through  a  vertical  incision  running  up  from  the 
root  of  the  nose  to  one  of  the  wrinkles  of  the  fore- 
head. 

The  majority  of  these  plastic  operations  can  be 
performed  under  local  anaesthesia. 

Robert  H.  Ivy. 

Gushing,  H. :  Concerning  the  Results  of  Operations 

for  Brain  Tumor.    /.  Am.  M.  Ass.,  1915.  Ixiv,  189. 

By  Surg.,  Gynec.  &  Obst. 

There  are  many  individual  standards  for  what  is 
to  be  regarded  as  "recovery"  from  an  operation  for 
brain  tumor.     It  is  probable  that  not  more  than  5 


per  cent  of  patients  are  truly  "cured."  However, 
Gushing  says,  if  satisfied  with  an  alleviation  of 
suffering,  preservation  of  vision,  and  prolongation  of 
life  in  relative  comfort  and  usefulness,  often  for 
many  years,  certainly  50  or  60  per  cent  of  all  pa- 
tients can  thus  be  helped.  It  may  be  expected  that 
15  or  20  per  cent  of  the  cases  will  continue  helpless 
from  an  uninterrupted  progression  of  symptoms, 
and  that  a  possible  10  per  cent  will  succumb  to  the 
operation.  Statistics  as  to  the  results  of  brain  tumor 
operations  are  fallacious,  because  our  present 
statistics,  if  they  lead  us  back  a  few  years,  represent 
operations  done  before  modern  technique  was 
perfected.  Recent  figures  are  instructive  only 
from  the  point  of  view  of  immediate  mortality. 
Gushing  summarizes  his  results  in  1 56  cases  of  brain 
tumor  as  follows: 

Cases  Operated  Times  Operative 

observed  cases  operated  fatalities 

Supratentorial  cases 55  48        55          4 

HjT>ophyseal  cases 37-t-  37        42          2 

Pineal  cases 4  i           i          o 

Cerebellar  cases 32  29        36          5 

Pontine  cases 5  4           4          o 

Pseudotumors 23  11         11          o 

156       130       149        II 

Summary  of  149  operative  procedures: 

Subtemporal  decompressions,  41  —  no  fatality. 

Osteoplastic  craniotomies  combined  with  cerebral 
decompression,  28  —  3  fatalities. 

Osteoplastic  craniotomy  with  attempted  partial 
or  total  removal  of  the  tumor,  24  —  2  fatalities. 

Transsphenoidal  operations  for  hypophyseal  tu- 
mor, 17  —  I  fatality. 

Suboccipital  exploration  and  decompression,  22 
—  3  fatalities. 

Suboccipital  operations  with  attempted  partial 
or  total  removal  of  the  lesion,  17  —  2  fatalities. 

Gushing  considers  that  in  analyzing  brain  tumors 
the  time  has  come  to  concentrate  upon  individual 
lesions  in  individual  situations  instead  of  grouping 
together  all  the  operations  for  all  tumors  which 
arise  anywhere  in  the  cranial  chamber.  In  this 
way  only  will  technical  facilities  be  increased  and 
mortality  results  be  lessened.  Robert  H.  Ivy. 

NECK 

Smith,  O.  C:    Diflferential  Diagnosis  and  Indica- 
tions for  Treatment  of  Tumors  of  the  Neck. 

Boston  M.  6*  5.  /.,  1915,  clxxii,  208. 

By  Surg.,  Gynec.  &  Obst. 

Because,  as  the  author  states,  no  region  of  the 
human  body  is  more  subject  to  inflammatory  in- 
volvements and  growths  than  the  neck,  unless  it 
is  the  abdomen,  the  pathology  of  these  lesions  has 
a  wide  range  and  their  diagnosis  is  at  times  impos- 
sible without  the  aid  of  sections  and  the  microscope. 
It  is  self  apparent  that  correct  diagnosis  is  ex- 
tremely important,  and  therefore  the  author  has 
given  a  rather  exhaustive  and  comprehensive  view 
of  the  more  common  lesions  that  affect  this  partic- 


GENERAL  SURGERY  —  SURGERY  OF  THE  HEAD  AND  NECK 


17 


ular  location  of  the  body.  In  his  discussion  he 
uses  the  word  "tumor"  in  its  broad  sense  as  in- 
cluding all  swellings,  acute  and  chronic,  as  well  as 
true  neoplasms.  He  classifies  the  lesions  in  this 
area  as  follows: 

TUMORS   OF   THE   NECK 

1.  Inflammatory, 
o.  Acute: 

(i)  Parotitis  (mumps). 

(2)  Submaxillary  adenitis. 

(3)  Cervical  lymph  adenitis. 

(4)  Furunculosis  and  carbuncle. 

(5)  Anthrax  (malignant  pustule). 

(6)  Actinomycisos. 

(7)  Echinococcus  cyst. 
b.  Chronic: 

(8)  Chronic  lymph  adenitis. 

(9)  Tuberculosis. 

(10)  Syphilis. 

(11)  Hodgkin's  disease 

(12)  Mikulicz's  disease. 

2.  Embryologic  malformations. 

(13)  Branchial  cysts. 

(14)  Tumor  of  thyroglossal  duct. 

3.  Neoplastic. 

a.  Benign: 

(15)  Lipoma. 

(16)  Fibroma. 

(17)  Chrondroma. 

(18)  Osteoma. 

(19)  Sebaceous  cyst  (wen). 

(20)  Angioma. 

a.  Haemangioma. 

b.  Lymphangioma  or  hydrocele. 

(21)  Hygroma. 

(22)  Teratoma. 

a.  Dermoid  cysts. 

b.  Mixed  tumors  of  salivary  glands. 

b.  Malignant: 

(23)  Carcinoma  and  epithelioma. 

(24)  Sarcoma. 

(25)  Lymphosarcoma. 

4.  Tumors  of  special  organs. 

a.  Thyroid. 

(26)  Physiologic  hypertrophy  of  menstruation 

and  pregnancy. 

(27)  Colloid  adenoma  (goiter)  with  or  without 
cysts. 

(28)  Parenchymatous  hyperplasia. 

(29)  Foetal  adenoma. 

(30)  Malignant  disease. 

(o)  Carcinoma. 
(b)  Sarcoma. 

b.  (31)  Carotid  body. 

c.  (32)  Aneurism  of  aorta  and  carotids. 

<^'  (33)  Tumors  of  larynx.        George  E.  Beilby. 

FitzSimmons,  H.  J.:  Torticollis.     /.  Am.  M.  Ass., 
1915,  Ixiv,  645.  By  Surg.,  Gynec.  &  Obst. 

This  paper  is  a  study  of  the  records  of  one  hun- 
dred   cases    in    the    Children's    Hospital,    Boston. 


Frequency  of  occurrence  was  found  to  be  practically 
the  same  in  both  sexes  and  no  predilection  for  either 
right  or  left  side  was  noticed.  Theories  regarding 
the  etiology  of  congenital  torticollis  are  discussed, 
including  that  of  rupture  hematoma  and  myositis 
advocated  by  Stromeyer,  the  idea  of  constrained 
intra-uterine  position,  and  Volcker's  ischaemic 
theory.     The  ischaemic  theory  is  given  most  credence. 

Haematoma  and  myositis  implies  a  birth  injury 
with  rupture  of  the  sternocleidomastoid  muscle 
causing  a  subsequent  contraction  from  the  cicatrix. 
This  idea,  however,  is  not  deemed  tenable  because 
rupture  of  muscle  in  other  parts  of  the  body  is  not 
followed  by  myositis  and  contracture;  furthermore, 
haematoma  of  the  sternomastoid  is  not  as  a  rule 
followed  by  torticollis,  nor  do  most  of  the  cases 
seen  after  birth  show  any  haematoma  or  injury.  An 
interstitial  myositis  from  ischaemia  seems  probable, 
however,  especially  if  one  keeps  in  mind  the  fact 
that  the  middle  and  sternal  portions  of  the  muscle 
are  supplied  by  the  sternomastoid  branch  of  the 
superior  thyroid  artery,  and  that  circulation  in  this 
branch  is  easily  obstructed  by  certain  positions  of 
the  head. 

In  diagnosis  it  is  difficult  to  separate  the  acquired 
from  the  congenital  form,  as  the  congenital  type 
is  not  manifest  until  the  child  begins  to  hold  his  head 
up.  Of  the  operative  methods  of  treatment  the  one 
most  popular  is  that  of  tenotomy  by  open  incision 
at  the  sternoclavicular  end  of  the  muscle.  Other 
points  of  incision  are  at  the  insertion  into  the  mastoid 
and  over  the  middle  of  the  muscle.  Results  of  oper- 
ative treatment  seem  to  be  very  satisfactory.  Of 
the  cases  analyzed,  practically  all  that  could  be 
followed  up  were  cured.  W.  A.  Clark. 

Chadwick,  H.  D. :  The  Treatment  of  Tuberculous 
Cervical  Adenitis.  Boston  M.  &*  S.  J.,  1915, 
clxxii,  5.  By  Surg.,  Gynec.  &  Obst. 

Many  of  the  children  admitted  at  the  Westfield 
State  Sanatorium  have  tuberculous  cervical  glands. 
Not  many  are  noticeably  large,  but  they  can  be 
readily  felt  on  examination.  Almost  invariably 
these  children  have  enlarged  bronchial  glands,  also, 
as  evidenced  by  impaired  resonance  between  the 
scapulae.  As  a  routine  part  of  their  treatment 
these  patients  are  put  on  bacillen  emulsion  if  they 
do  not  have  more  than  a  degree  of  temperature  or 
other  signs  of  active  pulmonary  disease. 

The  initial  dose  is  one-millionth  of  a  milligram, 
and  the  course  of  treatment  extends  over  a  period 
of  about  six  months  until  a  dose  of  ten  milligrams 
is  reached.  This  maximum  could  be  reached  in  a 
shorter  time,  but  a  small  dose  given  over  a  longer 
period  is  more  effective  and  can  be  given  in  this 
way  without  causing  reactions. 

The  results  of  treatment  in  these  children  is  very 
satisfactory.  The  cervical  glands  decrease  per- 
ceptibly in  size  and  the  area  of  dullness  over  the 
hilus  becomes  smaller  and  less  pronounced.  The 
longer  the  tuberculous  disease  has  existed  in  a 
gland  the  slower  will  be  the  effect  of  treatment. 
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Resolution  must  necessarily  be  limited  if  fibroid 
changes  have  taken  place.  Suppuration  has  not 
occurred  in  any  case  where  it  did  not  exist  prior  to 
treatment.  Edward  L.  Cornell. 

Bainbridge,  W.  S.:  The  Ouestion  of  Anaesthesia  in 
Goiter  Operations.  Med.  Press  &  Circ,  1915, 
xcix,  265.  By  Surg.,  Gynec.  &  Obst. 

Certain  surgical  problems  always  to  be  reckoned 
with  are  particularly  important  in  the  surgery  of 
the  thyroid  gland,  not  only  because  of  the  location 
of  the  operative  field,  but  because  of  the  physical 
aspects  which  may  be  involved.  These  problems 
are  influenced  more  or  less  directly  by  the  anaesthetic, 
and  it  is  therefore  of  the  utmost  importance  that 
they  be  given  due  consideration.  Chief  among 
them  are  the  following:  the  maintenance  of  normal 
blood-pressure;  the  determination  of  the  amount  of 
dyspnoea;  the  avoidance  of  injury  to  the  recurrent 
laryngeal  nerve  or  other  nerves  in  the  vicinity;  the 
control  of  haemorrhage;  the  lessening  of  post- 
operative shock;  the  lessening  of  psychic  shock. 

The  advantages  of  local  anaesthesia,  as  deduced 
from  the  author's  experience,  are: 

1.  The  haemorrhage  is  considerably  diminished. 

2.  A  free  survey  of  the  field  of  operation  is 
provided  and  movements  of  the  throat  at  critical 
steps  may  be  prevented  by  instructing  the  patient 
to  hold  his  breath. 


3.  The  inferior  laryngeal  nerve  is  absolutely 
protected  by  the  possibility  of  phonation  in  the 
conscious  patient.  This  is  doubly  important  in 
view  of  the  fact  that  clamping  or  ligatures  in  the 
immediate  vicinity  of  the  nerve  may  mean  a  per- 
sistent hacking  cough  as  a  sequel  to  the  operation. 

4.  Requiring  a  better  control  of  the  technique 
on  the  part  of  the  operator,  it  safe-guards  the  pa- 
tient against  all  unnecessary  injury  of  the  tissues. 

5.  The  strain  on  the  kidneys  is  lessened,  as  they 
are  not  called  upon  to  eliminate  the  general  an- 
aesthetic, and  may  be  flushed  through  the  stomach 
by  the  administration  of  abundant  fluid  when  the 
need  is  greatest,  immediately  after  the  operation. 

6.  Avoidance  of  post-operative  vomiting  and 
diminution  of  the  risk  of  secondary  haemorrhage. 

7.  Less  elaborate  technique  is  needed,  as  local 
anaesthesia  does  not  involve  the  same  refinement  of 
detail  as  general  narcosis. 

8.  The  risk  of  operative  shock  is  partly  elimi- 
nated, as  patients  are  apt  to  consider  the  operation 
less  serious  under  local  than  under  general  an- 
aesthesia. The  importance  of  this  is  illustrated  by 
the  occurrence  of  death  in  patients  while  being 
prepared  for  general  anaesthesia,  the  fear  of  the 
operation  being  intensified  by  the  thought  of 
"going  to  sleep." 

9.  Elimination  of  the  dangers  of  all  general 
anaesthetics.  Edward  L.  Cornell. 
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CHEST  WALL  AND  BREAST 

Rodman,  W.  L.:  Cancer  of  the  Breast.    /.  Am.  M. 

Ass.,  1915,  Ixiv,  707.         By  Surg.,  Gynec.  &  Obst. 

A  general  survey  of  the  subject  of  cancer  of  the 
breast  is  given  together  with  a  report  of  the  author's 
operative  experience  and  statistics. 

In  1867,  Moore  of  London  first  demonstrated 
that  cancer  begins  always  as  a  strictly  local  disease, 
and  today  clinical,  microscopic,  experimental,  and 
surgical  evidence  bears  this  out. 

Early  diagnosis  and  prompt  surgical  interven- 
tion are  both  necessary.  In  doubtful  cases  the  only 
rational  procedure  is  the  removal  of  the  entire  mass 
and  an  immediate  pathological  report  from  frozen 
sections.  All  pathological  conditions  of  the  mam- 
mary gland  should  be  considered  malignant  until 
proved  benign  no  matter  what  the  age  of  the  pa- 
tient, as  20  per  cent  of  carcinomata  of  the  breast 
occur  in  women  under  40.  These  carcinomata  are 
relatively  much  more  fatal  than  those  occurring  in 
older  patients,  because  owing  to  the  lymphatic  ves- 
sels being  more  numerous  and  patent  the  process 
soon  becomes  a  general  or  disseminated  one.  The 
younger  the  patient,  the  sooner  the  involvement. 

The  greatest  diagnostic  difficulty  is  when  abnor- 
mal involution  and  carcinoma  are  to  be  differ- 
entiated.     Of    65    cases   of    abnormal   involution 


operated  upon  by  the  author,  21.5  per  cent  had 
undergone  undoubted  carcinomatous  degeneration. 

A  table  is  given  showing  the  results  of  200  con- 
secutive private  cases  operated  upon  by  the  author. 
There  were  88  cases  of  malignancy  and  73  of  abnor- 
mal involution  in  the  series. 

Free  and  early  excision  is  the  only  method  to  be 
considered,  says  the  author,  and  the  danger  at 
this  time  is  at  the  most  one-half  of  one  per  cent, 
with  nearly  all  permanent  cures. 

A  five-year  period  as  a  standard  to  measure  re- 
sults is  advocated,  as  about  10  percent  of  recurrences 
take  place  in  from  three  to  five  years.  Of  50  con- 
secutive private  cases  72  per  cent  were  well  three 
or  more  years  after  operation.  Of  these  7  have 
passed  the  ten-year  period  and  24  have  gone  five 
years  without  recurrence. 

Paget's  disease  is  considered  extremely  malignant. 
The  author  maintains  that  the  affection  of  the 
nipple  and  areola  is  usually  a  secondary  or  terminal 
process. 

Rontgen  rays  are  recommended  as  an  adjunct 
to  operation  in  serious  cases.  They  are  used  before 
suturing  the  wound  and  after  healing.  As  for  their 
use,  as  well  as  that  of  electricity  and  radium,  with- 
out operation  on  an  operative  neoplasm  of  the 
mammary  gland,  there  is  no  justification  whatso- 
ever in  the  author's  opinion.    Phillips  M.  Chase. 
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Boit,  H.:  The  Significance  of  the  Pleural  Endo- 
thelium and  Its  Injury  (Uber  die  Bedeutung 
und  die  Schadigung  des  Pleuraendothels  bei  Oper- 
ationen  und  beim  kiinstlichen  Pneumothorax) .  Beitr. 
z.  klin.  Chir.,  1914,  xciii,  326.  By  Surg.,  Gynec.  &  Obst. 

The  author  discusses  rather  extensively  the  func- 
tion of  the  pleural  endothelium  and  concludes  that 
the  pleural  lining  is  a  resorbing  membrane  and  a 
protection  to  the  pleural  cavity  and  the  lung;  it  is 
quite  efficient  in  overcoming  infection,  destroying 
bacteria  by  means  of  phagocytosis  and  bactericidal 
substances.  The  pleural  endothelial  cells  are 
highly  organized  cells  and,  while  protective  on  the 
one  hand,  are  also  highly  vulnerable  to  injury. 
They  are  readily  injured  and  destroyed  by  operative 
manipulations  or  by  the  action  of  air  and  gas  un- 
intentionally or  intentionally  introduced  into  the 
pleural  cavity.  This  is  shown  by  the  frequent 
occurrence  of  pleural  exudates  following  operations 
in  which  the  pleura  has  accidentally  been  opened 
and  also  following  the  formation  of  artificial  pneumo- 
thorax in  the  treatment  of  pulmonary  tuberculosis. 
This  latter  follows  rather  frequently  according  to 
some  observers.  Mayer,  for  instance,  reports  18 
cases  of  pleural  exudates  in  46  artificial  pneumo- 
thorax cases.  The  exudate  contained  tubercle 
bacilli  8  times,  staphylococci  twice,  and  pneu- 
mococci  once.  The  resistance  of  the  endothelium 
undoubtedly  is  lowered  by  the  presence  of  air  or 
gas,  permitting  an  infection,  either  exogenous  or 
autogenous,  to  take  place.  L.  A.  Juhnke. 

Whittemore,  W.:    Acute  and  Chronic  Empyema. 

Boston  M.  &•  S.  J.,  1915,  clxxii,  168. 

By  Surg.,  GjTiec.  &  Obst. 

Whittemore's  paper  is  a  study  of  269  cases  of 
acute  empyema  and  35  cases  of  chronic  empyema 


operated  upon  at  the  Massachusetts  General 
Hospital  from  January  i,  1910,  to  January  i,  191 1. 
In  response  to  letters  many  of  the  patients  re- 
turned and  were  examined  by  the  author.  In  other 
cases  it  was  necessary  to  send  letters  to  family 
physicians  and,  finally,  to  town  clerks. 

In  this  manner  100  of  the  acute  cases  were  traced; 
fifty-four  additional  cases  died  in  the  hospital,  a 
mortality  of  20  per  cent.  Sixty-eight  are  well, 
have  no  discharging  sinuses,  no  bad  effects  from  the 
operation,  and  are  able  to  attend  to  their  regular 
duties.  Twenty  have  become  chronic  —  persistent 
sinus  and  cavity  with  much  thickened  pleura. 
Twelve  have  died  since  leaving  the  hospital  of 
causes  apparently  not  connected  with  empyema. 
Thirty  of  the  fifty-four  cases  which  died  following 
operation  were  autopsied.  Fourteen  of  these  died  of 
septicaemia — mostly  streptococcus;  a  few  pneumo- 
coccus.  Others  died  of  pneumonia,  5;  pyaemia,  3; 
peritonitis,  i;  multiple  lung  abscesses,  2;  patent 
foramen  ovale  and  thrombosis  of  pulmonary  artery 
I ;  no  definite  cause,  4. 

Of  the  35  cases  of  chronic  empyema  23  have  been 
traced:  15  are  entirely  well;  4  are  not  improved; 
2  died  following  operation  —  i  decortication  and 
I  curetting  of  pleura;  2  died  of  unknown  causes 
since  leaving  the  hospital.  The  results  of  operations 
for  chronic  empyema  are  tabulated. 

Whittemore  believes  that  operation  is  often  too 
long  deferred.  He  advocates  operation  when  aspira- 
tion reveals  serum  with  many  leucocytes  rather 
than  waiting  for  it  to  become  purulent.  He  believes 
many  cases  are  not  drained  at  the  bottom  of  the 
cavity.  If  exploration  of  the  cavity  through  the 
incision  proves  that  it  is  too  high,  he  advocates  a 
second  lower  incision  if  the  patient's  condition 
permits.  Torr  Harmer. 


SURGERY  OF  THE  ABDOMEN 


ABDOMINAL  WALL  AND  PERITONEUM 

Dowd,  C.  N.:  Preservation  of  the  Iliohypogastric 
Nerve  in  Operation  for  Cure  of  Inguinal 
Hernia.    Ann.  Surg.,  Phila.,  1915,  Ixi,  204. 

By  Surg.,  Gynec.  &  Obst. 

In  the  Bassini  and  allied  procedures  the  splitting 
of  the  aponeurosis  of  the  external  oblique  is  an 
essential  procedure  to  ensure  high  ligation  of  the 
sac.  The  marked  improvement  in  the  per  cent  of 
recurrences  in  modern  methods  is  astounding: 
Wood  in  1886  reports  27  per  cent  relapses.  Bull  in 
1890,  36  per  cent,  while  Bassini  reports  2.8  per  cent, 
Judd  2.5  per  cent,  Coley  and  Bull  2.8  per  cent,  and 
Murray  1.7  per  cent. 

He  claims  that  the  results  obtained  from  splitting 
the  external  oblique  and  thereby  gaining  access  to 
the  subjacent  tissues  is  all  important,  as  well  shown 
from  the  results  of  the  Roosevelt  Hospital,  where, 
since  January,  1910,  i,02ohernias  were  operated  on. 


with  only  12  in  which  recurrences  were  found. 
Although  the  per  cent  of  recurrences  is  small,  the 
total  number  of  hernia  operations  is  very  high,  as 
shown  in  the  report  of  the  New  York  Academy  of 
Medicine,  where,  in  a  total  of  2,697  operations  in 
October,  268  were  for  hernia,  thus  indicating  that 
10  per  cent  of  the  operations  of  the  present  time  are 
for  hernia.  The  usual  form  of  relapses  is  the 
direct  hernia,  as  reported  by  Judd,  Bassini,  and 
Downes,  which  would  appear  natural,  as  the  opera- 
tion for  cure  usually  leaves  the  region  of  the  internal 
oblique  better  protected  than  Hessalbach's  triangle. 
With  this  in  mind,  he  urges  that  two  considera- 
tions be  especially  borne  in  mind  —  adequate  suture 
and  preservation  of  nerve  supply.  Much  attention 
has  been  given  the  subject  of  suture;  Coley  believes 
the  lowermost  suture  to  be  of  the  utmost  impor- 
tance. When  the  conjoined  tendon  and  the  fibers 
of  the  internal  oblique  and  transversalis  are  found 
weak  and  attenuated,  as  described  by  Blake,  Blood- 
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good,  and  Downes,  it  is  advantageous  to  bring  down 
a  part  of  the  rectus  muscle,  and  even  to  liberate  a 
portion  of  the  internal  oblique  from  the  transversalis 
fascia,  so  as  to  make  a  reenforced  suture  line  pos- 
sible. 

The  twelfth  dorsal,  the  iliohypogastric,  and  the 
ilioinguinal  nerves  are  the  ones  encountered,  and 
they  contain  both  sensory  and  motor  fibers  to  supply 
the  muscles,  peritoneum,  fascia,  and  skin. 

The  iliohypogastric  is  situated  between  the  other 
two  and  communicates  with  them  in  several  places; 
when  it  is  large  they  are  small,  and  vice  versa. 
The  iliohypogastric  nerve  runs  directly  across  the 
operative  field,  and  too  often  it  is  sacrificed.  The 
cutting  of  this  nerve  is  very  important  in  cases 
where  hernias  are  liable  to  recur.  It  is  found  run- 
ning into  the  aponeurosis  of  the  external  oblique 
about  an  inch  above  the  external  ring,  and  because 
of  its  size  can  be  avoided  easily. 

Dowd  advocates  first  making  the  incision  in  the 
aponeurosis  with  a  knife  cut  about  1.5  inches  above 
the  external  ring  and  then  slipping  curved  scissors 
through  this  opening  and  pushing  the  nerve  and 
muscle  well  back  before  proceeding  with  the  in- 
cision. In  the  effort  to  lessen  the  number  of  re- 
lapses, proper  suturing  is  more  important  than  the 
preservation  of  nerve  supply,  but  the  nerve  surely 
has  a  definite  influence  and  should  not  be  sacrificed. 

L.  B.  Crawford. 

CuUen,  T.  S. :  Operation  for  Radical  Cure  of  Um- 
bilical Hernia  in  a  Patient  Weighing  Four 
Hundred  and  Sixty- Four  Pounds.  Surg.,  Gynec. 
y  Obst.,  1915,  XX,  265.         By  Surg.,  Gynec.  &  Obst. 

This  patient  insisted  on  operation  as  the  hernia 
made  her  practically  a  semi-invalid.  The  omentum 
was  incarcerated  in  a  large  umbilical  hernia  and  the 
abdomen  when  the  patient  was  standing  extended 
to  the  knees.  There  was  accordingly  marked  trac- 
tion on  the  colon  and  the  patient  was  almost  doubled 
up  like  a  jack-knife.  Cullen  removed  a  piece  of 
adipose  tissue  of  the  abdominal  wall  36  inches  from 
side  to  side  and  19  inches  from  above  downward, 
together  with  the  hernia.  The  patient  made  a 
perfectly  satisfactory  recovery. 

Peterhanwahr,  L.:  Inflammatory  Tumors  of  the 
Omentum  (tjber  entziindliche  Geschwiilste  des 
Netzes).     Arch.  f.  klin.  Chir.,  1915,  cvi,  355. 

By  Surg.,  Gynec.  &  Obst. 

Diseases  of  the  omentum  are  relatively  rare,  but 
probably  not  so  much  so  as  would  be  indicated  by 
the  cases  published.  It  is  probable  that  many  of 
them  escape  detection,  as  the  symptoms  are  variable 
and  not  particularly  characteristic.  The  most 
positive  symptom  of  tumor  of  the  omentum  is 
the  superficial  location  of  the  tumor.  Palpation 
shows  dullness;  the  intestines  are  never  over  the 
tumor. 

Peterhanwahr  has  collected  44  cases  of  inflamma- 
tory tumor  of  the  omentum  from  the  literature,  36 
of  which  had  been  preceded  by  operation,  mostly 


operations  for  hernia.  He  divides  them  into  post- 
operative cases  and  inflammations  extending  from 
other  organs;  these  may  be  subdivided  into  simple 
inflammatory  hyperplasia  and  suppurative  or 
abscess  forms.  The  time  after  the  operation  varies 
from  five  days  to  three  years,  the  average  being 
three  to  four  weeks.  Many  authors  think  these 
post-operative  tumors  are  due  to  fragments  of  silk 
or  even  catgut  ligatures;  others  think  they  are  due 
to  infection  of  the  field  of  operation.  This  does 
not  seem  probable,  because  in  so  many  of  the  cases 
the  wound  has  healed  by  first  intention.  Peter- 
hanwahr thinks  it  more  probable  that  they  are  due 
to  suture  of  an  omentum  that  has  already  undergone 
pathological  change.  In  old  standing  cases  of 
hernia  the  omentum  is  usually  involved.  This 
view  is  supported  by  the  fact  that  the  tumors 
usually  arise  near  the  site  of  the  old  inflammation. 
Care  should  be  taken  to  suture  only  normal  omen- 
tal tissue,  careful  asepsis  being  observed. 

Post-operative  inflammatory  tumors  of  the  omen- 
tum are  rare;  Lucas-Championniere  only  observed 
2  in  275  hernia  operations;  Dubars  reports  only  i 
in  300  cases  and  Tuffier  only  i  in  600.  The  diag- 
nosis of  the  post-operative  cases  is  easy  from  the 
history,  the  superficial  position  of  the  tumor,  and 
its  course.  Diagnosis  is  more  difficult  in  the  cases 
which  do  not  follow  operation  and  which  develop 
more  insidiously.  Case  histories  are  given  of 
several  cases  resulting  from  extension  of  inflamma- 
tion of  the  appendix  or  gall-bladder. 

It  is  not  always  necessary  to  operate  for  these 
tumors.  Often  they  can  be  cured  by  rest  in  bed, 
hot  compresses,  and  inunction  of  potassium  iodide 
or  mercury  salve.  If  there  are  one  or  more  ab- 
scesses in  the  tumor,  indicated  by  fluctuation  and 
continuous  fever,  incision  is  indicated;  there  is  al- 
most always  adhesion  of  the  tumor  to  the  abdominal 
wall,  so  there  is  no  danger  of  infecting  the  peritoneal 
cavity.  In  cases  such  as  one  of  those  described, 
where  there  are  threatening  symptoms  of  intestinal 
occlusion,  operation  should  be  performed  at  once. 
In  less  severe  cases  as  much  as  possible  of  the 
omentum  should  be  preserved,  for  the  sake  of  main- 
taining its  function  as  "abdominal  policeman." 
If  operation  shows  such  extensive  adhesions  that 
complete  removal  of  the  tumor  is  scarcely  possible, 
a  number  of  partial  incisions  should  be  made. 

A.  Goss. 

Cullen,  T.  S.:  Removal  of  a  Large  Tuberculous 
Cyst  of  the  Mesentery  of  the  Jejunum  Together 
with  a  Corresponding  Segment  of  the  Bowel. 

Surg.,  Gynec.  &  Obst.,  1915,  xx,  266. 

By  Surg.,  Gynec.  &  Obst. 

The  patient  was  a  frail  child  five  and  one-half 
years  old.  A  few  weeks  before  coming  under  ob- 
servation a  tumor  was  noted  in  the  midline  in  the 
upper  abdomen.  It  was  globular,  about  10  cm.  in 
diameter,  and  was  supposed  to  be  an  enlarged  kidney. 
There  was  a  leucocytosis  of  15,000.  At  operation 
the  adherent  omentum  was  loosened,  the  tumor 
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gradually  separated  from  adhesions  to  loops  of  small 
bowel,  and  an  attempt  made  to  deliver  it.  Sud- 
denly there  was  a  slight  escape  of  pus.  The  sac 
was  turned  out  of  the  abdomen  and  evacuated,  and 
was  then  clamped  off  and  removed.  It  was  found 
to  spring  from  the  mesentery,  the  blood-vessels 
supplying  the  jejunum  also  supplying  it.  The  blood 
supply  of  the  jejunum  was  partly  cut  off  and  it  was 
necessary  to  resect  a  large  area.  Both  ends  of  the 
bowel  were  closed  and  a  lateral  anastomosis  done. 
The  cyst  of  the  mesentery  was  filled  with  pus,  and 
its  walls  consisted  of  typical  tuberculous  tissue  as 
shown  on  microscopic  examination.  The  patient 
made  a  temporary  recovery,  but  two  weeks  after 
operation  developed  a  facial  paralysis.  She  was 
able  to  go  home,  played  around  with  other  children, 
but  about  two  months  later  developed  a  headache, 
became  irritable,  and  finally  there  was  pain  all  over 
the  head  and  antipathy  to  light  and  later  a  comatose 
condition  and  opisthotonus.  She  soon  died,  evi- 
dently of  tuberculous  meningitis. 

GASTRO-INTESTINAL  TRACT 

Smithies,  F.:  What  Facts  of  Diagnostic  or  Prog- 
nostic Value  Can  Be  Determined  from  Test- 
Meal  Examination  of  Patients  with  Gastric 
Symptoms?  A  Clinical  Analysis  of  7,041  Con- 
secutive Cases  Examined  by  a  Uniform  Method. 
Am.  J.  M.  Sc,  1915,  cxlix,  183. 

By  Surg.,  Gynec.  &  Obst. 

The  author  bases  his  report  on  the  clinical, 
laboratory,  and  operative  observations  on  7,041 
consecutive  cases.  These  patients  invariably  com- 
plained of  dyspepsia  or  indigestion,  and  in  each 
case  symptoms  were  elicited  which  pointed  to  some 
gastric  distress.  Their  ages  ranged  from  15  to  70; 
there  were  two  males  to  one  female,  and,  though  all 
occupations  were  represented,  32  per  cent  of  the 
patients  were  from  farms  or  rural  communities. 
The  average  length  of  time  of  the  gastric  disturb- 
ances was  6.4  years,  the  shortest  two  weeks,  and  the 
longest  40  years. 

The  emptying  power  of  the  stomach  was  estimated 
by  a  physiological  meal  of  mixed  food  after  the 
patient  had  been  taken  off  "diet"  and  the  stomach 
was  empty.  He  believes  that  the  12-hour  interval 
is  of  greater  diagnostic  value  than  the  4-  to 
6-hour  interval  of  Riegel.  Because  of  its  ease  of 
administration,  its  lack  of  disagreeable  features, 
its  constancy,  and  its  ease  of  removal,  the  Ewald 
breakfast  of  second-day  bread  was  used  to  determine 
the  secretory  factor.  The  meal  was  removed  after 
a  50-minute  interval,  except  where  there  were  in- 
dications of  abnormally  rapid  emptying  of  the 
stomach,  when  it  was  removed  in  from  25  to  40 
minutes.  To  determine  the  size  and  position,  with 
the  patient  in  the  recumbent  position  the  stomach 
was  inflated  with  an  ordinary  bulb,  expelling  one  and 
a  half  ounces  at  each  compression,  and  the  boun- 
daries were  determined  by  auscultation  while  this 
process  was  in  progress.     He  found  the  average 


size  of  the  stomach  was  27  ounces  in  females  and 
3S  ounces  in  males  where  there  was  no  dilatation, 
but  where  dilatation  existed  the  average  was  41 
ounces  in  females  and  52  ounces  in  males.  It  is 
noteworthy  that  the  greatest  capacity  was  associ- 
ated with  non-malignant  pyloric  stenosis. 

Color.  In  6.4  per  cent  of  all  cases  traumatic 
blood  was  noted.  Its  presence  was  as  constant  in 
simple  cardiospasm  as  in  ulceration  with  or  with- 
out spasm.  He  claims  that  its  appearance  upon 
lavage  had  no  consistent  relation  to  any  form  of 
gastric  disturbance  other  than  cancer.  Forty- 
eight  hours  after  haemorrhage,  lavage  in  gastric 
ulcers  in  44  cases  revealed  no  gross  or  microscopic 
bleeding:  In  more  than  half  of  218  consecutive 
cases  of  cancer  traumatic  blood  was  observed. 

Bile  coloring.  In  1 1  per  cent  of  the  cases  various 
shades  of  green  or  yellow  were  obtained.  The 
yellowish  shade  was  a  result  of  the  straining  as  a 
consequence  of  tubing,  and  it  occurred  in  74  per  cent 
of  the  patients  who  had  had  a  previous  gastro- 
enterostomy. 

In  gastric  atony,  ptosis  with  relaxed  pylorus, 
dilatation  with  or  without  ptosis,  intermittent  pylo- 
ric spasm,  induration  about  the  pylorus  due  to  ulcer 
or  cancer,  or  obstruction  below  the  papilla  of  Vater, 
green  coloration  from  bile  was  noted.  In  but  19 
per  cent  of  the  cases  were  the  coffee-colored  or  dark- 
brown  extracts  found  in  cancer,  but  they  are  quite 
as  apt  to  be  found  in  partial  stenosis  with  dilatation 
or  atony  from  non-malignant  causes.  There  were 
314  cases  of  achylia  gastrica,  and  in  96  per  cent  of 
this  group  the  extract  was  a  dead-white  color,  with 
absent  chymification. 

Odor.  The  modifications  in  acidity  influence  the 
odor;  the  normal  peculiar,  bland,  and  somewhat 
sweetish  odor  gives  way  to  the  odor  of  the  fer- 
mentation of  putrefactive  changes  in  the  retention 
cases.  In  84  per  cent  of  the  cancer  group  the  acrid, 
rancid  odor  due  to  volatile  organic  acids  was  almost 
pathognomonic,  and  on  the  other  hand  in  76  per  cent 
of  the  non-malignant  retention  group  the  yeasty 
aroma  was  almost  similarly  characteristic. 

Amount  of  gastric  extract.  The  average  quantity 
of  test-meal  of  the  entire  series  was  108  ccm.,  of 
the  non-retention  group  76  ccm.,  and  of  the  re- 
tention class  350  ccm.  In  young  adults  of  both 
sexes  pyloric  spasm,  with  diseased  appendix  and 
gall-bladder,  was  most  often  associated  with  hyper- 
secretion; especially  was  this  so  if  the  symptoms  had 
persisted  longer  than  an  average  of  2.8  years. 

Mucus.  This  was  of  not  much  diagnostic  im- 
portance, and  was  only  noticed  when  the  pyloric 
channel  was  obstructed. 

Chymification.  This  is  an  indication  of  mastica- 
tory thoroughness,  of  the  kind  of  food  ingested,  of 
the  combining  power  of  the  hydrochloric  acid,  the 
presence  of  normal  gastric  ferments,  and  especially 
on  the  variations  in  gastric  peristalsis  and  emptying 
power. 

The  incidence  of  retarded  gastric  emptying  power. 
Twelve  per  cent  of  the  entire  series  showed  some  grade 
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of  retarded  gastric  emptying  power,  and  Smithies 
lays  stress  upon  the  fact  that  persistent  demonstra- 
tion of  gastric  retention  is  cause  for  surgical  in- 
tervention. He  has  found  that  some  of  the  most 
marked  cases  of  gastric  dilatation  have  almost 
perfect  emptying  power.  The  causes  of  persistent 
gastric  retention  were  in  the  order  named:  gastric 
cancer;  duodenal  ulcer;  gastric  ulcer;  cholecystitis 
with  adhesions;  gastric  atony;  tumors  of  the  pan- 
creas, liver,  and  kidney;  tubercular  peritonitis  and 
retroperitoneal  sarcoma.  Pyloric  spasm,  associ- 
ated with  appendicitis,  gall-stones,  duodenitis,  and 
gastritis,  together  with  increased  hydrochloric  acid, 
and  gastroptosis  caused  intermittent  retention. 
The  emptying  power  was  retarded  in  gastpic  cancer 
in  70  per  cent  of  the  instances;  in  surgical  duodenal 
ulcers,  two  out  of  every  three  revealed  gastric 
stagnation,  while  in  surgical  gastric  ulcer  some 
grade  of  retention  was  proven  in  50  per  cent  of  the 
cases.  When  the  appendix  or  the  gall-bladder  had 
been  operated  on  in  482  cases  of  pyloric  spasm  with 
intermittent  gastric  retention,  in  but  21  instances 
was  any  form  of  gastric  stagnation  subsequently 
demonstrated. 

Gastric  acidity.  He  strongly  condemns  the  be- 
littling of  the  significance  of  the  estimation  of 
gastric  acidity.  The  estimates  were  made  by  the 
Toepfer  method,  and  he  clearly  classifies  them  into 
three  groups:  (i)  that  comprising  recognized 
disease  of  the  stomach  itself;  (2)  that  including 
lesions  of  the  duodenum,  gall-bladder,  appendix, 
and  the  large  bowel;  (3)  that  comprising  so-called 
functional  or  central  disturbances.  He  found  that 
in  acute  and  subacute  perforating  ulcer  of  the  stom- 
ach the  gastric  acidity  was  the  highest;  that  only 
54  per  cent  of  gastric  cancers  revealed  absent  free 
hydrochloric  acid;  that,  unless  the  clinical  histories 
are  strongly  adhered  to,  in  45  per  cent  of  the 
instances  of  gastric  cancer  the  acidity  returns  may  be 
confused  with  simple  ulcer,  gastritis,  or  achylia 
gastrica;  that  in  gastric  ulcer  with  retention  there  is 
an  increase  of  both  free  hydrochloric  acid  and  total 
acidity,  which  is  not  the  case  in  gastric  cancer.  He 
strongly  suspects  malignancy  when  there  is  dimi- 
nution of  free  hydrochloric  acid,  an  increase  in  the 
total  acidity,  and  obstruction,  and  presence  of 
organic  acid. 

The  highest  free  hydrochloric  acid  in  Group  2 
was  present  in  cases  of  pyloric  spasm  associated 
with  subacute  cholecystitis,  appendicitis,  and 
duodenitis.  It  is  curious  to  note  that  in  gastro- 
enterostomy for  non-malignant  stenosis  there  was 
a  lowering  of  free  hydrochloric  acid  and  also  of  the 
total  acidity. 

Occult  blood  in  gastric  extracts.  Apart  from  its 
significance  in  malignant  processes,  its  demonstra- 
tion in  gastric  extracts  has  very  little  clinical  worth. 
It  was  present  in  42  per  cent  of  all  the  retention 
cases  irrespective  of  causative  lesions;  so  also  was  it 
demonstrated  in  75  per  cent  of  the  712  cases  of 
gastric  cancer,  and  quite  as  frequently  in  gastric 
and  duodenal  ulcers. 


Significance  of  organic  acids  in  gastric  extracts. 
In  all  non-retention  cases  it  was  practically  absent; 
in  malignant  disease,  associated  with  partial  stenosis 
and  dilatation,  lactic  acid  was  present  in  53  per 
cent  of  the  712  operatively  demonstrated  instances. 
In  but  7  per  cent  of  the  non-malignant  cases  was 
lactic  acid  present,  and  when  free  hydrochloric  was 
as  high  as  10  it  was  rarely  present. 

Specific  ferments  in  gastric  contents.  It  would 
appear  that  in  certain  instances  the  estimation  of 
the  eruptic  power  of  the  gastric  juice  toward  peptone 
solutions  is  of  considerable  value  when  interpreted 
in  the  light  of  clinical  history  and  symptomatology. 
In  the  differentiation  between  malignant  and  non- 
malignant  achylias  the  Wolff  test  for  soluble  al- 
bumin when  interpreted  in  connection  with  other 
clinical  and  laboratory  data  proved  of  considerable 
value. 

Microscopic  examination  of  gastric  contents.  In 
all,  6,283  microscopic  examinations  were  made. 
Starch  digestion  is  not  a  constant  index  of  the 
acidity  of  the  stomach  juice.  Microscopic  rem- 
nants of  the  motor  meal  have  no  diagnostic  signifi- 
cance, unless  associated  with  food  macroscopically. 

Microorganisms  in  gastric  extracts,  i.  In  89 
per  cent  of  the  cases  of  benign  gastric  retention 
there  was  present  large  actively  budding  yeasts, 
with  large  and  small  sarcinae,  and  colon-like  bacilli, 
together  with  particles  of  food.  In  these  cases  the 
gastric  acidity  was  above  50. 

2.  In  93.8  per  cent  of  all  the  author's  proved, 
late,  malignant  cases  of  gastric  cancer,  organisms  of 
the  Boas-Oppler  group,  associated  with  food  re- 
tention and  acid  averaging  below  10,  was  a  char- 
acteristic picture.  He  was  only  able  to  demonstrate 
so-called  "cancer-cells"  in  less  than  one  per  cent  of 
the  cancer  cases. 

3.  In  achylia  gastrica  he  found  long  rosary-like 
chains,  deep-stained  cocci,  and  peculiar,  short,  fat 
acid-fast  rod  or  cocco-bacillus  that  grow  in  chains 
or  pairs,  when  there  was  atrophy  of  the  mucosa  and 
where  the  motility  was  not  interfered  with. 

4.  When  perforation  into  adjacent  viscus  has 
taken  place  in  malignant  ulcer  or  primary  cancer, 
or  where  the  obstruction  has  occurred  below  the 
duodenum,  immense  numbers  of  thick  cocco- 
bacilli,  associated  with  or  without  spirillae  or  strep- 
tococci, together  with  low  acidity,  retarded  food 
progress,  and  putrefaction  are  shown  in  more  than 
94  per  cent  of  cases.  L.  B.  Crawford. 

Einhorn,  M.:  The  Diagnosis  and  Treatment  of 
Gastric  and  Duodenal  Ulcers.  Canad.  M.  Ass. 
J.,  1915,  V,  93.  By  Surg.,  Gynec.  &  Obst. 

The  author  believes  that  Moynihan's  symptom- 
complex  alone  cannot  be  taken  for  a  positive  proof 
of  a  duodenal  ulcer.  This  symptom-complex  may 
be  present  and  there  may  be  either  a  gastric  ulcer 
or  perhaps  none  at  all.  The  fact  that  such  a  symp- 
tom-complex can  be  caused  by  gastric  ulcer  has  been 
demonstrated  by  patients  who  have  been  operated 
upon.     In   these   the   symptoms   sometimes   were 
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found  to  be  due  not  to  duodenal  ulcers,  but  to 
ulcers  in  the  stomach  situated  near  the  pylorus  or 
along  the  lesser  curvature,  even  near  the  cardia. 
Whether  such  a  symptom-complex  exists  without 
ulceration  he  cannot  say. 

The  author  cannot  give  the  proof,  but  from  what 
he  knows  he  is  sure  that  in  a  great  number  of 
cases  that  have  this  symptom-complex  there  are 
no  ulcers.  The  claim  that  pains  do  not  appear  im- 
mediately after  eating,  as  was  formerly  supposed, 
but  always  two  or  three  hours  later,  has  been  exag- 
gerated. The  old  teaching  that  ulcer  of  the  stomach 
is  indicated  by  pain  very  soon  after  eating  is  correct. 
If  there  is  an  ulcer  somewhere  in  the  stomach  and 
it  is  not  in  the  quiescent  state,  but  is  active,  we  have 
pain  soon  after  eating,  not  late  after,  and  we  have 
pain  on  pressure.  The  pressure  may  not  be  great, 
yet  there  is  pain.  But  if  we  have  to  deal  with  a 
latent,  quiescent,  not  active,  ulcer,  at  that  time 
there  may  be  no  pain.  We  have  a  patient,  for  in- 
stance, who  has  too  much  acidity,  pains  two  or 
three  hours  after  meals.  The  pains  are  there, 
whether  the  ulceration  is  present  or  not.  In  cases 
where  the  great  acidity  gives  rise  to  an  ulcer,  the 
other  condition,  hyperchlorhydria,  exists,  but  the 
symptoms  are  not  due  entirely  to  the  ulceration,  but 
to  primary  troubles.  The  ulcer  exaggerates  the 
symptoms.  If  there  is  great  acidity,  it  makes  itself 
felt  sooner.     That  is  the  author's  explanation. 

The  thread-test  is  the  best  means  of  recognizing 
the  presence  of  an  ulcer  and  of  ascertaining  whether 
it  is  in  the  stomach  or  in  the  duodenum. 

Not  all  ulcers  can  be  demonstrated  with  the 
thread-test,  however;  for  instance,  an  ulcer  on  the 
anterior  wall  of  the  stomach  will  not  come  in  con- 
tact with  the  thread  and  there  will  be  no  stain  on 
it.  Ulcers  situated  in  the  cardia,  the  lesser  curva- 
ture, pylorus,  and  especially  in  the  duodenum,  can 
easily  be  recognized  by  the  thread-test.  It  would 
be  a  great  exception  if  there  were  a  duodenal  ulcer 
present  and  it  gave  no  blood  stain  on  the  thread. 

The  treatment  is  outlined  for  mild,  medium,  and 
severe  cases.  It  consists  essentially  of  bismuth, 
liquid  diet,  and  rectal  feeding. 

While  the  treatment  in  peptic  ulcers  generally  is 
a  strictly  medical  one,  their  sequelae  may  require 
surgical  intervention,  the  indications  for  which  may 
be  put  as  follows: 

1 .  Perforation  requires  immediate  operation. 

2.  Recurrent  profuse  haemorrhages  (haematemesis 
or  melaena,  or  both),  endangering  the  life  of  the 
patient,  require  a  prophylactic  interval-operation. 

3.  Frequent  small  haemorrhages,  not  influenced 
by  rational  treatment,  leading  to  an  appreciable 
degree  of  constant  anaemia,  demand  operative  inter- 
vention. 

4.  Cases  with  constant  continuous  hypersecre- 
tion, accompanied  by  intercurrent  ischochymia, 
not  yielding  to  treatment,  should  likewise  be  oper- 
ated upon. 

5.  Severe  pains  not  influenced  to  a  considerable 
extent  by  a  repeated  course  of  rational  medical 


treatment  form  a  strong  indication  for  operative 
measures. 

6.  Stricture  of  the  pylorus  leading  to  ischochymia 
is  greatly  benefited  by  surgical  intervention  — 
gastro-enterostomy.  Beginning  benign  stenosis  of 
the  pylorus  can,  however,  also  be  treated  tentatively 
by  stretching. 

7.  Ulcer  accompanied  by  tumor-formation  and 
suspected  malignancy  should  likewise  be  operated 
upon.  Edward  L.  Cornell, 

Brun,  H.:   Problems  in  Stomach  Surgery,  Espe- 
cially the  Effect  of  Gastro-Enterostomy  (Magen- 

chirurgische  Probleme,  inbesondere  iiber  die  Wir- 
kung  der  Gastroenterostomie) .  Deutsche  Ztschr. 
f.  Chir.,  1915,  cxxxii,  511. 

By  Surg.,  Gynec.  &  Obst. 

Brun  discusses  the  question  of  whether  gastro- 
enterostomy is  effective  when  the  pylorus  is  left 
open.  Rontgen  examination  has  often  shown  that 
even  when  there  was  a  gastro-enterostomy  opening 
the  food  passed  over  it  through  the  pylorus.  He 
concludes  that  this  depends  on  the  position  of  the 
gastro-enterostomy  opening  in  the  stomach.  The 
fundus  has  very  little  motile  power,  and  if  a  gastro- 
enterostomy opening  is  made  here  the  food  simply 
passes  over  it  to  go  to  the  pylorus,  but  if  the  open- 
ing is  made  in  the  more  actively  motile  antrum  the 
food  is  forced  through  the  opening. 

The  subjective  symptoms  of  ulcer  of  the  stomach 
are  hyperscretion,  delay  in  emptying  the  stomach, 
and  pylorospasm.  The  chief  subjective  symptom 
is  pain.  This,  however,  is  not  always  present  in 
ulcer  and  it  is  present  in  some  other  diseases  of 
the  stomach.  Brun  concludes  that  pylorospasm 
is  the  primary  symptom  and  that  the  others  are 
produced  by  it. 

The  effect  of  gastro-enterostomy  is  not  directly 
on  the  ulcer  but  on  the  pain,  and  it  has  this  effect 
because  it  overcomes  the  spasm  of  the  pylorus.  He 
suggests,  therefore,  that  it  would  be  possible  to  cure 
the  condition  simply  by  incising  the  pyloric  ring; 
also,  that  the  effect  of  gastro-enterostomy  could 
be  made  more  permanent  by  also  excising  the  pylo- 
rus to  prevent  any  future  spastic  condition  of  the 
pylorus  accompanied  by  recurrence.  He  suggests 
the  possibility,  too,  of  influencing  this  spasm  by  a 
section  of  the  vagus.  That  this  is  possible  is  in- 
dicated by  a  case  recently  observed,  in  which, 
after  transverse  resection  of  the  stomach  for  ulcer 
of  the  lesser  curvature,  a  spastic  condition  of  the 
antrum  disappeared. 

In  operating  for  a  carcinoma  of  the  cardia  the 
incision  must  be  carried  into  the  normal  tissue. 
This,  as  a  rule,  necessitates  incising  the  thoracic 
part  of  the  oesophagus,  and  in  mild  cases  the  opera- 
tion may  be  performed  through  the  thorax  and  the 
stomach  reached  by  incision  through  the  diaphragm. 
In  severe  cases  it  is  preferable  to  perform  the  lapa- 
rotomy first  and  to  open  the  thorax  at  a  second  oper- 
ation. 

The  next  question  that  arises  is  how  to  dispose  of 
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the  two  free  ends.  The  stomach  can  be  brought  up 
and  attached  directly  to  the  oesophagus,  but  there 
is  danger  of  necrosis  of  the  anterior  part  of  the  stom- 
ach. The  opening  in  the  stomach  can  simply  be 
sutured  and  a  fistula  established  through  which  the 
patient  may  be  fed,  but  if  the  stump  of  the  oeso- 
phagus is  sutured  the  tissue  becomes  necrotic. 
Various  plans  have  been  devised  for  uniting  the 
ends  of  the  oesophagus  and  stomach  by  plastic  oper- 
ation, utilizing  either  a  loop  of  the  small  intestine 
or  a  tube  formed  from  the  greater  curvature  of  the 
stomach.  Thus  far  there  have  been  nutritive  dis- 
turbances in  the  organs  used  for  the  plastic  opera- 
tion. Further  improvement  in  the  technique  is  nec- 
essary. 

In  inoperable  cases  of  carcinoma  of  the  cardia  or 
oesophagus,  Brun  suggests  establishing  an  anastomo- 
sis between  the  oesophagus  and  the  stomach  over 
the  carcinomatous  contraction  by  means  of  a  loop 
of  the  small  intestine;  i.e.,  performing  a  palliative 
oesophagogastrostomy.  Though  this  would  not 
save  the  patient  it  would  render  his  condition  much 
more  endurable,  and,  because  of  the  improved 
condition,  some  cases  might  later  prove  to  be  oper- 
able. A.  Goss. 

Mayo,  C.  H.:   Causes  of  Failure  in  Gastro-Enter- 
ostomies.    St.  Paul  M.  J.,  1915,  xvii,  90. 

By  Surg.,  Gynec.  &  Obst. 

The  surgical  technique  in  gastro-enterostomy  has 
been  carefully  worked  out,  and  from  a  mechanical 
standpoint  is  now  quite  perfect.  Moreover,  the 
details  of  the  various  procedures  are  readily  mastered 
and  the  operation  may  be  made  with  a  low  mor- 
tality. However,  the  percentage  of  failures,  some 
of  which  are  avoidable,  is  too  high.  One  case  be- 
coming an  operative  failure  creates  more  confusion 
and  condemnation  of  the  procedure  than  many  suc- 
cessful cases  can  overcome.  It  is  the  group  of  cases 
that  must  be  called  failures  which  deters  the  intern- 
ists and  general  practitioners  from  advising  surgical 
treatment  in  many  cases  until  the  operation  is  one  of 
necessity  with  the  attendant  additional  risk  from 
the  more  advanced  condition  of  the  disease. 

It  has  been  shown  that  the  further  the  opening  is 
made  into  the  greater  curvature  of  the  stomach  the 
less  effectual  is  the  drainage,  since  the  gastric  con- 
tents pass  over  the  opening  into  the  pyloric  end  of 
the  stomach  and  are  forced  on  by  active  peristalsis 
toward  the  duodenum.  A  gastro-enterostomy,  thus 
located,  requires  efforts  at  pyloric  closure  to  improve 
delivery.  But  if  the  opening  is  made  toward  the 
pylorus,  the  peristaltic  contractions  may  start  the 
contents  toward  the  duodenum  and  into  the  intes- 
tine through  the  new  opening.  Other  things  being 
equal,  such  a  gastro-enterostomy  will  deliver  the 
gastric  contents  even  if  the  pylorus  is  open. 

One  of  the  great  immediate  bugbears  of  posterior 
gastro-enterostomy  has  been  the  vicious  circle.  In 
the  earlier  work  of  the  Mayo  Clinic  by  turning  the 
bowel  to  the  right  at  the  point  of  attachment  there 
was  an  average  of  one  case  of  vicious  circle  in  about 


fourteen  operations.  In  order  successfully  to  turn 
the  bowel  to  the  right  it  was  necessary  to  leave  a 
longer  loop  and  often  to  make  a  primary  or  even  a 
secondary  entero-enterostomy  of  the  loop.  This 
twist  of  the  bowel  was  a  relic  of  the  old  anterior 
operation  and  to  obviate  it  the  Y-method  of  Roux 
was  developed  and  a  fairly  long  loop  was  used. 
This  method  is  in  common  use  and  is  employed  by 
many  surgeons  to  overcome  the  difficulties  resulting 
from  twisting  the  bowel  out  of  its  normal  position. 

Jejunal  ulcers  following  gastro-enterostomy  have 
been  rather  frequently  reported.  I  have  not  ob- 
served any  such  except  in  connection  with  gastro- 
enterostomy itself,  just  below  the  opening.  In  all  of 
these  cases  that  were  explored,  the  buried  or  partial- 
ly buried  remains  of  the  non-absorbable  suture  mate- 
rial used  in  making  the  anastomosis  was  found.  The 
true  importance  of  this  was  not  appreciated  until  it 
was  seen  in  a  series  of  cases.  The  symptoms  in  these 
cases  very  much  resembled  the  original  symptoms  of 
ulcer  which  the  patient  complained  of  before  opera- 
tion. The  X-ray  might  show  that  the  gastric  con- 
tents passed  by  either  or  both  routes,  the  pylorus  or 
the  new  opening.  At  the  second  operation  the 
gastro-enterostomy  incision  seemed  to  be  indurated 
and  much  thickened  throughout  a  part  of  its  circle, 
yet  the  stomach  could  be  invaginated  through  the 
opening.  In  these  cases  cure  may  be  obtained  by 
opening  the  loop  of  bowel  at  the  site  of  the  gastro- 
enterostomy, making  a  Finney  type  of  plastic  opera- 
tion as  recommended  for  pyloroplasty  and  removal 
of  the  thread.  Eventually  a  spontaneous  cure  may 
follow  the  disappearance  of  the  suture  in  some  cases. 

Jejunal  ulcers  are  usually  mechanically  produced 
from  the  retention  of  permanent  suture  material  in 
making  the  anastomosis.  Patients  who  have  been 
primarily  relieved  by  gastro-enterostomy  and  have 
developed  the  same  symptoms  later  should  be  re- 
operated  on  and  this  condition  among  other  causes 
of  relapse  be  looked  for. 

The  gradual  closure  of  the  gastro-enterostomy, 
although  a  rare  occurrence,  is  an  additional  cause  of 
failure  in  the  operation. 

Scudder,  C.  L.:    Congenital  Pyloric  Tumor.    Bos- 
ton M.  &  S.  J.,  1915,  clxxii,  166. 

By  Surg.,  Gynec.  &  Obst. 

Scudder's  paper  demonstrates  that  a  baby  having 
a  congenital  pyloric  tumor  obstruction  will  always 
have  a  tumor  obstruction.  He  collects  a  series  of 
26  cases  of  this  condition  treated  by  gastro-enter- 
ostomy and  subsequently  X-rayed,  as  follows: 
Richter  of  Chicago,  10  cases  rayed  7  days  to  3.5 
years  after  operation;  Downes  of  New  York,  6 
cases  rayed  4  months  to  2  years  after  operation; 
Mitchell  of  Washington,  i  case  rayed  2.5  years 
after  operation;  and  9  cases  rayed  by  the  author  i 
to  8  years  after  operation.  The  returns  are  uni- 
form. In  each  case  the  bismuth  examinations 
showed  the  pylorus  obstructed,  showed  the  stoma 
patent,  and  showed  the  stoma  the  only  exit  from 
the  stomach. 
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Three  cases  of  this  condition  treated  by  posterior 
gastro-enterostomy  which  came  to  autopsy  from 
other  causes  are  in  accord  with  the  X-ray  evidence. 
These  are  the  cases  of  Morse,  F.  T.  Murphy,  and 
Wolbach  autopsied  7  months  after  operation;  of 
Grulee  and  Lewis  autopsied  9  months  after  opera- 
tion; and  of  Downes  autopsied  3.5  months  after 
operation.  Each  showed  obstructing  pyloric  tumor 
both  at  operation  and  at  autopsy. 

Scudder  recognizes  that  obstruction  in  general  at 
the  pylorus  may  be  either  mechanical  or  physiologi- 
cal; i.e.,  spasm;  but  in  cases  with  tumor,  he  be- 
lieves that  the  tumor  alone  with  the  mucous  mem- 
brane changes  is  adequate  cause  for  obstruction  in 
all  its  phases  and  that  it  is  unnecessary  to  imagine  a 
pyloric  spasm  associated  with  the  obstructing 
tumor.  He  deplores  the  idea,  now  so  prevalent, 
that  the  hypothetical  spasm  will  stop  and  the  tumor 
disappear.  Too  prolonged  experimental  feeding  is 
practiced  and  adequate  surgical  relief  is  too  long 
deferred.  Torr  Harmer. 

Barclay,  A.  E. :  The  Positive  Diagnosis  of  Duodenal 
Ulcer.     Arch.  Rdntg.  Ray,  1915,  xix,  280. 

By  Surg.,  Gynec.  &  Obst. 

The  author  takes  exception  to  the  statements  of 
certain  American  rontgenologists  that  "mere  ero- 
sions of  the  mucous  membrane  are  of  no  surgical 
consequence.''  The  bleeding  from  a  small  super- 
ficial ulcer  may  be  as  serious  and  the  chances  for 
perforation  greater  than  from  a  large  cicatrized  one. 

The  danger  does  not  lie  in  the  deformity  but  in 
the  erosive  qualities.  The  deformity  is  the  evidence 
of  the  effects  of  ulceration  and  may  have  no  patholog- 
ical significance.  The  author  believes  the  clinical 
symptoms  of  duodenal  ulcer  are  due  to  duodenal 
irritation  which  always  precedes  and  may  or  may 
not  have  gone  on  to  ulceration.  If  not,  of  course  no 
deformity  of  the  duodenal  shadow  will  be  found. 

The  surgeon  is  not  required  to  operate  on  those 
cases  where  nature  has  healed  the  lesions  by  cicatri- 
zation, but  on  those  in  which  duodenal  irritation  is 
still  present  The  author  believes  also  that  this 
duodenal  irritation  is  in  itself  a  secondary  manifesta- 
tion, and  that  the  ideal  treatment  for  it  is  not  gastro- 
jejunostomy, but  the  detection  and  removal  of  the 
causes  of  this  irritation.  G.  W.  Grier. 

Friedman,  G.  A. :  The  Experimental  Production  of 
Lesions,  Erosions,  and  Acute  Ulcers  in  the 
Duodenal  Mucosa  of  Dogs  by  Repeated  Injec- 
tions of  Ephinephrin.  /.  M.  Research,  1915, 
xxxii,  95.  By  Surg.,  Gynec.  &  Obst. 

The  author  has  previously  pointed  out  the  value 
of  polycythaemia  or  polyglobulia  for  the  diagnosis  of 
non-bleeding  duodenal  ulcers  in  man.  Briefly 
recapitulated,  his  work  seems  to  demonstrate  that 
while  in  duodenal  ulcer  the  condition  of  polyglobulia 
is  frequent  and  of  anaemia  rare,  just  the  reverse 
occurs  in  gastric  ulcer;  thus,  of  18  operatively  dem- 
onstrated cases  of  duodenal  ulcer,  polycythaemia 
was  found    in    15,   while  in   12    cases   of    gastric 


ulcer  polycythaemia  was  noted  only  once.  Seeing, 
therefore,  a  possible  connecting  link  between  the 
polyglobulias  found  in  duodenal  ulcer  and  the  ex- 
perimental polyglobulias  found  after  injections  of 
adrenalin  on  the  one  hand  and  in  the  tendency  of 
adrenalin  to  affect  tissues  with  sympathetic  inner- 
vation on  the  other,  Friedman  set  up  the  working 
hypothesis  that  the  initial  lesion  of  duodenal  ulcer 
may  be  caused  by  an  excessive  secretion  of  the 
adrenals.  With  this  object  in  view  he  undertook 
the  following  experiments,  which  consisted  of  re- 
peated injections  of  adrenalin  in  dogs.  The  dogs 
were  injected  between  2  and  3  o'clock  p.m.  almost 
daily,  with  occasional  intervals,  no  food  being  given 
in  the  morning  on  the  days  when  the  injections 
were  given.  The  injections  were  kept  up  for  one  to 
two  weeks,  being  made  either  into  the  vein  or  into 
the  muscle.  The  usual  adrenalin  hydrochloride 
solution  (1:1000)  of  Parke,  Davis  &  Co.  was  used. 
The  single  dose  was  not  less  than  i  ccm.  of  the  solu- 
tion, or  I  mg.  of  adrenalin,  and  did  not  exceed 
3  ccm.,  or  3  mg.  by  either  of  the  methods.  The 
autopsy  showed  lesions,  erosions,  and  ulcerations 
in  the  duodenum  of  11  dogs  out  of  12  experimented 
upon.  This  the  author  believes  is  certainly  more 
than  coincident. 

Friedman  was  led  to  publish  this  preliminary 
study,  inasmuch  as  a  careful  search  in  the  literature 
had  not  revealed  to  him  any  mention  of  the  selec- 
tive action  of  adrenalin  upon  the  duodenal  mucosa, 
and  while  the  material  as  yet  is  too  small  to  admit 
of  any  definite  conclusions  he  feels  that  this  work 
may  have  an  important  bearing  upon  the  patho- 
genesis of  the  duodenal  ulcer  in  man. 

George  E.  Beilbv. 

Andries,  R.  C:  Post-Operative  Ileus,  and  Ileus 
Accompanying  Peritonitis.  /.  Mich.  St.  M. 
Soc,  1915,  xiv,  86.  By  Surg.,  Gynec.  &  Obst. 

In  the  treatment  of  post-operative  ileus  the 
author  recommends  enterostomy,  which  to  be  suc- 
cessful in  these  extreme  cases  must  be  done  without 
added  shock  to  the  patient.  This  can  readily  be 
accomplished  at  the  primary  operation  in  cases  of 
peritonitis  accompanied  by  ileus,  and  in  post-opera- 
tive ileus  under  local  anaesthesia,  either  by  separating 
the  edges  of  the  old  incision  or  by  making  another 
small  opening.  Any  presenting  distended  loop  of 
ileum  (preferably  one  near  the  caecum)  can  be  caught, 
fastened  to  the  cut  edges  of  the  parietal  perito- 
neum by  two  or  three  sutures,  and  opened  by  a 
small  longitudinal  incision.  Gas  and  faecal-stained 
fluids  will  immediately  be  forced  out  in  large 
quantities,  and  the  relief  to  the  patient  is  at  once 
apparent.  To  insure  the  patency  of  the  opening 
in  the  gut,  a  rubber  drainage  tube  is  inserted  toward 
the  proximal  end.  If  in  doubt  as  to  which  end  is 
proximal,  a  tube  can  be  inserted  in  both  directions. 

Closure  of  the  enterostomy  wound  is  undertaken 
in  two  or  three  weeks,  by  which  time  the  bowel  will 
have  fully  recovered  its  tone.  Toward  the  end  of 
this   time  enemata  are  usually  effectual,   and  in 
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some  cases  even  normal  bowel  movements  occur. 
If  at  this  time  faeces  cannot  be  evacuated  per  rectum, 
it  is  advisable  to  defer  closure  of  the  enterostomy 
wound  longer  than  two  or  three  weeks.  It  will  be 
remembered  that  the  opening  made  in  the  bowel 
at  the  time  the  enterostomy  was  performed  was 
only  a  small  longitudinal  slit ;  simple  approximation 
of  the  edges  reinforced  by  a  few  Lembert  sutures  is 
all  that  is  necessary.  Occasionally  an  enterostomy 
wound  will  even  close  without  an  operation,  just 
as  nature's  faical  fistulae  usually  close  spontaneously. 
It  is  rarely  necessary  to  free  all  adhesions;  make  a 
wide  resection  of  the  bowel  at  the  point  of  the 
opening  and  perform  an  end-to-end  anastomosis. 

The  author  anticipates  post-operative  ileus  in 
cases  of  appendicitis  complicated  by  peritonitis  in 
which  the  cardinal  symptoms  of  ileus,  vomiting, 
meterorism,  and  coprostasis  are  prominent.  The 
appendix,  if  easily  accessible,  is  removed,  and  the 
peritoneum  is  drained  through  the  appendix  in- 
cision and  through  the  suprapubic  and  left  iliac 
wounds.  In  addition,  a  distended  loop  of  ileum  is 
stitched  to  the  edges  of  the  peritoneum  at  the  site 
of  the  appendix  incision,  opened,  and  drained. 

The  results  have  been  surprising.  Patients  who 
were  delirious,  practically  moribund,  and  in  whom 
recovery  seemed  hopeless  have  survived  the  opera- 
tion, rallied,  and  recovered.  Five  cases  are  re- 
ported. Edward  L.  Cornell. 

Peterson,  E.  W. :  The  Danger  of  Delay  in  the  Diag- 
nosis and  Treatment  of  Intussusception  in 
Infancy.     Med.  Rec,  1915,  Ixxxvii,  218. 

By  Surg.,  Gynec.  &  Obst. 

In  intussusception  the  clinical  picture  is  more 
constant  and  unvarying  and  the  symptoms  are 
more  uniform  and  characteristic  than  in  any  other 
type  of  intestinal  obstruction.  In  spite  of  this  no 
class  of  cases  is  more  often  unrecognized  and  more 
habitually  mismanaged  and  maltreated.  Because 
of  failure  to  make  a  diagnosis  or  delay  in  the  recogni- 
tion and  treatment  the  mortality  of  this  disease 
is  disgracefully  high.  The  figures  would  probably 
be  better  if  spontaneous  disinvagination  had  never 
occurred  and  if  no  case  had  ever  recovered  after 
sloughing  of  the  intussusception.  It  is  unfortunate, 
too,  that  hydrostatic  pressure  and  gas  or  air  inflation 
succeed  in  a  limited  number  of  cases,  for  such  meas- 
ures are  often  persisted  in  until  the  time  for  a  suc- 
cessful operation  has  passed.  It  is  not  the  purpose 
of  this  paper  to  decry  aerohydrostatic  treatment 
but  rather  to  emphasize  its  limitations. 

Thirty-two  cases  were  seen  in  10  years,  29  in 
infants  and  3  in  older  children.  Of  the  32  cases 
subjected  to  operation  16  died  and  16  recovered. 
The  author  had  personal  charge  of  the  19  cases 
whose  histories  appear  in  the  article. 

The  patients  ranged  in  age  from  6  days  to  13 
months.  All  were  breast-fed,  healthy,  well-nour- 
ished infants,  with  one  exception.  In  the  physical 
examination  an  abdominal  tumor  was  palpated  in 
every  instance.     The  invagination  —  unless  stated 


otherwise  —  was  in  the  ileocaecal  region.  Every 
case  seen  within  48  hours  of  the  onset  of  symptoms 
was  saved  by  laparotomy.  In  several  instances 
the  symptoms  had  lasted  even  longer  in  patients  who 
recovered.  The  fatal  cases  were  all  brought  in 
late  and,  for  the  most  part,  were  considered  hopeless, 
but  none  was  refused  operation.  Eight  out  of  the 
19  cases  died. 

These  statistics  seem  inexcusable,  but  if  a  reason 
is  sought  the  answer  is  simple;  i.e.,  failure  or 
delay  in  the  diagnosis,  improper  treatment,  or 
procrastination  in  advising  surgical  measures.  In 
many  of  the  cases  it  was  only  after  failure  of  medical 
treatment  and  mechanical  measures  to  reduce  the 
invagination  that  the  patients,  as  a  last  resort,  were 
sent  to  the  hospital  for  operation.  The  fault  rarely 
rests  with  the  family  in  refusing  operation,  but  lies 
with  the  physician  who  fails  to  realize  his  responsi- 
bility in  the  care  of  this  peculiarly  serious  affec- 
tion. 

In  a  study  of  this  disease  the  most  striking  point 
is  the  wide  difference  between  the  mortality  in  the 
early  and  in  the  late  operations.  The  statistics  of 
the  greatest  interest  are  those  giving  the  time  of 
treatment,  either  surgical  or  otherwise,  after  the 
onset  of  symptoms;  and  almost  invariably  one  is 
impressed  with  the  fact  that  "cured"  cases  were 
diagnosticated  and  treated  early.  Cases  recognized 
and  operated  during  the  first  24  hours  give  a  mor- 
tality in  experienced  hands  of  not  over  10  per  cent. 
Cases  treated  after  two  days  have  passed,  with  but 
few  exceptions,  have  little  chance  of  recovery. 

The  symptoms,  diagnosis,  and  treatment  are  taken 
up  in  detail. 

The  typical  sausage-shaped  tumor  of  the  text- 
books has  been  too  much  emphasized.  It  is  rarely 
felt  early  and,  when  present,  means  that  the  intus- 
susception has  progressed  to  a  considerable  ex- 
tent. More  often  a  rounded  mass  is  felt  and  it 
may  occupy  any  portion  in  the  abdomen.  It  is 
generally  quite  movable  and  may  resemble  an 
enlarged  gland.  Where  the  tumor  is  oblong  or 
sausage-shaped,  it  is  curved  with  the  convexity 
directed  toward  the  umbilicus.  The  mass  may  be 
felt  to  contract  or  relax  under  the  hand.  If  the 
tumor  cannot  be  felt  abdominally,  then  bimanual 
rectal  examination  should  be  made  in  every  sus- 
pected case.  Under  anaesthesia  one  seldom  fails  to 
discover  its  presence.  Edward  L.  Cornell. 

Davis,  L. :  Rupture  of  Intestine.    Boston  M.  &  S.  J., 
1915,  clxxii,  163.  By  Surg.,  Gynec.  &  Obst. 

Davis  reports  two  cases  of  rupture  of  intestine 
in  which  suture  was  followed  by  recovery.  The 
first  was  a  boy  who  had  fallen  on  a  rock  19  hours 
previous  to  examination.  Operation  showed  the 
abdominal  cavity  to  be  filled  with  faecal  fluid  and  a 
rent  in  the  small  intestine  extending  nearly  across 
the  gut.  This  was  closed  with  chromic  catgut  and 
the  abdominal  cavity  thoroughly  washed  out  with 
salt  solution.  The  abdomen  was  closed,  two 
drains  being  left.     Stimulated  with  tap  water  by 
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rectum  and  caffein  and  camphor,  the  wound 
sloughed  and  healed  by  granulation.  The  patient 
was  discharged  in  excellent  condition  in  six  weeks. 

The  second  case  was  a  boy  of  8,  who  had  been 
struck  by  an  automobile  about  two  hours  before 
operation.  He  showed  signs  of  internal  haemor- 
rhage, and  operation  disclosed  a  belly  filled  with 
blood.  A  loop  of  small  bowel,  completely  severed, 
was  found.  The  edges  were  trimmed  and  ap- 
proximated with  Pagenstecher.  The  abdominal 
cavity  was  thoroughly  irrigated  with  salt  solution 
and  the  wound  closed,  a  wick  drain  being  left. 
Subsequent  treatment  consisted  in  Fowler's  posi- 
tion, rectal  seepage,  and  strychnia.  The  patient 
was  discharged  in  excellent  condition  in  three 
weeks. 

In  cases  of  ruptured  bowel,  by  injury,  in  which 
there  has  not  been  an  opportunity  to  wall  off  the 
infectious  area,  Davis  believes  that  thorough  irriga- 
tion of  the  abdominal  cavity  is  a  life-saving  meas- 
ure. In  his  experience  both  children  and  adults 
retain  ordinary  tap  water  by  rectum  as  well,  if 
not  better,  than  normal  salt  solution. 

TORR  Harmer. 

Anderson,  J.  H. :  Successful  Treatment  of  a  Bichlo- 
ride Poisoning  Case  by  Hydraulic  Irrigation 
Through  a  Caecostomy  Operation.  Surg. ,  Gynec. 
^  Obst.,  1915,  XX,  350.        By  Surg.,  Gynec.  &  Obst. 

The  author  reports  a  new  and  successful  treatment 
in  one  case  in  which  the  patient  had  taken  10  grains 
of  bichloride  on  an  empty  stomach.  It  was  two 
and  one-half  hours  before  the  stomach  was  washed 
out  by  an  interne  at  the  hospital.  Sufficient  mer- 
cury was  absorbed  to  produce  total  anuria,  with  the 
usual  abdominal  symptoms  of  intense  colic  and 
purging. 

The  rationality  of  the  treatment  is  based  on  the 
pathological  anatomy.  No  matter  how  the  mercury 
is  absorbed  into  the  circulation,  it  is  resecreted  by 
the  mucosa  of  the  alimentary  canal,  the  vagina,  and 
bladder.  This  mercury  does  not  remain  on  the 
surface  but  is  probably  reabsorbed  if  not  removed  by 
vomiting  or  purging.  Gastric  lavage  may  remove 
some  mercury.  Milk  and  eggs  may  precipitate 
some  of  it  in  the  stomach  and  intestines,  but  owing 
to  the  severe  cramp  and  pain  in  the  intestines, 
tenesmus,  and  stools,  it  is  impossible  to  thoroughly 
remove  the  contents  of  the  bowels  systematically 
and  continuously  for  a  number  of  days,  except  by 
enterostomy  or  caecostomy.  In  addition,  this 
method  of  washing  the  bowel  forces  a  large  quantity 
of  water  into  the  portal  system,  increasing  blood- 
pressure,  improving  the  pulse,  and  diluting  the 
poison  in  the  circulation  of  the  heart  and  kidneys. 
The  result  is  that  the  plugs  of  tubular  debris  in 
the  kidney  are  cleaned  out,  making  secretion  of  urine 
possible. 

The  mercury  in  the  case  reported  was  found  solely 
in  the  watery  stools,  and  as  late  as  the  tenth  day. 
The  urine  flowed  freely  only  when  water  was  under 
pressure    in    the    colon.     The    general    effect    was 


stimulating.  The  case  made  a  good  recovery. 
The  acute  inflammation  of  the  kidney  subsided  in 
about  14  days.  The  amount  of  water  used  by 
caecostomy  was  from  5  to  10  gallons  per  day,  the 
quantity  being  gradually  reduced  until  the  four- 
teenth day. 

The  question  of  decapsulation  in  cases  where  the 
kidneys  are  badly  damaged  before  this  treatment 
is  instituted  must  be  left  for  future  tests.  The 
important  point  is  the  theory  of  washing  out  the 
resecreted  poison  from  the  entire  colon. 

Parkes,  C.  H.:    Stump  Treatment  in  Appendec- 
tomy.    Interst.  M.  J.,  1915,  xxii,  156. 

By  Surg.,  Gynec.  &  Obst. 

Much  discussion  has  been  indulged  in  upon  this 
subject,  in  which  the  adoption  of  a  uniform  plan 
seems  to  be  about  as  possible  as  the  adherence  to 
the  use  of  catgut  in  the  abdomen  to  the  exclusion  of 
silk,  or  vice  versa. 

It  is  an  interesting  study  to  observe  the  different 
schemes  adhered  to  in  the  technique  of  this  maneu- 
ver. In  this  regard  one  is  led  to  wonder  what  post- 
operative records  show  regarding  pain,  fistulae, 
infection  of  the  wall  of  the  caecum,  and  obstruction 
due  to  adhesions.  It  would  be  exceedingly  in- 
teresting to  compile  statistics  on  this  question, 
based  upon  the  many  subsequent  operations  per- 
formed for  the  relief,  not  of  a  pathological  appendix, 
but  for  pathology  due  to  a  previous  appendectomy. 
Naturally,  this  subject  alludes  only  to  those  opera- 
tions performed  during  quiescence,  with  no  active 
inflammatory  process  existing.  In  cases  where 
there  is  an  active  inflammatory  process,  even  though 
slight,  subsequent  adhesions  and  other  untoward 
results  are  not  surprising.  In  interim  cases  without 
inflammation  the  percentage  of  post-operative 
adhesions  or  other  unexpected  sequelae  ought  to  be 
very  low. 

To  insure  success  with  the  lowest  possible  mor- 
tality and  the  least  chance  of  post-operative 
complications,  the  following  principles  should  pre- 
vail: 

1.  The  prevention  of  haemorrhage  by  {a)  the 
actual  cautery  when  available;  (6)  the  ligation  of 
the  vessels;  (c)  the  use  of  formaldehyde,  as  is  done 
in  many  clinics;  or  {d)  by  the  ligation  of  the  stump. 
The  latter,  however,  might  become  the  origin  of  an 
abscess  in  the  caecal  wall  because  of  septic  mucous 
membrane  left  in  a  pocket. 

2.  The  prevention  of  general  peritonitis  by  in- 
vagination, which  avoids  danger  from  the  access 
of  intestinal  contents  to  the  free  peritoneal  cavity 
by  the  slipping  of  a  ligature  off  the  stump. 

3.  The  prevention  of  adhesions  between  raw 
surfaces  by  turning  the  stump  into  the  caecum. 

4.  The  selection  of  a  simple,  safe,  and  rapid 
method  of  purse-string  operation  which  does  not 
necessitate  the  use  of  a  specially  devised  instru- 
ment. 

5.  The  adherence  to  one  simple  plan  to  establish 
a  good  habit.  Edward  L.  Cornell. 
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Keilty,  R.  A.,  and  Smith,  A.  J.:  Intestinal  Stasis, 
Bands,  Kinks,  and  Membranes.     N.  Y.  M.  J., 

1915,  ci,  549.  By  Surg.,  Gynec.  &  Obst. 

From  their  study  the  authors  divide  peritoneal 
folds  into  three  groups:  (i)  peritoneal  anomalies; 
(2)  developed  folds  (hypertrophies  or  "crystalliza- 
tion of  the  lines  of  strain");  and  (3)  peritonitis, 
subdivided  into  acute  fibrinous  peritonitis,  (o) 
non-operative,  and  (b)  operative;  chronic  fibrous 
peritonitis,  (o)  the  results  of  acute  peritonitis,  and 
(b)  a  gradual  fibrosis. 

This  division  is  mainly  made  upon  the  gross  ap- 
pearance. Microscopical  appearance  varies  only 
in  minor  detail.  Peritoneal  anomalies  appear  as 
normal  folds  of  peritoneum,  mesenteries,  or  omen- 
tum. They  are  usually  thin  and  have  a  normal 
blood-vessel  distribution.  They  occupy  relatively 
the  same  positions  in  all  cases.  Developed  folds 
are  thickened  normal  folds  and  are  always  perito- 
neal in  nature.  The  thickening  is  in  the  sub- 
endothelial  connective  tissue  and  is  made  up  of  an 
increase  in  that  connective  tissue,  likened  to  the 
hypertrophy  of  parenchymatous  structures.  Peri- 
toneal inflammations  should  be  easily  recognized, 
the  chronic  form  occurring  as  radiating  and  irreg- 
ularly thickened  lines  —  ileum  to  caecum  —  as  coap- 
tations of  parts  at  abnormal  situations  and  as  bands. 

Under  the  heading  of  peritoneal  anomalies  are 
included  all  alterations  or  unusual  developments 
of  folds  of  peritoneum  which  are  commonly  seen, 
such  as  the  caecal  folds,  Reid's  folds,  and  Jackson's 
membrane;  secondly,  any  fold  of  peritoneum  which 
in  its  general  appearance  may  be  likened  to  these. 
In  reviewing  the  abdominal  cavities,  one  is  struck 
by  the  wide  variations  in  these  folds.  They  occur 
at  many  different  locations  and  follow  many  dif- 
ferent types.  Several  new  names  are  suggested  in 
designating  these  various  folds. 

The  authors  state  that  it  is  useless  to  fill  the  ab- 
dominal cavity  with  materials  which  are  foreign  to 
it  in  order  to  suppress  adhesions;  it  must  be  rec- 
ognized that  to  handle  the  gut  excessively  will 
result  in  abrasions;  it  must  be  recognized  that  to 
pinch  the  peritoneum  with  forceps,  especially  with 
rat-tooth  forceps,  will  cause  injuries  to  the  perito- 
neum. In  accepting  this,  the  surgeon  must  bear 
in  mind  that  it  is  Nature's  law  to  heal  injuries  and 
that  the  greatest  part  of  repair  is  by  fibrosis.  It 
may  be  said  that  the  greater  the  injury  to  the  perito- 
neum at  the  time  of  operation,  the  greater  will  be 
the  number  of  adhesions  at  a  later  date,  and  vice 
versa.  Edward  L.  Cornell. 

Soper,  H.  W. :  Polyposis  of  the  Colon  and  Multiple 
Benign  and  Malignant  Adenoma  Limited  to 
the  Sigmoid  Flexure  of  the  Colon.  Tr.  Gastro- 
Enterol.  Ass.,  Baltimore,  1915,  May. 

By  Surg.,  Gynec.  &  Obst. 

Soper  reported  a  case  of  polyposis  of  the  colon 
in  a  child  aged  8  years  in  which  the  entire  colon  was 
successfully  removed  —  ileosigmoidostomy.  Path- 
ological  examination   showed   the   growths   to   be 


benign  adenoma.  There  was  no  evidence  of  any 
inflammatory  process  in  the  mucous  membrane  of 
the  colon. 

He  also  reported  20  cases  of  adenomatous  polypi 
of  the  sigmoid  flexure  of  the  colon.  Ten  cases  were 
multiple.  In  three  cases  malignant  degeneration 
of  a  polyp  had  occurred.  In  one  case  three  inches 
of  the  sigmoid  was  resected.  In  all  the  other  cases 
the  growths  were  removed  by  means  of  the  snare 
and  cautery.  Chronic  spasticity  of  the  sigmoid  is 
the  probable  cause  of  the  frequency  of  the  growths 
in  this  region.  A  plea  is  made  for  routine  sig- 
moidoscopy in  all  cases  of  chronic  constipation  and 
in  all  cases  presenting  symptoms  of  blood  in  the 
faeces,  regardless  of  the  presence  of  haemorrhoids. 
When  limited  to  the  rectum  and  sigmoid  the  polypi 
can  be  removed  readily  by  means  of  the  snare  and 
cautery,  provided  they  are  not  too  numerous.  Even 
when  malignancy  develops  in  a  pedunculated 
polyp,  it  is  possible  to  destroy  the  growth  com- 
pletely without  resorting  to  resection  of  the  bowel. 

Specimens  and  lantern  slides  of  microscopical 
sections  illustrating  the  malignant  degeneration 
were  presented. 

Lynch,  J.  M.,  and  Draper,  J.  W. :  Developmental 
Reconstruction  of  the  Colon  Based  on  Surgical 
Physiology.     Ann.  Surg.,  Phila.,  1915,  Ixi,  166. 

By  Surg.,  Gynec.  &  Obst. 

The  authors  plead  for  a  better  understanding  of 
the  origin,  growth,  and  function  of  the  large  gut 
before  surgical  procedures  are  adopted. 

The  vitelline  duct  marks  the  division  of  the  fore- 
and  hind-gut.  About  the  third  week  of  foetal  life 
the  future  caecum  and  appendix  appear  as  a  bud  on 
the  hind-gut  <a  slight  distance  aboral  to  the  vitelline 
duct.  Thus  the  terminal  ileum  and  the  colon  have 
a  common  embryological  origin. 

At  the  end  of  the  third  month  the  colon  undergoes 
a  twist  and  comes  to  lie  over  the  right  kidney,  where 
it  remains  until  birth,  when,  under  normal  impulses, 
it  migrates  to  the  right  iliac  fossa.  In  dogs  the 
second  position  is  the  final  one,  and  man  would 
probably  have  been  more  efficient  had  his  colon 
remained  in  this  position  also.  This  is  demon- 
strated by  Bloodgood's  operation  of  partial  colec- 
tomy. Under  abnormal  impulses  the  rotation  and 
migration  are  changed,  and  malformations  result 
which  later  on  lead  to  functional  derangements,  thus 
explaining  those  cases  of  appendicitis  which  seem 
hereditary;  i.e.,  hereditary  misdirection  of  caecal 
migration  and  rotation. 

The  function  of  the  colon  is,  first  and  foremost, 
elimination,  while  secondary  and  of  very  little  im- 
portance, is  absorption. 

Elimination,  not  so  much  of  the  faecal  matter  as 
of  the  different  toxins  and  poisons  within  the  body, 
is  the  latest  and  most  reasonable  theory.  Experi- 
ments in  intestinal  obstruction  have  shown  this. 
And,  indeed,  an  important  corollary  from  this  must 
be  that  colonic  irrigation  is  a  reasonable  and 
feasible  therapeutic  measure.     The  authors  believe 
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the  effect  of  colon  irrigation  is  due  to  the  mechanical 
washing  away  of  the  toxins.  The  stomach  and 
colon  are  compared  in  this  respect.  The  diarrhoeas 
of  constipation,  syphilis,  goiter,  and  nephritis  are 
considered  as  demonstrating  the  eliminative  func- 
tion of  the  colon.  Experiments,  however,  show  that 
this  applies  only  to  the  caudad  colon;  i.e.,  that  part 
beyond  the  median  line  of  the  transverse  colon. 

He  cites  several  opinions  of  noted  physiologists 
on  the  absorptive  and  related  functions  of  the  colon, 
which  tend  to  show  that  the  colon  is  a  place  of 
digestion  and  absorption,  particularly  of  fats.  The 
authors  state  this  is  not  their  experience,  and  they 
further  believe  that  the  above  slight  function  is 
overshadowed  by  the  dangers  which  may  arise  from 
a  slowly  emptying  cascum   and   ascending  colon. 

Another  function  of  the  caecum  which  the  authors 
take  exception  to  is  that  of  absorbing  water  from  its 
contents.  They  also  believe  in  the  idea  that  the 
caudad  colon,  after  ileocolostomy,  may  assume  the 
functions  of  the  caecum  and  ascending  colon.  The 
mistake  is  due,  so  they  state,  to  the  idea  that  the 
terminal  ileum  and  cascum  are  morphologically 
different,  whereas  being  embryological  units  there 
is  a  facultative  copartnership  between  them,  that, 
in  the  absence  of  one,  allows  the  other  to  take  on  its 
functions.  Thus  can  be  explained  the  persistent 
diarrhoea  and  constipation  so  common  after  the 
operation  of  ileocolostomy. 

Conclusions  based  on  X-rays  alone  are  erroneous, 
because  the  difference  between  stases  due  to  mechan- 
ical and  those  due  to  reflex  causes  cannot  be  shown, 
and,  second,  because  it  is  not  certain  whether  bis- 
muth travels  at  the  same  rate  as  food. 

The  authors  believe  that  the  good  done  by  rectal 
feedings  is  due  wholly  to  the  water  and  not  to  the 
food,  and  that  rectal  alimentation  is  one  of  our  in- 
herited misconceptions.  Phillips  M.  Chase. 

Lobingier,    A.     S.:     Colocolostomy.     Ann.    Surg., 

Phila.,  1915,  Ixi,  176.        By  Surg.,  Gynec.  &  Obst. 

The  author  suggests  the  operation  of  colocolos- 
tomy as  a  conservative  measure  to  maintain  the 
alimentary  purpose  of  the  colon  and  yet  relieve  the 
symptoms  of  stasis.  Last  year  the  author  presented 
a  detailed  clinical  history  and  report  of  operation  on 
five  patients.     This  paper  includes  four  more  cases. 

After  operations  for  visceroptosis,  in  quite  a  num- 
ber of  cases  the  nutritional  index  remains  below  par 
and  symptoms  of  stasis  still  continue.  This  con- 
dition is  due  to  a  very  acute  angulation  of  the  colon 
at  the  splenic  flexure,  and  not  infrequently  at  the 
hepatic  as  well,  preventing  the  onward  movement  of 
gas  and  fasces.  The  usual  operative  procedures  do 
not  affect  this  condition  in  the  least. 

The  gastroptosis  is  first  corrected  when  necessary 
by  the  technique  of  Rovsing,  and  the  gastrocolic 
ligament  then  plicated.  Following  this  an  anasta- 
mosis  is  made,  usually  at  the  splenic  flexure,  between 
the  two  limbs  of  the  colon.  If  the  angle  of  the 
hepatic  flexure  is  15°  or  less  a  similar  anastamosis  is 
done  also. 


The  paper  closes  with  the  following  summary: 

1.  The  anastamosis  should  be  5  cm.  in  length. 

2.  The  usual  clamps  and  sutures  of  gastro- 
enterostomies are  used. 

3.  The  colon  should  previously  be  thoroughly 
cleansed  with  salt  solution. 

4.  To  avoid  the  possibility  of  a  loop  of  ileum  slip- 
ping between  the  colonic  segments  above  the  anasta- 
mosis, the  serosa  of  the  two  segments  are  sutured 
together.  Phillips  M.  Chase. 

Wiener,  J.:  A  New  Operation  for  Stricture  of  tlie 
Rectum  or  Sigmoid.  Surg.,  Gynec.  &•  Obst.,  1915, 
XX,  222.  By  Surg.,  Gynec.  &  Obst. 

Wiener's  patient,  a  man  of  63  years,  came  under 
his  care  at  Mount  Sinai  Hospital.  Four  months 
before  admission  he  had  resorted  to  a  hot  enema 
for  constipation,  and  produced  a  severe  burn  of  the 
rectum.  A  few  weeks  later  he  had  small  frequent 
bowel  movements,  probably  the  result  of  the  forma- 
tion of  an  inflammatory  stricture;  his  general  con- 
dition was  not  good.  Rectal  examination  revealed 
a  hard  circular  infiltration  five  inches  from  the  anus. 
The  stricture  would  not  admit  the  tip  of  the  index- 
finger,  and  the  tip  of  the  smallest  bougie  could  not 
be  passed  through  it.  The  stricture  was  too  high 
up  to  make  linear  incisions,  and  any  attempt  at 
dilatation  would  probably  have  resulted  in  perforat- 
ing the  bowel.  An  external  proctotomy  with  resec- 
tion of  the  coccyx  would  have  been  much  too  serious 
an  operation  for  such  a  feeble  old  man.  Through  a 
left  rectus  incision  the  abdomen  was  opened.  An 
assistant  passed  a  Wales  bougie  into  the  rectum  and 
it  met  an  impassable  obstruction  five  inches  from 
the  anus.  At  the  site  of  the  stricture  a  white  scar 
one  inch  wide  was  seen,  completely  surrounding  the 
bowel.  The  assistant  was  instructed  to  make 
upward  pressure  on  the  bougie  which  Wiener  had 
made  to  engage  in  the  stricture  by  manipulation 
from  inside  the  abdomen.  This  was  at  first  unsuc- 
cessful, but  it  occurred  to  the  author  that  by  forcing 
the  bowel  downward  toward  the  anus  from  within 
the  abdomen,  the  stricture  might  be  overcome. 
After  a  few  minutes  of  this  manipulation  the  stric- 
ture began  to  dilate  and  soon  the  tip  of  the  bougie 
was  felt  in  the  bowel  above  the  stricture.  Larger 
and  larger  bougies  were  passed  in  the  same  manner 
and  the  bowel  was  milked  over  them  from  within 
the  abdomen  as  with  the  first  until  the  largest  Wales 
bougie  lay  in  the  rectum  above  the  stricture.  The 
bougie  was  allowed  to  remain  in  place  and  the  ab- 
domen was  closed  without  drainage.  Eighteen 
hours  after  operation  the  bougie  was  removed  on 
account  of  pain.  Convalescence  was  uninterrupted, 
and  the  man  left  the  hospital  at  his  own  request 
a  week  after  operation.  He  was  requested  to  return 
every  few  weeks  to  have  bougies  passed,  but  he 
neglected  to  do  so.  Nevertheless,  four  months  after 
operation,  the  largest  Wales  bougie  could  be  readily 
passed. 

This  operation  is  applicable  to  strictures  more 
than  three  or  four  inches  from  the  anus.     Its  ad- 
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vantages  are:  (i)  ease  and  certainty,  the  work  being 
done  under  guidance  of  the  eye;  (2)  absence  of 
shock;  (3)  rapid  recovery;  (4)  little  or  no  danger  of 
perforating  the  rectum. 

LIVER,  PANCREAS,  AND  SPLEEN 

Frank,  L.:  Gall-Bladder  Infections;  Their  Treat- 
ment from  a  Surgical  Standpoint.  Surg., 
Gynec.  6f  Obst.,  1915,  xx,  360. 

By  Surg.,  Gynec.  &  Obst. 

The  author  thinks  the  final  verdict  is  yet  to  be 
rendered  as  to  the  disposition  of  the  gall-bladder  in 
cases  which  come  for  operation. 

Attention  is  called  to  the  work  of  Lane,  and  al- 
though by  no  means  prepared  to  accept  his  premises 
in  their  entirety  nor  agree  with  his  conclusions  in 
toto,  it  is  believed  he  has  opened  a  wide  field  for 
profound  and  deep  study  and  experimentation  in  its 
relationship  to  the  subject  under  discussion. 

There  are  two  types  of  cases  to  which  especial 
attention  is  directed:  the  first,  cholecystitis  without 
stone  formation;  the  second,  chronic  obstruction  of 
the  common  duct  from  calculi. 

The  author's  observation  has  been  that  cases 
without  stones  are  among  the  most  difficult  to 
relieve  permanently,  and  he  is  of  the  opinion  that 
until  within  the  last  year  or  two  the  treatment  con- 
sisting of  drainage  alone  has  probably  been  at 
fault.  However,  since  subjecting  these  patients  to 
cholecystectomy  a  greater  measure  of  success  has 
been  obtained. 

He  thinks  the  term  chronic  cholecystitis  has  been 
and  will  continue  to  be  used  as  an  explanation  to 
cover  errors  in  diagnosis.  A  successful  culture  of 
bacteria  from  bile  in  the  so-called  chronic  cases  is 
not  sufficient  to  verify  the  diagnosis,  as  observation 
has  shown  in  chronic  cholecystitis  definite  changes 
in  the  gall-bladder  walls:  whereas,  the  bile  itself 
may  or  may  not  contain  micro-organisms.  Often 
if  the  gall-bladder  is  subjected  to  drainage,  pure  and 
simple,  an  ultimate  cure  does  not  result.  In  this 
type,  cholecystectomy  is  necessary  to  secure  per- 
manent and  complete  relief.  If  prolonged  drainage 
of  the  choledochus  tract  is  necessary,  after  removal 
of  the  gall-bladder,  a  tube  is  sutured  into  the  cystic 
or  common  duct. 

In  cases  of  acute  cholecystitis  with  pus,  the  gall- 
bladder being  isolated  from  the  general  peritoneal 
cavity  by  omental  adhesions,  he  does  not  advise  or 
practice  removal  of  the  gall-bladder.  Complete 
separation  of  the  adhesions  is  undesirable,  and  the 
best  results  are  obtained  by  carefully  separating  the 
omental  wall  from  only  such  an  area  as  will  permit 
access  to  the  gall-bladder  for  the  purpose  of  drain- 
age, which  is  rapidly  carried  out,  disregarding  stones. 
The  aim  should  be  to  interfere  with  Nature's  barrier 
as  little  as  possible.  The  primary  object  is  to  afford 
drainage,  and  at  the  same  time  prevent  further 
spread  of  infection.  Calculi,  if  present,  can  be 
removed  at  a  second  operation.  He  is  convinced 
that  in  these  cases  cholecystectomy  is  bad  practice. 


The  exact  status  of  cholecystectomy  has  yet  to  be 
determined.  Conclusions  based  upon  the  work  of 
the  men  in  the  large  clinics  will  finally  become  the 
accepted  practice  among  surgeons  generally.  With 
Frank  it  has  seemed  that  it  is  not  so  much  a  question 
of  which  gall-bladder  to  remove,  as  which  not  to 
remove.  The  negative  side  of  the  question  re- 
quires the  exercise  of  greater  judgment.  Cholecys- 
tectomy is  indicated  in  all  cases  where  calculi  have 
for  some  time  been  present  in  the  cystic  duct. 

The  other  type  of  cases  to  which  attention  is  called 
is  that  in  which  calculi  are  present  in  the  common 
duct,  producing  more  or  less  continuous  complete 
obstruction.  If  the  obstruction  is  acute,  there  is 
practically  but  one  opinion  as  to  the  procedure;  if 
the  obstruction  is  chronic,  the  procedure  to  be 
followed  is  open  to  discussion. 

Attention  is  called  to  the  high  death-rate  in  these 
cases.  The  mortality  has  been  markedly  lowered 
through  anoci-association  and  the  administration 
of  nitrous  oxide  gas.  With  the  liver  damaged,  the 
administration  of  a  lipoid-solvent  anaesthetic  is 
contra-indicated. 

Frank  offers  as  a  further  explanation  of  the  fatal- 
ity, aside  from  that  due  to  sepsis,  the  sudden  re- 
lease of  intrahepatic  pressure,  and  says  the  condition 
is  quite  analogous  to  that  of  the  kidneys  in  old 
prostatic  obstruction.  The  sudden  alteration  in 
pressure  permits  such  a  tremendous  influx  of  blood 
that  the  metabolic  function  of  liver-cells  is  im- 
possible, and  as  a  result  death  ensues. 

In  his  operative  work  in  recent  years,  since  be- 
coming familiar  with  the  anoci-association  method 
under  gas-oxygen  anaesthesia,  and  complete  block- 
ing, he  has  been  content  with  preliminary  drainage 
of  the  gall-bladder.  After  the  gall-bladder  has  been 
permitted  to  drain  for  some  time,  and  the  patient's 
temperature  has  been  reduced  to  normal,  and  the 
jaundice  has  subsided,  he  does  a  secondary  operation, 
removing  the  obstruction  from  the  duct.  Under 
this  plan  the  mortality  is  very  materially  reduced. 

GuUen,  T.  S.:  A  Calcified  Lymph-Gland  Producing 
Symptoms  Somewhat  Suggestive  of  Gail- 
Stones.     Surg.,  Gynec.  &f  Obst.,  1915,  xx,  260. 

By  Surg.,  Gynec.  &  Obst. 

In  this  case,  while  making  a  right  rectus  incision 
for  the  removal  of  a  chronic  appendix,  CuUen  put 
his  hand  up  into  the  gall-bladder  region  to  see  if 
by  any  chance  the  gall-bladder  contained  stones, 
as  the  patient  gave  a  history  of  jaundice  on  one 
occasion.  He  felt  what  appeared  to  be  a  gall-stone 
and  lengthened  the  incision  upward.  Situated  at 
the  junction  of  the  cystic  and  common  duct  was  a 
calcified  nodule  about  1.5  cm.  in  diameter.  This 
was  gradually  shelled  out  of  the  adhesions  and  re- 
moved without  either  the  cystic  duct  or  the  common 
duct  being  opened.  On  chemical  examination  it 
was  found  to  bear  no  resemblance  whatever  to  a 
gall-stone.  With  hydrochloric  acid  and  nitric 
acid  it  gave  off  carbonic  acid.  It  was  undoubtedly  a 
calcified  lymph-gland. 
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Peterson,  R.:    Gall-Stones  During  the  Course  of 
1,066  Abdominal  Sections  for  Pelvic  Diseases. 

Surg.fGynec.  y  ObsL,  1915,  xx,  284. 

By  Surg.,  Gynec.  &  Obst. 

It  is  generally  agreed  that  the  appendix  should 
be  inspected  and  removed  when  necessary  when  the 
abdomen  is  opened  for  pelvic  disease.  This  does 
not  hold  true  if  the  pelvic  disease  be  of  such  a  nature 
that  further  abdominal  manipulation  will  likely 
contaminate  the  clean  peritoneum  or  if  the  condition 
of  the  patient  forbids  further  manipulation. 

The  same  kind  of  reasoning  applies  to  the  gall- 
bladder when  the  abdomen  is  opened  for  pelvic  dis- 
ease. The  patient  has  the  right  to  demand  that 
all  her  abdominal  derangements  be  cared  for  at 
one  and  the  same  operation  in  so  far  as  this  can  be 
done  with  comparative  safety.  Since  it  is  shown 
that  in  quite  a  percentage  of  cases  of  pelvic  dis- 
ease gall-stones  are  present  and  give  rise  to  symp- 
toms prior  to  or  subsequent  to  the  pelvic  operation, 
unless  contra-indications  exist  similar  to  those 
cited  in  the  case  of  the  appendix,  the  gall-bladder 
should  be  palpated  and  gall-stones  removed  when  the 
abdomen  is  opened  for  other  purposes. 

The  day  of  the  small  abdominal  incision  is  past. 
The  incision  should  be  large  enough  to  allow  of 
thorough  abdominal  exploration.  Otherwise  im- 
portant lesions  in  other  portions  of  the  abdomen 
will  be  undiscovered  and  the  patient  left  in  an  un- 
satisfactory condition  because,  while  cured  of  one 
lesion,  she  will  suffer  from  another. 

Operations  on  the  gall-bladder  are  contra-indi- 
cated in  the  presence  of  malignant  disease  of  the 
uterus  or  the  appendages,  unless  an  operation  upon 
the  gall-bladder  or  biliary  passages  be  imperatively 
demanded  for  the  relief  of  pain. 

A  careful  history  will  sometimes  fail  to  reveal 
symptoms  pointing  to  gall-stones;  yet  when  calculi 
are  found  during  a  pelvic  operation,  vague  symptoms 
ascribed  to  "gastralgia"  or  "indigestion"  are  ex- 
plained. To  leave  gall-stones  under  such  conditions 
will  result  in  only  a  half-cure,  no  matter  how  skill- 
fully the  pelvic  lesions  have  been  cared  for.  Fur- 
thermore, in  order  to  secure  the  best  operative 
results  gall-stones  should  be  removed  as  early  as 
possible,  before  complications  have  set  in. 

The  author's  report  is  based  upon  observations 
made  upon  coincident  gall-stones  in  1,066  pelvic 
operations  performed  by  the  abdominal  route.  In 
every  instance  the  pelvic  symptoms  predominated, 
the  strictly  gall-bladder  cases  being  eliminated. 
In  every  instance  then  the  question  had  to  be  de- 
cided at  the  time  of  the  pelvic  operation,  when  the 
gall-stones  were  found,  whether  it  was  advisable 
to  extend  the  operation  so  as  to  care  for  the  existing 
gall-stones.  This  naturally  raised  the  question  as 
to  whether  uncomplicated  gall-stones  really  called 
for  operation  —  a  question  that  can  be  answered  only 
by  obtaining  the  subsequent  histories  of  patients 
in  whom  the  calculi  were  left  at  the  time  of  the 
pelvic  operations.  This  has  been  done  in  quite  a  large 
proportion  of  the  cases  and  the  results  analyzed. 


Among  the  1,066  patients,  gall-stones  were  found 
13s  times,  or  in  12.66  per  cent  of  the  cases.  Kelly 
estimates  that  gall-stones  were  present  in  8  per 
cent  of  his  gynecologic  patients.  In  1,244  patients 
operated  upon  at  the  Mayo  Clinic  for  uterine  myo- 
ma, 7.1  per  cent  had  gall-stones. 

Gall-stones  are  more  common  in  women  than  in 
men.  The  high  percentage  of  gall-stones  in  the 
present  series,  12.66  per  cent,  is  probably  due  to  one 
or  more  of  three  causes:  the  relatively  advanced 
age  of  the  patients  examined,  since  it  is  fairly  well 
established  that  the  older  the  person  the  greater 
the  liability  to  gall-stones;  the  high  percentage  of 
women  in  the  series  who  had  borne  children;  or 
finally  to  the  large  proportion  of  uterine  and  ovarian 
neoplasms  present  in  the  women  examined  for  gall- 
stones. 

The  percentage  of  gall-stones  increased  with  each 
decade  from  the  age  of  20,  varying  from  6.8  per 
cent  in  276  patients  examined  between  the  ages  of 
20  and  30  to  29.1  per  cent  in  24  women  between  the 
ages  of  61  and  70. 

Pregnancy  and  the  puerperium  favor  the  forma- 
tion of  gall-stones.  Among  the  causes  may  be 
mentioned  the  encroachment  of  the  enlarging  preg- 
nant uterus  upon  the  liver  and  its  biliary  passages, 
thereby  favoring  the  stagnation  of  the  bile  stream, 
the  resulting  infection  of  that  stream,  and  the  forma- 
tion of  gall-stones.  Constipation  in  women  pro- 
duced by  the  lack  of  exercise  and  the  pregnant 
state  also  tends  toward  infection  of  the  bile-ducts 
and  gall-bladder.  Women  who  have  borne  chil- 
dren are  more  subject  to  gall-stones,  as  shown  by 
the  fact  that  114,  or  84.41  per  cent,  of  the  135 
patients  with  gall-stones  in  the  present  series  had 
borne  children.  Mayo  found  that  go  per  cent  of  his 
patients  with  gall-stones  had  borne  children,  and 
that  90  per  cent  of  these  women  identified  the  begin- 
ning of  their  symptoms  with  some  pregnancy. 

Gall-stones  were  present  in  10.8  per  cent  of  285 
cases  of  fibromyomata,  in  14.5  per  cent  of  103 
sizable  ovarian  cysts,  and  in  19.6  per  cent  of  car- 
cinoma of  the  cervix  and  body  of  the  uterus.  In 
55  patients  with  gall-stones  having  these  neoplasms, 
40  or  80  per  cent  were  over  40  years  of  age.  The 
high  percentage  of  gall-stones  in  patients  with 
cancer  of  the  uterus,  19.6  per  cent,  is  probably  ex- 
plained by  the  age  of  the  patients,  since  all  the  11 
patients  were  over  40  years  of  age.  Looking  at  the 
question  from  another  standpoint:  in  382  patients 
with  either  fibroids,  ovarian  cysts,  or  cancers  of 
the  uterus  but  without  gall-stones  only  52.36  per 
cent  were  over  40.  In  other  words:  age,  not  dis- 
ease, is  the  determining  factor  in  the  formation  of 
gall-stones. 

The  gall-bladders  were  drained  in  all  but  2  of 
the  57  cases  in  which  the  gall-stones  were  removed. 
The  gall-bladders  were  attached  to  the  parietal 
peritoneum,  probably  accounting  for  certain  cases 
of  soreness  and  dragging  pain  in  the  gall-bladder 
region  considered  in  detail  among  the  end-results. 
There  were  2  operative  deaths  among  the  57  pa- 
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tients.  These  deaths  cannot  be  ascribed  to  the 
surgery  of  the  gall-bladder  but  to  peritonitis  from 
unsuspected  virulent,  purulent  foci  in  the  pelvis. 
The  convalescence  of  the  patients  from  their  pelvic 
operation  was  rarely  prolonged  by  the  additional 
gall-bladder  operation. 

The  attempt  to  arrive  at  end-results  from  cor- 
respondence with  patients  is  not  altogether  satis- 
factory. The  more  the  form-letter  asks  the  less 
information  is  secured;  therefore  inquiries  were 
confined  to  presence  or  absence  of  symptoms  ref- 
erable to  the  gall-bladder. 

The  135  patients  with  gall-stones  were  divided 
into  two  classes:  (i)  those  from  whom  the  gall- 
stones were  removed,  57;  (2)  those  where  the  gall- 
stones were  palpated,  but  for  one  reason  or  another 
were  not  removed,  78.  Forty-five,  or  81.8  per  cent, 
of  the  first  class  and  55,  or  77.4  per  cent,  of  the 
second  class  were  traced  and  their  replies  analyzed 
as  follows: 

I.  Patients  from  whom  gall-stones  were  removed 
incidental  to  pelvic  disease.  Among  these  patients 
were  two  primary  deaths  and  45  out  of  the  remaining 
55  patients  were  traced.  Of  these  45  patients,  29, 
or  64.4  per  cent,  wrote  that  they  had  had  no  symp- 
toms referable  to  the  gall-bladder  since  their  opera- 
tions; that  is,  they  had  had  no  gall-stone  colic,  no 
jaundice,  no  pain  in  the  gall-bladder  region,  nor 
symptoms  of  indigestion,  which  could  be  ascribed  to 
biliary  calculi. 

On  the  other  hand,  16  patients,  or  35.5  per  cent 
of  the  cases,  reported  symptoms  having  to  do  with 
the  gall-bladder  region.  However,  most  of  those 
with  symptoms,  11  out  of  the  16  patients,  had  had 
no  gall-stone  colic  nor  other  symptoms  which  would 
lead  to  the  suspicion  that  they  had  had  a  recurrence 
of  the  gall-stones.  Their  symptoms  were  dragging 
pains  in  the  right  side  in  the  neighborhood  of  the 
incision,  or  soreness  in  the  same  region.  As  before 
stated  these  symptoms  are  attributable  to  the 
method  of  operation  employed,  the  dragging  up- 
ward of  the  gall-bladder  and  fastening  it  to  the 
parietal  peritoneum.  The  occurrence  of  such  symp- 
toms in  a  certain  proportion  of  cases  where  the  gall- 
bladder is  drained  by  this  method  has  been  noted 
by  other  observers  and  has  led  to  drainage  in  the 
natural  position  of  the  gall-bladder  and  non-attach- 
ment to  the  parietal  peritoneum.  In  a  further 
series  of  cases  this  latter  method  will  be  employed 
with  the  expectation  that  the  symptoms  described 
above  will  be  largely  eliminated. 

Five  patients  had  distinct  gall-stone  attacks 
following  removal  of  the  calculi  and  drainage  of  the 
gall-bladder.  One  patient  had  the  gall-bladder 
removed  nine  years  after  the  cholecystostomy,  no 
stones  being  found.  Another  patient  was  operated 
upon  ten  years  afterward  and  had  15  stones  re- 
moved. Still  another  patient,  according  to  the 
testimony  of  her  physician,  suffered  from  repeated 
attacks  of  gall-stone  colic  just  after  returning  home 
from  the  hospital  but  had  had  no  recurrence  for  a 
number  of  years  at  the  time  of  the  report. 


Summarizing  these  findings,  it  is  fair  to  state 
that  40  out  of  the  45  patients,  or  88.8  per  cent,  were 
free  from  gall-stone  colic  following  the  operations, 
while  1 1. 1  per  cent  had  a  recurrence  of  the  gall- 
stone colic.  ■  Whether  all  the  stones  were  not  re- 
moved at  the  time  of  operation  or  whether  calculi 
re-formed  it  is  difhcult  to  say.  Occasionally  gall- 
stones do  re-form,  but  from  the  testimony  of  those 
with  the  most  experience  their  recurrence  is  exceed- 
ingly rare. 

It  is  to  be  regretted  that  time  has  not  permitted 
a  careful  perusal  of  the  histories  in  reference  to  the 
presence  of  symptoms  prior  to  the  pelvic  operations, 
but  such  a  research  is  so  time-consuming  that  it  has 
been  left  for  a  subsequent  paper.  It  can  only  be 
stated  that,  while  in  a  few  cases  gall-stones  were  sus- 
pected prior  to  the  pelvic  operations,  in  no  instance 
were  the  symptoms  such  as  to  overshadow  the  im- 
portance of  the  pelvic  condition.  However,  it  is 
only  fair  to  say  that  more  careful  histories  may 
greatly  increase  the  number  of  suspected  cases. 

2.  Patients  in  whom  gall-stones  were  found  but 
not  removed  at  the  time  of  the  pelvic  operations.  As 
expected,  the  primary  mortality  was  high  in  this  class 
of  cases,  for  it  included  many  patients  with  compli- 
cated tumors  and  patients  operated  upon  radically 
for  cancer  of  the  uterus.  There  were  7  primary 
deaths  from  causes  it  is  unnecessary  to  detail,  since 
they  have  no  especial  bearing  upon  the  subject 
under  discussion.  They  are  only  of  importance 
as  showing  the  severity  of  operations  and  why  it 
was  deemed  inadvisable  to  remove  the  gall-stones 
at  the  same  operation. 

Of  the  71  remaining  patients,  55,  or  77.4  per 
cent,  were  traced.  Four  patients  died  subsequently: 
3  from  causes  unconnected  with  the  biliary  tract 
and  I  six  years  after  the  pelvic  operation,  from  what 
was  apparently  hepatic  cancer  preceded  by  attacks 
of  biliary  colic. 

Of  the  51  surviving  patients  from  whom  replies 
were  received,  32,  or  62.7  per  cent,  had  no  symptoms 
referable  to  the  gall-bladder,  although  one  or  more 
gall-stones  were  present  in  each  instance  when  they 
were  discharged  from  the  hospital.  On  the  other 
hand,  19  patients,  or  37.2  per  cent,  wrote  that  they 
had  had  symptoms  referable  to  the  gall-bladder: 
10  had  had  distinct  gall-stone  attacks;  6  had  suf- 
fered from  pain  in  the  region  of  the  gall-bladder; 
2  had  been  operated  upon  for  gall-stones,  while  i 
had  been  jaundiced. 

Had  it  been  possible  to  perform  cholecystostomy 
at  the  time  of  these  pelvic  operations,  over  90,  in- 
stead of  62  per  cent,  of  these  51  patients  would  have 
been  spared  symptoms  referable  to  the  gall-bladder. 
But  in  many  of  the  cases  additional  operative  pro- 
cedures were  clearly  contra-indicated,  and  if  they 
had  been  carried  out  would  have  greatly  increased 
the  primary  mortality.  Still  in  some  of  the  cases 
the  gall-stones  could  have  been  removed  had  the 
operator  been  possessed  then  of  the  evidence  now 
at  hand,  that  gall-stones  left  at  the  time  of  pelvic 
operations  will  give  rise  to  distinct  subsequent  gall- 
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bladder  symptoms  in  30  per  cent  of  the  cases.  In 
another  series  of  cases  the  author  states  that  he 
would  remove  gall-stones  in  every  instance  unless 
such  a  procedure  were  distinctly  contra-indicated. 
The  author's  conclusions  are  as  follows: 

1.  Except  when  contra-indicated  by  the  con- 
dition of  the  patient  or  the  possibility  of  contamina- 
ting a  clean  peritoneum,  the  gall-bladder  should 
always  be  palpated  when  the  abdomen  is  opened  for 
pelvic  disease. 

2.  The  small  abdominal  incision  should  give 
way  to  one  large  enough  to  permit  of  thorough 
exploration  of  the  abdominal  cavity. 

3.  Gall-stones  will  be  found  incidental  to  pelvic 
disease  in  from  10  to  15  per  cent  of  cases. 

4.  Their  frequency  will  depend  upon  the  ages  of 
the  patients  more  than  upon  the  variety  of  the 
pelvic  disease. 

5.  As  with  gall-stones  in  general,  in  women  with 
or  without  pelvic  disease  the  older  the  patient  the 
more  liable  she  is  to  have  gall-stones. 

6.  Gall-stones  are  much  more  common  in  women 
who  have  had  children.  In  the  present  series  of 
cases  84.4  per  cent  of  the  135  women  with  gall-stones 
incidental  to  pelvic  disease  had  borne  children. 

7.  When  gall-stones  are  removed  at  the  time  of 
pelvic  operations,  from  85  to  90  per  cent  of  the 
patients  will  have  no  subsequent  symptoms  refer- 
able to  the  gall-bladder,  provided  the  proper  tech- 
nique be  employed. 

8.  When  gall-stones  are  not  removed,  either  be- 
cause their  mere  presence  is  hot  thought  sufficient 
to  warrant  their  removal  or  because  the  condition  of 
the  patient  forbids  further  operative  procedure, 
30  per  cent  of  the  patients  will  suffer  subsequently 
from  gall-stone  attacks  or  other  symptoms  referable 
to  the  gall-bladder. 

9.  Therefore,  since  gall-stones  are  always  liable 
to  produce  symptoms  and  at  times  are  a  distinct 
menace  to  the  patient,  they  should  be  removed  when 
the  abdomen  is  opened  for  pelvic  disease  if  it  can 
be  done  without  much  additional  risk  to  the  patient. 

Stanton,  E.  M. :  The  Re-Formation  of  Gall-Stones 
After  Operation.  Ann.  Surg.,  Phila.,  1915,  Ixi, 
226.  By  Surg.,  Gynec.  &  Obst. 

Stanton  states  that  notwithstanding  the  relative 
frequency  of  clinical  recurrences  following  gall- 
stone operations,  actual  re-formation  of  stones  in  the 
gall-bladder  or  ducts  following  their  removal  by 
operative  methods  is  of  extremely  rare  occurrence. 
This  is  proven  both  by  the  observations  of  surgeons 
having  a  large  experience  in  gall-stone  surgery  and 
by  the  remarkably  small  number  of  reported  cases 
in  the  literature. 

Richardson  in  his  extensive  experience  had  not, 
up  to  a  short  time  before  his  death,  encountered  a 
single  case  which  he  could  look  upon  as  a  true  re- 
currence. In  1,780  gall-stone  operations,  Kehr  had 
only  three  cases  of  true  recurrence. 

Concerning  the  frequency  of  stones  overlooked 
at  the  first  operation,   Kehr  is  aware  of  having. 


himself,  overlooked  stones  in  2.5  per  cent  of  1,105 
cases,  and  Stanton  believes  that  stones  are  over- 
looked at  the  first  operation  in  from  2  to  10  per  cent 
of  cases,  or  even  more,  depending  upon  the  skill 
of  the  operator  and  the  class  of  cases  which  he  is 
called  upon  to  treat. 

The  reported  cases  of  true  recurrences  are  classi- 
fied under  the  following  heads:  (i)  re-formation  of 
stones  in  the  gall-bladder  following  cholecystostomy, 
4  cases;  (2)  re-formation  of  stones  in  the  ducts,  8 
cases;  (3)  cases  in  which  the  new  stones  have  formed 
upon  unabsorbable  suture  material  or  threads 
from  gauze  tampons  used  during  the  first  operation, 
9  cases;  (4)  miscellaneous  and  doubtful,  8  cases. 

In  conclusion,  the  author  states  that  if  no  foreign 
body  is  left  in  the  gall-bladder  or  ducts  after  the 
operation,  the  re-formation  of  gall-stones  is  so  rarely 
observed  as  to  constitute  an  almost  negligible  factor 
in  gall-bladder  surgery.  The  two  most  important 
factors  in  determining  the  end-results  of  gall- 
bladder surgery  are  the  complete  removal  of  the 
calculi  and  the  maintaining  of  sufficiently  prolonged 
post-operative  drainage.  In  the  absence  of  organic 
duct  strictures  he  believes  that  the  question  of 
cholecystostomy  vs.  cholecystectomy  is  largely  one 
of  technical  expediency  in  individual  cases.  In 
many  badly  diseased  gall-bladders  it  is  easier  and 
safer  to  remove  the  gall-bladder  than  to  try  to 
remove  all  of  the  stones  and  fragments  of  stones 
from  the  gall-bladder  in  situ;  the  same  is  true  of 
gall-bladders  containing  great  numbers  of  minute 
stones  and  cholesterin  particles. 

Einhorn,  M.:  Recent  Studies  of  Pancreatic  Secre- 
tion. Tr.  Am.  Gastro-Enterol.  Ass.,  Baltimore,  1915, 
May.  By  Surg.,  Gynec.  &  Obst. 

The  author  shows  that  the  rennet  ferment  of  the 
stomach  and  the  rennet  ferment  of  the  pancreas 
are  different  in  their  action  on  milk.  The  gastric 
rennet  curdles  milk  either  raw  or  boiled,  whereas 
the  pancreatic  secretion  curdles  raw  milk  and  not 
boiled  milk,  the  latter  remaining  fluid  4  to  6  hours. 
Gastric  rennet  curdles  milk  quicker  than  pancreatic 
rennet.  From  these  and  other  experiments  the 
author  concludes  that  unboiled  milk  would  be  more 
easily  digested  than  boiled  milk. 

He  then  describes  the  method  of  determination  of 
the  three  main  pancreatic  ferments — amylopsin, 
steapsin,  and  trypsin — by  means  of  glass  agar  tubes. 
He  estimates  the  amount  of  ferments  present,  ac- 
cording to  the  length  of  agar  column  in  the  glass 
capillaries,  that  has  undergone  change  by  their 
action.  He  considers  the  following  figures  as  av- 
erage in  normal  individuals:  amylopsin  6  mm., 
steapsin  3.5  mm.,  trypsin  2.5  mm.  He  examined 
the  duodenal  contents  in  about  175  patients, 
making  275  separate  examinations. 

He  advocates  the  establishment  of  the  amount  of 
trypsin  present  as  the  standard  of  comparison  for 
the  functional  efficiency  of  the  pancreatic  juice  and 
accordingly  makes  the  following  distinctions: 

Eupancreatism:    normal  function,  all  three  fer- 
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ments  present,  trypsin  normal  amount,  i  to  4  mm. 

Hyperpancreatism :  increased  activity;  all  three 
ferments  present,  trypsin  in  excess  —  above  4  mm. 

Hypopancreatism :  diminished  activity;  the  three 
ferments  present,  trypsin  decreased  —  below  i  mm. 

Dyspancreatism :  disturbed  function;  one  or  two 
of  the  ferments  are  absent. 

Heteropancreatism:  varied  function;  the  presence 
and  amount  of  ferments  showing  no  constancy,  but 
variations  every  now  and  then. 

According  to  the  quantity  of  secretion  he  dis- 
tinguishes enchylia  (normal  secretion),  hyperchylia, 
hypochylia,  and  achylia  pancreatica  (no  pancreatic 
secretion  at  all).     The  latter  is  a  very  rare  condition. 

He  then  proceeds  to  analyze  the  condition  of  the 
pancreatic  secretion  in  various  diseases  (ulcer  of  the 
stomach  and  duodenum,  achylia  gastrica,  chronic 
pancreatitis,  cirrhosis  of  the  liver,  cholecystitis 
and  cholelithiasis,  and  diabetes  mellitus)  and  to 
give  the  results  according  to  the  classification  de- 
scribed above.  The  various  conditions  are  illus- 
trated with  case  histories. 

Linder,  W. :  Acute  Haemorrhagic  Pancreatitis; 
Report  of  Eight  Cases.  Surg.,  Gynec.  6°  Obst., 
1915,  XX,  204.  By  Surg.,  Gynec.  &  Obst. 

In  a  very  interesting  article  on  acute  haemorrhagic 
pancreatitis,  the  author  dwells  at  length  on  the 
clinical  aspect  of  this  serious  disease.  Fully  recog- 
nizing the  great  difficulties  in  diagnosing  acute 
pancreatitis,  he  yet  maintains  that  the  careful 
taking  of  the  history  and  a  thorough  investigation 
of  all  clinical  phenomena  will  enable  one  to  make  a 
probable  diagnosis  in  a  certain  number  of  cases. 

There  is  no  distinct  pathognomonic  sign  of  acute 
pancreatitis;  hence,  the  uncertainty  in  diagnosis. 
Linder,  however,  presents  to  the  reader  a  symptom- 
complex  of  this  disease  which  is  very  significant  and 
which  has  proved  of  great  value  in  his  own  personal 
experience.  It  is  particularly  important  in  all  acute 
upper  abdominal  conditions  to  bear  acute  pancreati- 
tis constantly  in  mind,  for  in  many  cases  it  may 
complicate  another  disease,  as  gall-stones,  for  in- 
stance, and  may  be  entirely  overlooked. 

Many  cases,  Linder  says,  cannot  be  diagnosed 
until  the  abdomen  is  opened,  and  not  until  the 
characteristic  serosanguineous  or  "beef -broth" 
fluid  and  the  spots  of  "fat-necrosis"  are  found.  He 
calls  particular  attention  to  those  obscure  cases  in 
which  the  diagnosis  is  still  not  clear,  even  when  the 
abdomen  is  opened.  He  has  personally  met  with 
three  such  cases  that  came  for  examination  with 
symptoms  of  acute  intestinal  obstruction.  Upon 
opening  the  abdomen,  there  was  no  evidence  of 
either  mechanical  obstruction  or  mesenteric  throm- 
bosis. But  bearing  in  mind  that  acute  pancreatitis 
might  be  the  cause  of  the  trouble,  the  operator  at 
once  tore  through  the  gastrohepatic  omentum,  and 
obtained  the  serosanguineous  fluid  from  the  lesser 
peritoneal  cavity. 

The  author  has  made  two  observations  which  he 
regards  of  great  significance,  viz: 


1.  The  intense  cyanosis  of  the  distended  small 
intestine,  while  there  is  no  evidence  of  any  mechani- 
cal obstruction  or  thrombosis  of  the  mesentery. 

2.  The  change  in  consistency  of  the  greater  omen- 
tum. Linder  says  that  the  omentum  in  these  cases 
no  longer  has  the  usual  fatty  or  oily  feel,  but  becomes 
granular  or  gritty  to  the  touch,  which  is  very  char- 
acteristic when  once  observed. 

These  two  conditions  have  led  him  to  suspect  the 
pancreas  as  a  cause  of  the  trouble  in  otherwise  ob- 
scure cases,  and  he  was  then  able  to  verify  this  by 
going  through  the  lesser  omentum  and  releasing  the 
fluid  from  under  it. 

Post-operative  haemorrhage  is  mentioned  as  a  very 
serious  complication.  The  author  lost  one  patient 
from  repeated  haemorrhages,  the  last  one  occurring 
on  the  seventy-fourth  day  after  the  operation 
proving  fatal.  On  one  occasion,  this  patient  vom- 
ited large  quantities  of  blood  and  also  passed  blood 
by  bowel.  It  seems  that  the  corrosive  action  of  the 
pancreatic  secretion  may  cause  an  erosion  of  a  vessel 
or  perforation  of  a  neighboring  organ.  Some  cases 
of  sudden  death  are  due  to  haemorrhage  into  the 
pancreas  itself,  the  so-called  apoplexy  of  the  pan- 
creas. 

The  prognosis  in  acute  haemorrhagic  pancreatitis 
is  very  grave  and  the  mortality  still  high.  Of  eight 
cases  operated  on  by  Linder,  four  died,  giving  a 
mortality  of  50  per  cent.  In  a  series  of  cases  re- 
ported by  Prof.  Korte,  the  mortality  is  about  the 
same.  Early  diagnosis  and  prompt  surgical  inter- 
vention, the  author  believes,  will  yield  more  favor- 
able results  in  the  future. 

The  treatment  of  acute  haemorrhagic  pancreatitis 
is  entirely  surgical;  and  the  author  has  been  guided 
in  this  by  the  principles  laid  down  by  von  Mickulicz 
that  "acute  pancreatitis  is  to  be  looked  upon  as  an 
acute  phlegmon,  which  runs  a  very  severe  course, 
and  the  only  rational  therapy  is  to  open  the  focus  of 
infection  by  multiple  puncture  and  drain  the  toxic 
and  infectious  tissue."  Herman  Shann. 

Roblee,  W.  W. :  Splenectomy  in  Primary  Pernicious 
Anaemia.     /.  Am.  M.  Ass.,  1915,  Ixiv,  796. 

By  Surg.,  Gynec.  &  Obst. 

Primary  pernicious  anaemia  is  probably  due  to  a 
toxin  which  may  be  of  bacterial,  chemical,  or  parasit- 
ical origin,  and  in  some  cases  there  is  an  increase 
of  the  unsaturated  fatty  acids.  The  spleen  seems  to 
exercise  an  influence  favorable  to  the  elaboration 
of  these  substances.  These  toxins  appear  also  to 
cause  a  hyperaemia  of  the  splenic  pulp  because  of 
changes  in  the  blood-vessels,  which  cause  the  blood 
to  be  poured  directly  into  the  pulp.  The  presence 
of  the  spleen  seems  to  cause  a  diminution  in  the 
amount  of  the  total  fats  and  cholesterins  of  the 
blood  which  are  antihaemolytic.  For  these  theoret- 
ical reasons,  and  because  of  the  numerous  cases  on 
record  in  which  a  cure  has  been  obtained  in  Banti's 
disease,  which  is  closely  related  to  pernicious  anaemia, 
splenectomy  appears  to  be  indicated  in  these  and 
the  closely  associated  anaemias. 
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Removal  of  the  spleen,  either  in  sickness  or  in 
health,  does  not  affect  the  patient  injuriously. 
The  operative  mortality  is  not  high  even  in  very 
weak  patients. 

A  rapid  and  striking  remission  of  all  symptoms 
appears,  the  change  in  the  blood  picture  coming 
quickly  and  quite  certainly.  Other  methods  of 
treatment  should  be  combined  with  splenectomy,  as 
more  than  one  factor  is  doubtless  at  work  in  these 
cases.  It  will  certainly  prolong  life  and,  with  our 
incomplete  knowledge  of  the  etiology  of  this  disease 
and  the  certainty  that  death  will  come  under  every 
known  method  of  treatment,  patients  should  be 
offered  this  additional  chance  of  recovery. 

Edward  L.  Cornell. 

MISCELLANEOUS 

Williams,  J.  T. :  Visceral  Ptosis.  Boston  M.  &•.  S.  J., 
igiS,  clxxii,  13.  By  Surg.,  Gynec.  &  Obst. 

The  author  briefly  reviews  the  present  knowledge 
of  the  mechanics,  causes,  and  symptoms  of  visceral 
ptosis  and  sets  forth  in  detail  the  varying  ideas  as 
to  its  treatment.  The  following  conclusions  are 
reached: 

The  conflicting  evidence  reviewed  is  proof  that 
none  of  the  various  methods  of  treatment  has 
proved  universally  satisfactory.  It  is  fair  to  say, 
however,  that  but  few  men  have  carried  out  any 
of  the  outlined  procedures  with  the  vigor  ordinarily 
applied  to  the  treatment  of  other  pathological 
conditions.  Concerning  the  surgical  treatment, 
the  amount  of  work  done  so  far  is  too  small  to  base 
an  opinion  upon.  The  number  of  surgical  pro- 
cedures which  a  single  case  demands  prohibits 
operative  treatment  in  a  considerable  proportion  of 
cases.  Gymnastic  treatment  is  of  great  benefit 
early  in  the  process,  but,  unfortunately,  the  ana- 
tomical changes  are  so  extensive  in  advanced  cases 
that  but  little  help  can  be  expected  from  exercises. 

Corsets,  although,  of  course,  only  palliative  and 
never  quite  relieving  the  patient's  symptoms,  are 
of  much  value  and  probably  in  advanced  visceral 
ptosis  will  continue  to  give  more  comfort  than 
anything  else. 

The  greatest  prospect  for  improvement  lies  in 
prophylaxis,  as  pointed  out  by  Goldthwait.  Cer- 
tain individuals  are  predisposed  to  ptosis  by  ana- 
tomical peculiarities.  These  patients  should  be 
easily  recognized  by  their  tendency  to  the  ptotic 
figures  and  by  general  muscular  insufficiency.  If 
such  persons  are  taken  early  in  life,  their  attitude 
corrected  and  their  muscles  developed  by  exercise 
and  proper  food,  it  should  be  possible  to  prevent 
the  development  of  extreme  cases  of  visceral  ptosis. 

Edward  L.  Cornell. 

Skeel,  R.  E.:  An  Analysis  of  the  Mortality  of  Ab- 
dominal Surgery.  J.  Mich.  St.  M.  Soc. ,igis,  xiv, 
no.  By  Surg.,  Gynec.  &  Obst. 

The  study  is  that  of  the  abdominal  operations 
performed  by  the  author  in  St.  Luke's  Hospital, 


Cleveland,  from  July  15,  1908,  to  July  15,  19 14. 
A  number  of  patients  operated  upon  during  the 
same  time,  both  in  other  institutions  and  in  private 
houses,  are  not  included,  although  the  results  are 
approximately  the  same,  but  the  technique  was  not 
so  thoroughly  under  control,  neither  could  the  mor- 
bidity and  final  results  be  so  accurately  ascertained. 
The  study  is  confined  to  abdominal  operations. 

Salpingo-oophorectomy.  In  142  salpingo-oopho- 
rectomies  no  deaths  resulted.  With  one  exception, 
all  were  performed  for  true  inflammatory  lesions, 
following  either  gonorrhceal,  puerperal,  or  instru- 
mental infection.  An  occasional  case  presented  no 
adhesions,  but  for  the  greater  part  the  typical 
inflammatory  exudate  was  encountered  with  ad- 
hesions to  the  uterus,  bladder,  or  intestine,  and  the 
separation  of  such  adhesions  is  not  counted  as  a 
distinct  operation. 

Twenty-seven  patients  were  operated  upon  for 
tubal  pregnancy  without  mortality,  and  in  only  one 
case  was  operation  deferred  until  the  patient  was 
in  better  condition.  This  one  had  an  infected 
haematoma  in  the  cul-de-sac,  which  was  walled  off 
from  the  general  abdominal  cavity  by  adhesions 
above  it.  It  was  opened  and  drained,  but  repeated 
haernorrhage  from  the  tube  into  the  abdominal 
cavity  made  radical  operation  imperative  a  few 
days  later. 

Following  85  ovariotomies  for  tumor  there  were 
two  deaths.  The  first  of  these  occurred  in  the  third 
week  after  operation  while  the  patient  was  up  and 
about  the  ward.  The  symptoms  were  those  of 
pulmonary  embolism,  and  this  diagnosis  was  con- 
firmed by  autopsy.  The  second  death  was  that  of  a 
patient  who  not  only  had  two  large  papillomatous 
ovarian  cysts  removed,  but  who  suffered  also  from 
mitral  insufficiency  with  cardiac  dilatation,  par- 
enchymatous nephritis,  and  ascites.  The  operation 
was  done  to  relieve  the  enormous  abdominal  dis- 
tention and  the  discomfort  which  it  caused,  but 
without  any  hope  of  cure.  The  patient  remained 
in  the  hospital  for  two  months  and  then  succumbed 
to  the  cardiorenal  changes. 

Few  myomectomies  were  performed,  and  these 
were  for  small  or  pedunculated  growths  only,  the 
uterine  myomata  being  so  universally  multiple  that 
when  operation  was  called  for  hysterectomy  was 
usually  chosen. 

Of  the  92  supravaginal  hysterectomies  for  benign 
conditions,  none  died  in  consequence  of  the  opera- 
tion, but  one  death  occurred  in  the  hospital  from 
perforation  of  an  undiagnosed  caecal  ulcer. 

Of  the  complete  hysterectomies  for  benign  con- 
ditions, the  one  death  which  took  place  was  due  to 
nephritis,  followed  by  bronchopneumonia  three 
weeks  after  operation.  This  was  an  instance  of 
profound  ansemia  from  pre-operative  haemorrhage 
due  to  a  submucous  myoma. 

Uterine  suspensions  and  fixations  resulted  in  one 
death.  The  cause  of  death  was  a  Littre's  hernia 
through  a  small  opening  which  was  left  in  the 
broad  ligaments  after  a  round  ligament  shortening. 
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There  were,  therefore,  6  deaths  following  495 
classified  pelvic  operations. 

In  the  suprapelvic  portion  of  the  abdomen  86 
operations  were  performed  upon  the  biliary  tract, 
with  5  deaths.  The  first  of  these  deaths  was  due 
to  injury  to  the  pancreas  and  was  a  clear  operative 
death,  the  pancreatic  secretion  digesting  the  catgut 
sutures  used  to  close  a  preexisting  fistulous  opening 
into  the  duodenum.  The  second  death  was  due  to 
diabetic  coma.  Another  death  was  due  to  intestinal 
haemorrhage  ten  days  after  an  operation  for  chronic 
cholecystitis  in  a  patient  who  was  not  jaundiced. 
The  last  deaths  were  those  of  two  patients  who  had 
lost  much  weight  through  years  of  suffering,  one  of 
whom  had  discharged  great  quantities  of  fluid 
through  a  biUary  fistula,  which  persisted  after  a 
cholecystostomy. 

Of  93  herniotomies  for  conditions  short  of  actual 
strangulation,  one  patient  with  double  irreducible 
scrotal  hernia  with  one  side  incarcerated  died  from 
pneumonia,  which  began  on  the  third  day  after 
operation  and  terminated  on  the  eighth. 

Operations  for  acute  appendicitis  and  its  com- 
plications. After  170  operations  five  deaths  oc- 
curred, all  in  late  cases;  that  is,  in  patients  who  had 
been  ill  more  than  two  or  three  days.  One  patient, 
whose  entire  caecum  was  gangrenous,  died  from 
intense  toxaemia,  one  from  septic  pneumonia,  and 
one  from  intestinal  obstruction  (whether  septic  or 
organic  was  never  determined) ;  but  the  persistence 
of  normal  temperature  until  just  before  death 
causes  one  to  suspect  that  it  was  organic,  although 
an  enterostomy  gave  no  relief. 

The  380  patients  upon  whom  appendectomy  was 
done  for  chronic  or  recurrent  appendicitis,  or  as  an 
incident  in  the  course  of  other  abdominal  operations, 
recovered  as  a  matter  of  course,  it  being  a  curious 
fact  that  none  of  the  patients  died  from  whom  the 
appendix  was  removed  casually,  excepting  the  case 
of  round  ligament  shortening  mentioned  earlier. 

The  unclassified  operations  present  the  greatest 
absolute  number  of  deaths  as  well  as  the  highest 
percentage  of  those  having  any  considerable  num- 
bers. 

There  were  no  deaths  after  pylorectomy,  circular 
resection  of  the  stomach,  or  gastrectomy,  but  there 
were  five  deaths  following  gastro-enterostomy,  an 
operation  which,  considered  by  itself,  seldom  is 
followed  by  death.  The  first  occurred  in  a  victim 
of  acute  dilatation  of  the  stomach,  which  was  the 
terminal  event  of  a  case  of  carcinoma  of  the  py- 
lorus. One  death  was  from  lobar  pneumonia,  which 
began  eight  hours  after  an  operation  in  which  ni- 
trous oxide  was  the  anaesthetic.  Another  took  place 
eleven  days  after  an  operation  for  benign  stenosis 
in  a  man  of  62,  who  had  been  ill  for  years.  Pre- 
vious to  operation  his  aspect  was  that  of  an  in- 
dividual who  had  undergone  slow  starvation  to  a 
point  beyond  recovery,  and  his  post-operative 
history  bore  out  that  conclusion.  In  another, 
death  was  due  to  an  enormous  ulcer  in  a  contracted 
stomach  with  almost  complete  closure  of  the  pylorus. 


The  patient  died  on  the  second  day,  probably  from 
shock,  although  the  exitus  was  very  sudden.  Au- 
topsy showed  no  leakage  and  no  peritonitis.  The 
last  death  following  gastro-enterostomy  took  place 
three  weeks  after  operation  and  was  due  to  an  un- 
recognized myocardial  degeneration. 

Two  deaths  occurred  after  operation  for  rupture 
of  the  uterus.  In  one  the  uterus  had  been  ruptured 
during  an  attempted  dilatation  and  curettage 
several  days  before  and  the  pelvis  was  filled  with 
the  mercuric  solution  used  for  irrigation.  This 
patient  had  through-and-through  drainage,  but 
died  from  true  mercurial  poisoning  with  a  combina- 
tion of  nephritis  and  dysentery.  Intestinal  re- 
section following  a  high  enterostomy  for  acute 
obstruction  caused  one  death  from  straight  opera- 
tive shock. 

A  recapitulation  of  the  causes  of  death  is  of  in- 
terest: 

As  distinguished  from  ordinary  surgical  deaths, 
there  were  8  plain  operative  deaths:  2  from  shock  in 
patients  already  mortally  ill;  i  from  operative  in- 
jury to  the  pancreas;  i  from  post-operative  ob- 
struction and  perforation;  i  from  uraemia;  i  from 
pulmonary  embolism;  and  the  other  2  were  the 
gall-stone  cases  tabulated  as  dying  from  asthenia. 
In  addition,  there  were  2  deaths  from  pneumonia, 
which  succeeded  clean  operations  at  such  a  date 
that  the  origin  of  the  pulmonary  infection  is  in  doubt. 

Excluding  the  pneumonia  deaths,  the  operative 
deaths  were  8  out  of  1,032  patients,  or  .78  of  i 
per  cent;  including  the  pneumonias,  i  per  cent. 

The  gall-bladder  patient  with  pancreatic  injury, 
the  patient  upon  whom  a  round  ligament  operation 
was  performed,  and  the  patient  with  incarcerated 
hernia  were  the  only  ones  who  did  not  have  an 
early  death  staring  them  in  the  face  at  the  time  oper- 
ation was  performed. 

The  4  classical  causes  of  death  after  abdominal 
operations  are  shock,  haemorrhage,  septic  perito- 
nitis, and  intestinal  obstruction.  Both  deaths  from 
shock  in  this  list  were  found  in  patients  desperately 
ill  from  obstruction  in  the  digestive  tract.  Nothing 
else  was  productive  of  enough  shock  to  cause  serious 
anxiety. 

No  death  took  place  from  septic  peritonitis,  ex- 
cept as  it  followed  intestinal  perforation,  and  no 
death  from  peritonitis  occurred  in  the  series  of 
operations  for  acute  appendicitis  with  all  its  com- 
plications. 

No  death  occurred  from  post-operative  haemor- 
rhage, the  one  death  from  haemorrhage  being  due  to 
bleeding  before  operation. 

Post-operative  obstruction  caused  two  deaths, 
one  clean  and  one  pus  case. 

Morbidity.  In  the  patients  who  recovered  there 
was  one  instance  of  post-operative  obstruction  fol- 
lowing operation  in  a  clean  field  and  one  following 
the  removal  of  a  gangrenous  appendix.  The  first 
was  diagnosed  early  and  relieved  by  the  separation 
of  adhesions;  the  last  had  an  enterostomy  performed 
by  which  intestinal  resection  was  later  necessitated, 
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from  which  the  patient  readily  recovered.  Four 
clean  cases  are  known  to  have  incisional  hernias, 
2  cholecystostomies,  and  2  hysterectomies.  It  is 
likely  that  others  have  the  same  annoyance  and 
many  of  the  appendicitis  cases  complicated  by 
abscesses  or  peritonitis  and  drained  are  known  to 
have  hernias  which  give  but  little  trouble.  No 
abdomen  was  reopened  for  haemorrhage,  although 
the  walls  of  some  of  the  late  appendicular  abscesses 
oozed  rather  profusely.  Two  patients  in  the  entire 
list  suffered  a  low-grade  infection  in  the  abdominal 
cavity,  which  probably  was  introduced  at  the  time 
of  operation,  and  both  recovered  after  the  incision 
of  a  localized  abscess. 

Serious  post-operative  shock  was  absent  unless 
there  was  haemorrhage  or  an  operation  was  performed 
on  a  desperately  ill  patient. 

There  was  one  example  of  the  extreme  type  of 
post-operative  dilatation  which  followed  an  opera- 
tion for  general  peritonitis  due  to  gangrenous  ap- 
pendicitis. This  patient  recovered  after  frequently 
repeated  lavage.  Another  instance  occurred  shortly 
after  a  gastro-enterostomy  and  occlusion  of  the 
pylorus  for  duodenal  ulcer.     The  patient  recovered. 

Tympany  beyond  the  most  moderate  degree  was 
rarely  seen  save  in  patients  whose  abdominal 
cavities  were  infected  before  operation.  In  such 
patients  tympany  was  recognized  as  a  conservative 
effort  on  the  part  of  nature  to  localize  the  infection, 
and  unless  vomiting  and  elevation  of  temperature 
and  pulse  coincided  in  pointing  to  toxaemia  from 
stasis  nothing  was  done  save  to  keep  the  lower 
bowel  empty  by  means  of  enemas. 

No  discussion  of  post-operative  mortality  is 
complete  without  some  discussion  of  anaesthesia. 
Chloroform  was  given  to  asthmatics  only.  Ether, 
nitrous  oxide  and  oxygen,  and  local  anaesthesia  were 
used,  the  frequency  of  their  use  being  in  the  order 
named.  Ether  was  the  anaesthetic  of  choice  for 
routine  abdominal  work  in  the  absence  of  coryza, 
bronchitis,  nephritis,  and  tuberculosis. 

Local  anaesthesia  plus  nitrous-oxide  was  first 
used  by  the  author  December  13,  1906.  The 
object  was  to  minimize  the  amount  of  general 
anaesthetic  inhaled  by  shortening  the  period  during 
which  general  anaesthesia  was  necessary,  should  it 
be  needed  at  all.  By  this  method  the  abdominal 
incision  is  made  under  local  infiltration  alone  and 
either  nitrous  oxide  or  ether  administered  when  the 
exploration  or  operation  reaches  an  extremely  pain- 
ful stage.  No  thought  has  been  given  to  its  min- 
imizing shock  through  blocking  all  the  sensory  nerves 
from  the  operative  field,  since,  if  all  the  sensory 
nerves  could  be  blocked,  the  operation  would  be 
completed  under  local  anaesthesia  and  a  general 
anaesthetic  would  be  required  only  in  unmanageable 
patients.  The  method  is  thus  not  to  be  confused 
with  the  anoci-association  method  of  Crile,  although 
the  author's  opinion,  based  upon  his  experience  with 
local  anaesthesia,  is  that  total  abolition  of  sensation 
from  an  abdominal  field  is  impossible,  and  that, 
therefore,  the  advantages  of  both  methods  are  due 


PERCENTAGE  TABLE 


Deaths       Per 
Cent 


92 

I 

1.00 

10 

I 

10.00 

7 

I 

14.28 

12s 

I 

.8 

493 

6 

1.4 

86 

S 

S.81 

9 

0 

.0 

93 

I 

1.07 

170 

5 

2.94 

380 

0 

.00 

738 

11 

1.49 

127 

15 

11.81 

1,360 

32 

2-35 

1,032 

32 

3.10 

1,032 

8 

.78 

1,360 

8 

•59 

Salpingo-oSphorectomy  for  inflammatory  disease. .  . .       142 

Tubal  pregnancy 27 

Ovariotomy  for  tumor 85 

Myomectomy 7 

Supravaginal  hysterectomy  for  benign  conditions . . . 

Panhysterectomy  for  benign  conditions 

Panhysterectomy  for  malignancy 

Suspension,  fixation,  and  round  ligament  shortening. 

Total  classified  pelvic  operations 

Gall-tract  operations 

Strangulated  hernias 

Other  herniotomies 

Operations  for  acute  appendicitis 

Chronic  and  incidental  appendectomies 

Unclassified 
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*Deaths  directly  traceable  to  operation 

'Incorrect  method  of  computing  mortality. 

exclusively  to  the  fact  that  the  quantity  of  general 
anaesthetic  administered  is  greatly  reduced.  In 
this  way  the  resisting  power  of  the  patient  is  not 
lowered  and  his  vitality  is  conserved,  so  that  an 
operation  which  would  be  extrahazardous  if  carried 
out  and  completed  under  full  surgical  anaesthesia  is 
done  with  less  comfort  both  to  patient  and  operator, 
but  with  a  greatly  diminished  risk  to  the  former. 

An  analysis  of  the  facts  presented,  together  with 
others  familiar  to  the  author,  seems  to  justify  the 
following  conclusions  regarding  surgical  as  dis- 
tinguished from  operative  mortality. 

1.  There  are  certain  combinations  of  circum- 
stances in  which  surgery  is  helpless  once  the  whole 
condition  stands  revealed. 

2.  Intercurrent  disease  like  pneumonia,  which 
in  the  present  list  is  the  largest  single  mortality 
factor,  presents  a  definitely  perceptible  risk. 
Whether  it  is  a  coincidence,  the  result  of  the  disease 
for  which  operation  is  performed,  the  result  of  the 
anaesthetic,  or  the  result  of  the  operation  itself  is  not 
always  clear. 

3.  Explorations  are  bound  to  be  made  for  con- 
ditions usually  malignant  that  are  not  otherwise 
diagnosable,  and  which  on  exploration  prove  to  be 
inoperable;  the  patient  sooner  or  later  succumbs 
to  his  disease. 

4.  In  spite  of  all  these  facts,  delay  is,  after  all, 
the  greatest  single  cause  of  surgical  abdominal 
mortality. 

As  regards  operative  deaths: 

1.  There  always  will  be  an  occasional  death  from 
pulmonary  embolism  and  intestinal  obstruction, 
bearing  in  mind  that  the  latter  condition  is  far 
more  difficult  to  diagnose  as  a  post-operative  com- 
plication than  as  a  primary  disease. 

2.  The  death-rate  from  shock  should  be  constant- 
ly lowered  by  painstaking  care  in  controlling 
haemorrhage,  gentle  handling  of  the  abdominal 
contents,    avoidance    of    traction    on    mesenteries, 
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simplifying  the  technique,  and  adjusting  the  dura- 
tion of  the  operation  to  the  patient's  condition. 

3.  Death  from  sepsis  is  not  to  be  apprehended 
unless  the  patient  is  already  septic  or  the  intestinal 
tract  opened.  Painstaking  asepsis  combined  with 
constant  effort  to  preserve  the  vitality  of  the 
tissues  and  conserve  the  patient's  general  resistance 
has  reduced  the  deaths  from  sepsis  to  the  vanishing 
point. 

4.  Primary  anaesthetic  deaths  should  be  almost 
unknown  since  chloroform  has  been  banished  to 
oblivion.  Local  infiltration  with  a  weak  solution 
of  novocaine  presents  no  danger,  and  the  novocaine- 
ether  or  novocaine-nitrous  oxide  sequence  renders 


the  danger  of  ether  poisoning  or  nitrous-oxide  as- 
phyxia practically  nil,  no  matter  how  desperately  ill 
the  patient  may  be. 

It  is  the  author's  belief  that  proper  selection  of  the 
anaesthetic  for  the  case  and  proper  handling  of  the 
tissues,  together  with  correct  determination  of  the 
amount  of  operating  which  the  patient  can  safely 
stand,  will  do  more  to  lessen  the  mortality  rate  in 
the  hands  of  the  average  surgeon  than  any  attempt 
to  follow  spectacular  methods  under  fanciful  names 
which  appear  like  a  comet,  loom  large  for  a  time, 
and  are  forgotten  as  soon  as  the  commotion  pro- 
duced by  their  unusual  character  has  had  time  to 
subside.  Edward  L.  Cornell. 
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DISEASES  OF  THE  BONES,  JOINTS,  MUSCLES, 

TENDONS.     CONDITIONS  COMMONLY 

FOUND  IN  THE  EXTREMITIES 

Stratton,  R.  T. :  The  Relation  of  the  Periosteum  to 
Bone  Vitality.     Calif.  St.  J.  Med.,  1915,  xiii,  23. 

By  Surg.,  Gynec.  &  Obst. 

The  author  states  that  it  is  the  general  opinion 
even  among  experienced  surgeons  that  bone  which 
has  been  denuded  of  periosteum  by  suppuration 
will  become  necrotic.  His  own  experience  and  that 
of  a  few  others  does  not  support  this  view.  Whether 
or  not  such  bone  will  live  depends  upon  whether  or 
not  its  nutrition  has  been  impaired  by  arterial  and 
capillary  thrombosis  as  a  result  of  the  septic  process. 
In  one  of  his  cases  in  which  a  large  sequestrum  was 
removed,  an  area  of  denuded  white  bone  was  al- 
lowed to  remain  and,  as  subsequent  history  showed, 
it  did  not  become  necrotic.  Another  case  reported 
showed  the  same  result.  Though  the  bone  be  de- 
prived of  its  periosteal  nourishment  it  still  has  the 
nutrient  artery,  and  unless  this  major  circulation 
is  impaired  there  will  be  at  least  only  a  superficial 
necrosis.  W.  A.  Clark. 

Simmons,  C.  C. :  The  Treatment  of  Osteomyelitis. 

Surg.,  Gynec.  &°  Obst.,  1915,  xx,  129. 

By  Surg.,  Gynec.  &  Obst. 

The  author  gives  an  analysis  of  97  cases  of  all 
forms  of  osteomyelitis,  both  acute  and  chronic,  as 
seen  in  a  general  hospital,  with  a  classification  of 
the  disease  and  suggestions  as  to  the  treatment  to 
be  instituted  in  the  various  types. 

The  cases  are  divided  into  the  localized  and  diffuse 
types,  and  cases  with  and  without  bone  destruction, 
as  well  as  acute  and  chronic. 

Thirty  per  cent  of  the  cases  were  acute.  Many 
of  these  were  of  the  mild  type,  and  special  em- 
phasis is  laid  on  early  diagnosis  and  prompt  treat- 
ment. An  immediate  operation  in  the  mild  acute 
cases  may  relieve  the  tension,  and  the  wounds 
often  heal  without  bone  destruction  and  the  forma- 
tion of  a  sequestrum. 


Six  cases  of  subperiosteal  resection  of  the  tibia 
are  reported,  in  five  of  which  the  operation  was 
done  at  the  time  of  election.  In  four  of  these 
regeneration  was  satisfactory.  In  the  fifth  and  in 
one  case  in  which  the  shaft  of  the  tibia  was  removed 
five  days  after  the  onset  of  symptoms,  no  regenera- 
tion occurred  and  a  bone-graft  from  the  crest  of  the 
other  tibia  was  used  to  fill  in  the  defect.  The 
results  were  satisfactory. 

In  all  cases  of  less  than  one  year's  duration  the 
prognosis  was  good  unless  such  bones  as  the  pelvic 
were  involved,  if  the  patient  was  properly  treated, 
but  secondary  operations  were  generally  necessary. 

Treatment  of  the  chronic  long-standing  cases 
was  unsatisfactory.  In  the  author's  hands  the 
use  of  Moorhof's  bone  wax  was  unsatisfactory. 
The  best  results  were  obtained  by  obliterating  the 
cavities  in  the  bone  by  flaps  of  living  tissue  either, 
skin  and  fat,  or  muscle. 

The  author  summarizes  as  follows: 

1.  In  acute  cases,  open  to  the  medulla  and  pack 
the  wound.  Prognosis  good.  The  treatment  and 
prognosis  varies  of  necessity  somewhat  in  these 
early  cases  but  in  general  the  earlier  the  operation 
the  better  the  prognosis. 

2.  In  cases  where  bone  destruction  has  taken 
place,  seen  less  than  three  months  after  the  onset 
of  the  disease,  perform  subperiosteal  resection  when 
possible.    Prognosis  good. 

3.  In  chronic  cases  of  bone  abscess  of  less  than 
one  year's  duration,  drain  and  pack.  Prognosis 
good. 

4.  In  chronic  cases  with  bone  destruction  of  less 
than  one  year's  duration,  remove  sequestrum  and 
pack.     Prognosis  good. 

5.  In  old  chronic  cases,  either  with  bone  de- 
struction or  of  the  bone  abscess  type,  remove 
necrotic  areas  and  drain.  Try  to  obliterate  the 
cavity  with  flaps  of  living  tissue.  If  this  cannot 
be  done,  use  bone-wax,  pack,  or  sterilize  the  cavity, 
allow  it  to  fill  with  blood-clot  and  close  without 
drainage.  If  the  cavity  can  be  obliterated,  the  prog- 
nosis is  fair,  otherwise  poor. 
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6.  The  treatment  when  such  bones  as  the  pelvic 
are  involved  is  unsatisfactory  and  the  prognosis 
problematical. 

7.  When  in  old  chronic  cases  the  whole  shaft 
of  a  long  bone  is  badly  diseased  the  possibility  of 
resecting  the  entire  shaft  with  bone  transplanta- 
tion should  be  considered  before  amputation  is 
resorted  to. 

Wallace,   W.    L.:    Surgical   Treatment   of   Acute 
Osteomyelitis.     N.  Y.  St.  J.  Med.,  1915,  xv,  70. 

By  Surg.,  Gynec.  &  Obst. 

As  early  as  1880  this  condition  was  treated  from 
a  surgical  standpoint.  The  disease  is  a  secondary 
or  pyasmic  infection  of  bone,  resulting  from  a  boil, 
wound,  or  inflammation,  or  from  trauma  occurring 
in  young  persons  and  starting  in  the  spongy  portion 
of  the  shaft  side  of  the  epiphyseal  cartilage. 

The  staphylococcus  is  the  bacteria  producing 
acute  osteomyelitis,  and  its  primary  focus  may  be 
anywhere  in  the  body,  and  may  or  may  not  be 
determinable.  Trauma,  exposure,  and  inflamma- 
tory sore  throat  are  probable  etiological  factors. 

In  infancy  osteomyelitis  breaks  through  the 
cartilage  and  involves  the  joint;  in  adults,  no 
cartilage  being  present,  the  joint  is  readily  affected, 
while  in  youth  the  cartilage  protects  the  joint,  but 
the  abscess  usually  ruptures  externally  and  the 
entire  shaft  is  liable  to  be  destroyed.  The  tibia  and 
femur  are  most  commonly  affected  in  boys  because 
of  the  tendency  to  trauma.  Germs  of  low  virulence 
favored  by  exposure,  trauma,  cold,  exhaustion,  or 
strain  will  cause  metastases.  The  symptoms  are 
similar  to  rheumatism,  demonstrated  by  chill, 
prostration,  headache,  delirium,  and  coma,  together 
with  the  local  symptoms  of  inflammation. 

He  summarizes  as  follows:  Osteomyelitis  is  a 
pyaemia,  a  secondary  abscess  in  a  case  of  mild  or 
severe  septicaemia,  and  is  carried  by  the  blood. 
Intense  pain  in  a  young  person  with  chill,  fever, 
high  leucocytosis,  and  extreme  localized  tenderness 
probably  means  osteomyelitis.  The  medullary 
cavity  should  be  drained  thoroughly.  He  states 
that  rheumatism  is  always  a  metastatic  infection. 

H.  W.  Maltby. 

Symonds,  C:  Chronic  Abscess  of  Bone;  Its  Treat- 
ment.   Guy's  Hasp.  Gaz.,  1915,  xxix,  102. 

By  Surg.,  Gynec.  &  Obst. 

The  author  discusses  five  cases  of  central  abscess 
of  bone  of  pyaemic  origin.  In  showing  specimens 
of  central  bone  abscess  from  the  museum  of  Guy's 
Hospital  he  notes  that  the  labels  included  only  two 
varieties,  tuberculosis  and  congenital  syphilis.  A 
third  variety  due  to  general  septic  infection  is  de- 
scribed by  the  author  and  examples  given  in  the 
cases  reported.  The  abscess'starte  d  from  a  deposit 
of  bacilli  during  an  acute  illness.  The  baciUi  die 
out  but  the  pus  remains  and  by  constant  irritation 
causes  a  rarifying  osteitis.  The  process  is  very  slow, 
extending  over  many  years,  and  causing  no  symp- 
toms in  the  dormant  condition. 


In  one  case  a  woman  of  42  had  an  acute  illness 
at  12  with  abscess  in  one  femur  and  one  tibia  with 
loss  of  bone.  She  recovered  and  was  well  until  at 
39  another  piece  of  bone  was  discharged  from  the 
femur,  and  at  42,  after  pain  in  the  tibia  for  three 
months,  a  pus-pocket  was  opened. 

In  another  case  a  sinus  of  eight  years'  standing 
in  the  upper  part  of  the  tibia  was  enlarged  and 
drained  with  silver  wire.  This  patient  gave  a  his- 
tory of  acute  illness  five  years  before,  from  which  she 
recovered  with  a  dislocated  hip. 

A  man  of  32  with  a  sinus  in  the  tibia  had  had  at 
13  an  acute  necrosis  of  the  tibia  which  healed  and 
reopened  after  11  years.  He  was  relieved  of  pain 
and  swelling  by  a  silver-wire  drain. 

Another  case,  a  boy  of  17,  with  a  history  of  inter- 
mittent pain  and  swelling  in  the  ankle,  diagnosed  as 
tuberculosis,  was  relieved  and  recovered  completely 
in  eight  months  after  the  evacuation  and  draining 
of  an  abscess  about  a  quarter  of  an  inch  in  diameter 
in  the  lower  end  of  the  tibia. 

The  author's  explanation  of  these  localized  ab- 
scesses is  that  rupture  of  small  vessels  by  trauma 
permits  the  escape  of  organisms  from  the  blood. 
The  treatment  advocated  is  trephining  the  bone 
and  maintaining  drainage  with  a  silver  tube  or  wire. 

W.  A.  Clark. 

Goddu,  L.  A.  O.:  Enchondroma.  Boston  M.  &•  S.  J., 
1915,  clxxii,  402.  By  Surg.,  Gynec.  &  Obst. 

Goddu  reviews  the  literature  of  this  subject  and 
reports  three  cases  operated  upon  by  himself. 

Enchondromata  are  considered  as  benign  growths, 
which  probably  spring  from  islands  of  cartilage  left 
in  abnormal  situations  as  the  result  of  imperfect 
fcEtal  development.  They  usually  occur  near  joints 
or  at  the  epiphysis  of  the  long  bones. 

The  tumors  are  rarely  pure  cartilage;  they  usually 
show  deposits  of  lime  salts  and  undergo  marked 
degeneration. 

The  patients  complain  of  swelling  and  of  in- 
convenience in  motion,  but  not  of  pain  unless  there 
is  direct  impingement  on  a  nerve.  The  general 
health  is  not  impaired  and  subjective  symptoms  are 
absent.  The  X-ray  is  of  great  aid  in  making  a 
diagnosis.  Views  at  different  angles  should  be 
taken  in  order  that  other  small  growths  will  not 
be  overlooked. 

The  treatment  is  radical  removal  of  the  growth. 
Recurrences  do  not  necessarily  mean  malignancy, 
and  an  amputation  should  not  be  considered  until 
all  conservative  methods  have  failed. 

R.  B.  COFIELD. 

Ginsburg,  N.:  Acute  Surgical  Metastatic  Infec- 
tions with  Especial  Reference  to  Bones,  Joints, 
and  Periarticular  Structures.  Penn.  M.  J., 
191S,  xviii,  341.  By  Surg.,  Gynec.  &  Obst. 

This  paper  embraces  a  short  discussion  of  the 
etiology,  diagnosis,  and  treatment  of  non-traumatic 
acute  surgical  metastatic  infections  involving  bones, 
joints,  and  periarticular  structures. 
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The  author  comments  upon  the  great  advance- 
ment in  the  last  few  years  in  evolving  reconstruc- 
tion operations  upon  bone  and  joints,  and  emphasizes 
the  fact  that  the  real  management  of  the  results  of 
these  infections  is  really  diagnosis  with  the  view 
of  recognizing  the  presence  of  the  micro-organismal 
agent  underlying  production  of  the  clinical  syn- 
drome of  the  acute  intoxication.  In  considering 
the  etiology,  Ginsburg  calls  attention  to  the  fact 
that  lack  of  clinical  and  bacteriological  proof  of 
the  existence  of  idiopathic  rheumatic  arthritis  as 
an  entity  is  a  positive  reason  for  demanding  that 
surgical  observation  be  made  of  these  cases  from  the 
very  outset  of  the  symptoms.  He  believes  that 
the  bacteriological  evidence  of  the  type  of  joint 
infections  is  not  necessarily  dependent  on  the  isola- 
tion of  the  micro-organism  in  the  aspirated  fluid. 
The  diagnosis  should  be  made  clinically,  without 
waiting  for  the  bacteriological  findings.  The 
pneumococcic  tj^e  is  accompanied  by  great  articular 
infusions.  The  streptococcic  type  is  accompanied 
by  joint  fluid  from  which  the  organism  is  readily 
isolated;  but  it  is  best  to  act  on  the  clinical  evidence 
without  waiting  for  the  bacteriological  diagnosis. 

In  diagnosis,  he  points  out  that  the  streptococcic 
metastatic  arthritis  occurs  early,  in  from  one  to  five 
days;  while  the  gonococcic  arthritis  occurs  two  or 
three  weeks  following  the  primary  infection,  and 
typhoidal  osseous  and  arthritic  involvements  usually 
occur  at  the  time  when  convalescence  seems  assured. 

Under  the  heading  of  treatment,  he  again  calls 
attention  to  the  value  of  early  recognition  of  the 
disease  from  clinical  symptoms,  and  urges  such 
treatment  as  repeated  aspirations,  with  the  injec- 
tion of  two  to  two  and  one-half  per  cent  liquid  for- 
maldehyde in  glycerine,  prepared  twenty-four 
hours  before  using.  Separation  of  the  joint  sur- 
face by  extension  should  be  applied  to  the  arm  in 
case  of  infection  as  readily  as  to-the  leg. 

H.  B.  Thomas. 

Elliott,  G.  R.:   Arthritis  Urica.    Tr.  Am.  Orlh.  Ass., 
Detroit,  1915,  May.  By  Surg.,  Gynec.  &  Obst. 

With  the  end  in  view  of  clearing  up  a  subject  still 
misunderstood,  Elliott  contrasted  the  arthritis  of 
gout  with  other  types  of  arthritis.  He  produced 
specimens  of  many  gouty  joints,  giving  X-ray 
studies  and  actual  dissections  of  same.  He  also 
showed  many  X-ray  studies  and  dissections  of  the 
usual  kinds  of  chronic  arthritis  of  well-recognized 
non-gouty  character. 

He  made  the  point  that  findings  of  the  two  types 
are  entirely  different.  He  showed  that  in  the 
gouty  type,  contrary  to  the  teaching  of  many,  there 
was  little  or  no  atrophy  of  bone  even  in  long-stand- 
ing cases,  contrasting  with  a  marked  atrophy  of  bone 
in  other  types  of  arthritis,  especially  of  the  now 
generally  believed  chronic  infectious  types.  In  the 
gouty  was  found  none  of  the  wholesale  bone  destruc- 
tion found  in  the  other  types  of  arthritis;  on  the 
contrary  there  was  increased  production  of  new  bone 
and  bony  outgrowths.     In  the  gouty  specimens  were 


found  eburnated  joint  surfaces  contrasting  with  the 
extensive  destruction  of  joint  surfaces  seen  in  the 
other  types. 

This,  he  pointed  out,  argued  for  an  entirely  different 
pathological  process  at  work  and  made  the  dif- 
ferentiation X-ray  picture  a  reliable  one  if  properly 
interpreted.  Elliott  had  established  a  correct 
diagnosis  of  his  cases  through  proper  metabolic 
laboratory  tests. 

Cooley,  E.  L.:  Plaster  Cast  in  Acute  Joint  In- 
fections.    Med.  Fortnightly,  1915,  xlvii,  27. 

By  Surg.,  Gynec.  &  Obst. 

Acute  joint  infections  respond  readily  to  im- 
mobilization; thereby  pain  is  lessened,  swelling  and 
periarticular  infiltration  diminished,  consequently 
lessening  the  danger  of  pus.  Joint  function  is  not 
impaired  by  immobilization  even  by  extravasation 
of  serum  into  the  joint,  but  when  fibrin  is  deposited 
and  villi  form  function  is  impaired. 

Immobilization  must  be  complete,  to  the  joints 
proximal  and  distal  to  the  one  involved.  Plaster 
cast  more  successfully  immobilizes,  is  ready  of 
application,  is  cheap  and  available,  and  wounds 
can  be  made  very  accessible  by  removing  a  portion 
of  cast  over  the  area  involved.         H.  W.  Mai-tby. 

Heineck,  A.  P.:  A  Contribution  to  the  Study  of 
Joint-Bodies  from  Within  Present  in  Articula- 
tions, Otherwise  Apparently  Normal.  Nash- 
ville J.  M.  &"  S.,  1915,  cix,  49. 

By  Surg.,  Gynec.  &  Obst. 

The  author  reviews  all  cases  of  joint-bodies  unas- 
sociated  with  joint  lesions  other  than  those  due  to 
their  presence  or  caused  by  the  etiological  trauma, 
including  those  originally  reported  in  English, 
French,  and  German  from  1890  to  191.3  inclusive. 

All  cases  were  verified  by  operation  or  by  post- 
mortem findings.  He  excluded  all  cases  with  in- 
sufficient data;  fractured  or  displaced  semilunar 
cartilages;  bodies  of  extra-articular  origin;  foreign 
body  hedged  in  the  joint  capsule;  diverticula  com- 
municating or  not  to  the  general  synovial  cavity; 
pendulous  chondrosarcomata,  etc.;  e.g.,  mono-  or 
polyarticular  arthritis  deformans. 

Age  incidence  is  tabulated  as  to  time  of  operation, 
relief,  etc.  Males  predominate,  as  they  are  more 
exposed  to  trauma,  etc.  Articulations  involved 
show  that  the  elbows  and  knees  are  mostly  involved 
— knees  five  times  more  frequent;  right  elbow  more 
than  left;  in  the  knees  about  equal.  Direct  or 
indirect  trauma  appears  to  be  the  main  cause. 

The  bodies  may  arise  from  (i)  cartilaginous, 
osseous,  or  osteocartilaginous  articular  surfaces; 
(2)  fibrous  clot  following  haemorrhage;  (3)  lipomata 
from  subserous  fat ;  (4)  free  or  pedunculated  fibrous 
enchondroma,  osteoma,  or  ecchondrosis;  (5)  post- 
traumatic thickening  of  synovial  and  underl5dng 
tissue;  and  (6)  cartilaginous  nodes  in  the  synovia 
stimulated  to  growth  by  trauma. 

The  great  majority  of  bodies  are  free  and  consist 
of  cartilaginous  or  osteocartilaginous  tissue. 
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Heineck  emphasizes  the  value  of  good  plates 
properly  interpreted  in  diagnosis  and  differentiation 
from  other  intra-articular  conditions.  The  semi- 
lunar cartilages  consisting  of  non-osseous  tissue 
are  not  seen  in  X-ray  plates,  while  those  of  osseous 
or  osseocartilaginous  origin  appear  as  shadows. 

Treatment  consists  of  arthrotomy,  the  line  of 
incision  being  on  the  side  of  the  body.  The  author 
advises  longitudinal  incisions  and  advises  against 
diversion  of  the  lateral  ligament.  Joint  lavage  is 
condemned  as  unnecessary  and  dangerous. 

The  synovia  and  capsule  are  closed  with  catgut, 
the  overlying  tissues  and  non-absorbable  sutures  and 
the  joint  being  immobilized  in  a  plaster  cast. 

All  patients  operated  upon  recovered  functionally 
and  anatomically.  Non-surgical  treatment  was 
valueless.  H.  W.  Meyerding. 

Ely,  L.  W.:   Joint-Mouse.     Ann.  Surg.,  Phila.,  1915, 
ki,  80.  By  Surg.,  Gynec.  &  Obst. 

Ely  discusses  briefly  the  etiology  of  joint-mouse 
and  reports  a  case  in  which  the  body  originated  from 
the  medial  femoral  condyle  following  an  injury  to 
the  knee. 

Six  months  after  the  accident  the  joint-mouse  was 
removed,  and  microscopic  examination  showed  that 
it  consisted  of  cartilage  throughout  except  for  a 
thin  layer  of  new  connective  tissue  on  one  surface. 

While  many  of  the  cartilage  cells  were  dead,  dis- 
tinct evidence  of  proliferation  was  present,  demon- 
strating that  the  cartilage  could  not  have  been 
killed  at  the  time  of  the  injury  and  dissected  off 
later  by  the  marrow,  as  in  the  recent  experiments  of 
Axhausen  on  animals'  cartilages. 

Robert  B.  Cofield. 

Breton,  P.  le:  Foreign  Body  in  the  Psoas  Muscle. 

N.  Y.  M.  J.,  1915,  ci,  352. 

By  Surg.,  Gynec.  &  Obst. 

Le  Breton  cites  the  case  of  a  14-year-old  boy  with 
a  pin  in  his  psoas  muscle,  simulating  hip  disease. 
He  had  been  healthy  until  1913,  except  for  an 
attack  of  scarletina  when  five  years  old.  In  the 
spring  he  began  having  pain  in  front  of  his  right 
thigh  at  night,  causing  him  to  limp.  He  improved 
during  the  summer,  but  lost  10  pounds  the  following 
winter  and  became  anaemic.  The  thigh  flexed  48 
degrees,  there  was  atrophy  of  the  thigh  oi  1^  inches, 
of  calf  one  inch.  With  the  hip  flexed,  motion  was 
painless.  Palpation  in  the  right  flank  showed 
tender  swelling  in  the  psoas.  An  X-ray  of  the 
spine  with  Pott's  disease  in  mind  showed  a  common 
pin  parallel  to  the  iliac  crest  2  inches  from  the  spine. 
An  incision  was  made  parallel  to  the  crest  of  the 
ilium,  the  muscles  were  separated,  and  the  peritone- 
um retracted.  A  cut  directly  toward  the  ilium 
opened  a  U-shaped  abcess,  one  horn  inside,  the 
other  outside,  the  pelvis.  Much  foul  pus  escaped. 
The  sac  was  dissected  out  and  at  last  the  pin, 
covered  with  crystals,  was  removed  from  in  front 
of  the  sacro-iliac  joint  away  from  the  position  shown 
in  the  X-ray  plate.    A  drainage  tube  was  left  in, 


and  the  wound  healed  completely  in  two  months. 
No  history  of  the  entrance  of  the  pin  was  obtained. 

C.  A.  Stone. 

Parsons,  A.  L.:   The  Choice  of  Incisions  in  Hand 
Infections.     Am.  J.  Surg.,  1915,  xxix,  6. 

By  Surg.,  Gynec.  &  Obst. 

Because  infections  less  frequently  involve  the 
dorsal  surface.  Parsons  only  discusses  those  of  the 
palmar  surface  and  limits  his  discussion  to  acute 
and  subacute  infections  that  involve  the  tendon 
sheaths  and  fascial  spaces  of  the  palmar  surface,  and 
to  the  sites  of  the  several  incisions  which  best  drain 
the  hand  with  the  least  amount  of  damage  to  the 
adjacent  structures. 

He  briefly  reviews  the  anatomy  of  the  palmar 
tendon  sheaths.  Those  of  the  index,  middle,  and 
ring  fingers  extend  from  the  base  of  the  terminal 
phalanx  to  Kanavel's  line,  roughly  speaking,  a 
thumb's  breadth  above  the  web.  It  is  to  be  re- 
membered that  these  sheaths  pass  near  the  proximal 
interphalangeal  joint,  and  for  this  reason  they  are 
more  readily  involved  than  the  metacarpophalan- 
geal joints  which  are  at  some  distance  from  them. 
The  sheath  of  the  flexor  longus  poUicis  in  the  large 
majority  of  instances  continues  upward  into  the 
radial  bursa;  the  little-finger  sheath  does  the  same 
thing  to  join  the  ulnar  bursa,  and  in  half  the  in- 
stances these  two  bursae  communicate  with  each 
other. 

He  describes  four  fascial  spaces: 

1.  The  terminal  phalangeal  space,  by  far  the 
most  common  site  of  felons,  is  divided  into  many 
compartments  by  fascial  bands  from  the  bone  to 
the  skin,  and  because  of  the  proximity  of  the  vas- 
cular supply,  pressure  explains  the  frequent  necrosis 
of  that  portion  of  the  bone  in  felons. 

2.  In  the  web  space,  or  that  between  the  fingers, 
infections  may  extend  to  the  dorsum,  to  the  adjacent 
fingers,  or  to  the  two  spaces  about  to  be  described. 

3  and  4.  The  thenar  and  midpalmar  spaces, 
which  are  best  taken  together,  occupy  the  palm 
below  the  tendons  and  lie  upon  the  interossei  and 
adductor  muscles.  The  third  metacarpal  bone  is 
the  landmark  of  their  separation,  except  at  the 
wrist,  where  at  times  it  is  found  that  these  two 
spaces  communicate.  These  spaces  lie  between  the 
deep  and  superficial  arches,  the  former  being  dorsal 
and  the  latter  palmar  to  it.  Infections  may  occur 
in  any  one  of  these  sheaths  or  in  all,  as  is  only  too 
often  the  case  when  the  patient  is  first  seen. 

Terminal  phalangeal  infections  fortunately  tend 
to  become  localized,  but  if  neglected  they  may  ex- 
tend to  the  fascial  spaces  of  the  web  or  upward 
along  the  tendon  sheaths.  Index,  middle,  and  ring- 
finger  infections  usually  rupture  through  the  skin, 
and  the  proximal  interphalangeal  joint  is  often 
involved,  with  subsequent  necrosis  of  the  middle 
phalanx.  Middle-finger  infection  rarely  infects  the 
thenar  space;  little-finger  infections  behave  in  a  like 
manner  where  they  do  not  communicate  with  the 
ulna  bursa;  otherwise  infection  rapidly  extends  to 
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the  forearm  under  the  profundus.  In  a  like  manner 
thumb  sheath  infections  may  invade  the  forearm 
through  the  radial  bursa. 

Pus  in  the  thenar  space  may  involve  the  mid- 
palmar  space  or  otherwise  involve  the  forearm. 
Besides  the  above  most  frequent  structures  in- 
volved, Parsons  mentions  osteomyelitis  of  any  of 
the  bones,  invasion  of  the  wrist-joint,  rupture 
through  the  dorsum,  and  other  complications. 
He  advocates  the  use  of  Kanavel's  lateral  incision, 
supplemented  at  times  by  a  counteropening,  and 
he  states  that  he  has  had  no  impairment  in  tactile 
sensation  when  it  was  used. 

When  the  sheath  is  infected,  he  opens  it  freely  by 
extending  the  incision  the  full  length  of  the  infected 
area,  and  he  even  makes  these  incisions  over  the 
joints  as  warned  against  by  White.  He  claims  that 
the  keynote  to  the  situation  is  to  dress  the  finger 
in  extension  to  prevent  prolapse  of  the  tendon  and 
no  subsequent  sloughing  will  follow. 

In  little-finger  infections  where  the  ulnar  bursa 
is  not  infected  nothing  should  be  done,  for  it  is  best 
to  proceed  from  the  known  infected  area  to  the 
unknown.  Aspiration  of  the  tendon  sheaths  to 
ascertain  if  infected  he  thinks  is  of  theoretical  value. 
If  the  ulnar  bursa  is  found  to  be  involved,  it  should 
be  opened  through  the  palm  to  the  ulnar  side  of 
the  tendon,  and  if  this  infection  has  extended  to 
the  forearm  this  incision  may  be  extended  around 
the  uncinate  hook  and  the  annular  ligament  may  be 
sacrificed.  Kanavel  states  that  when  this  is  found 
necessary,  if  the  wrist  is  dressed  in  extension  no 
harm  will  result.  Thumb  infections  must  be  opened 
along  the  proximal  phalanx  and  through  the  thenar 
muscles,  and  because  the  motor  nerves  to  these 
muscles  lie  one  thumb's  breadth  distal  to  the  lower 
border  of  the  annular  ligament,  the  incision  should 
stop  there.  The  upper  end  of  the  radial  bursa  should 
be  drained  by  lateral  incisions  in  the  wrist;  this 
space  is  nearly  always  infected  and  usually  ruptures. 

Because  of  the  frequency  of  communication  of 
these  two  bursas,  Picque  advocates  making  four  in- 
cisions: along  the  thumb,  little  finger,  and  one  on 
each  side  of  the  flexor  tendon  group  down  to  their 
respective  bursas.  In  web  infections  he  advocates 
either  a  dorsal  or  palmar  incision,  sparing  the  deep 
interosseous  ligament  to  preserve  the  integrity  of 
the  hand. 

The  thenar  space  lying  immediately  on  the  adduc- 
tor transversus  is  best  approached  from  the  dorsum 
of  the  index-thumb  web,  just  radial  to  the  middle 
of  the  index  metacarpal  bone  and  level  with  its 
palmar  surface.  The  methods  of  attacking  the 
upper  ends  of  the  ulnar  and  radial  bursas  are  best 
done  by  the  lateral  wrist  incisions,  as  advocated  by 
Kanavel.     Parsons'  conclusions  are  as  follows: 

In  operating  on  hand  infections  a  general  anass- 
thetic  should  be  employed. 

2.  A  suitable  tourniquet  should  be  applied. 

3.  For  drainage  either  gutta-percha  tissue  or 
gauze  saturated  with  balsam  of  Peru  and  oleum 
ricini  should  be  used. 


4.  As  a  rule  the  use  of  the  wet  dressings  is  kept 
up  too  long. 

5.  The  operation  should  be  slowly  done  and  each 
structure  identified.  Lewis  B.  Crawford. 

FRACTURES  AND  DISLOCATIONS 

Jackson,  W.  R. :  Operative  Treatment  of  Fractures. 

Surg.,  Gynec.  &  ObsL,  1915,  xx,  357. 

By  Surg.,  Gynec.  &  Obst. 

Operations  —  open  and  subcutaneous  for  frac- 
tures —  are  now  done  more  frequently  than  for- 
merly, because  of  the  frequent  X-ray  examinations. 
Such  examinations  after  simple  fractures  are  ad- 
justed disclose  displacements  in  85  per  cent  of  cases. 

When  coaptation  cannot  be  effected  or  maintained 
by  the  usual  methods  of  manipulation,  extension, 
and  counterextension,  and  splints,  then  the  pro- 
cedure of  incision,  adjustment,  and  maintenance 
of  coaptation  by  internal  fixation  measures,  such 
as  plates,  nails,  wire,  staples,  bands,  and  intra- 
osseous transplants,  are  demanded. 

Interposition  of  soft  tissues,  where  apparent 
perfect  coaptation  is  present,  frequently  is  not  ob- 
served by  X-ray,  and  prevents  union  and  causes 
delayed  union  or  non-union.  Such  a  condition 
demands  surgical  intervention. 

It  has  been  recently  observed  by  many  surgeons 
that  when  fractures  are  dealt  with  by  open  operation 
there  is  delay  in  union,  delay  of  callus  formation, 
making  the  time  for  complete  bony  union  from  four 
to  eight  months  instead  of  four  to  eight  weeks. 

Such  delay  of  union  is  explained  by  disturbance  of 
the  nutrition  at  the  ends  of  the  fragments.  Manip- 
ulation in  the  adjustment  and  coaptation  separates 
the  fragments  from  the  bone  and  destroys  the 
nutrient  vessels  of  the  coapted  ends,  as  sometimes 
all  the  periosteum  is  denuded  and  the  medulla  lacer- 
ated. Macewen  showed  that  the  periosteum  was 
a  "limiting  membrane"  of  bone  and  a  carrier  of 
nutrition  to  it  by  means  of  its  vessels.  Some  authors 
claim  that  periosteum  is  a  bone  producer,  while  others 
prove  that  periosteum,  deprived  of  its  "cambium- 
bone-cells,"  will  not  produce  bone  when  trans- 
planted; that  when  bone  is  apparently  reproduced 
from  periosteum  it  is  due  to  the  presence  of  bone- 
cells  on  the  inner  surface  of  the  cambium. 

In  some  fractures  open  incision  and  adjustment 
only  are  necessary,  as  often  by  serrations  and 
notched  ends  of  fragments  perfect  coaptation  is 
maintained  without  the  use  of  plates  or  any  other 
foreign  material. 

The  most  common  fractures  that  seem  to  reg- 
ularly demand  open  operation  are: 

Fractures  of  the  upper  thirds  of  the  femur,  patella, 
neck  and  trochanter  of  the  femur,  clavicle  and  fibula 
and  tibia,  olecranon,  and  Pott's  fracture. 

Compound  fractures  are  best  treated  by  open 
method  after  they  become  closed. 

Simple  fractures  are  best  operated  upon  after 
"  cofferdamming "  has  occurred  —  five  to  eight 
days  after  the  fracture. 
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The  conclusions  are: 

1.  When  plates  are  used  they  should  be  placed 
on  the  fleshy  side  of  the  limb. 

2.  Screws  should  fit  snugly  and  hold  the  plate 
tightly  to  the  bone,  as  any  motion  prevents  union. 

3.  Some  say  that  the  necessity  for  removing  a 
plate  means  faulty  technique. 

4.  It  is  not  always  necessary  to  remove  the  plate 
when  infection  occurs. 

5.  Plating  of  bones  does  not  always  mean  union, 
as  bony  union  fails  to  occur  sometimes  even  after 
intra-osseous  transplants  are  used.  These  are 
"non-union"  cases. 

6.  Shortening  of  the  limb  and  limping  always 
follow  the  plating  of  old  or  "ancient"  fractures 
because  of  the  necessary  resection  of  the  fragments. 

O'Conor,  J.:  Fixation  of  Simple  Fractures.  Ann. 
Surg.,  Phila.,  191 5,  Ixi,  88. 

By  Surg.,  G3aiec.  &  Obst. 

The  author  describes  his  treatment  of  fractures 
adopted  during  twenty-five  years'  hospital  practice. 
He  says  the  rapidity  of  union  seems  to  be  in  direct 
ratio  to  the  rapidity  with  which  the  severed  parts 
are  approximated,  also  that  the  cementing  activity 
of  the  osteoblasts  seems  to  decrease  in  direct  ratio 
to  the  delay  in  which  their  services  are  utilized. 

Considering  the  favors  which  Lister  and  Lane 
have  conferred  on  bone  surgery,  the  author  ven- 
tures to  state  that  it  is  unreasonable,  knowing  the 
handicap  which  the  natural  curative  process  has  to 
carry  in  such  cases,  not  to  grasp  the  earliest  op- 
portunity of  removing  interposing  "foreign  bodies," 
and  to  effectively  overcome  displacements  caused 
by  powerful  muscular  traction. 

Assisted  by  X-rays,  the  author  treats  simple 
transverse  fractures  by  absolute  rest  on  splints. 
If  at  the  end  of  four  weeks  union  is  defective,  he 
operates,  removes  interposing  tissue,  revivifies  the 
surface  of  fragments,  and  plates.  He  uses  Lane 
plates  and  Lane's  technique  and  has  never  had  any 
screws  loosen  or  plates  cause  irritation.  He  lays 
great  stress  upK)n  efficient  approximation  of  divided 
periosteum  over  the  plate,  and  also  upon  absolute 
rest  for  four  weeks  following  the  operation.  He 
strongly  condemns  the  use  of  massage  or  passive 
motion  until  firm  union  has  taken  place.  The 
author's  technique  is  described  in  detail  in  the  ar- 
ticle. R.  O.  RiTTER. 

Gallic,  W.E.:  Bone  Wedging:  a  Method  of  Elimi- 
nating the  Introduction  of  Foreign  Materials 
in  Open  Operations  on  Fractures.  Canad.  M. 
Ass.  J.,  191 5,  V,  no.  By  Surg.,  Gynec.  &  Obst. 

The  author  describes  a  procedure  for  transverse 
and  slightly  oblique  fractures  of  long  bones,  which  is 
a  modification  of  the  ordinary  inlay  of  bones.  He 
saws  out  two  wedge-shaped  pieces  and  drives  the 
longer  wedge  solidly  into  both  fragments.  He  then 
drops  the  smaller  wedge  into  the  space  left  vacant 
by  the  larger  wedge  to  assist  in  holding  it  in  place. 

James  O.  Wallace. 


Albee,  F.  H.:  Original  Surgical  Uses  of  Bone-Graft. 

Penn.  M.  J.,  1915,  xviii,  333. 

By  Surg.,  Gynec.  &  Obst. 

Albee  tells  of  his  experience  with  250  cases  in 
which  he  used  autogenous  bone-graft.  He  reviews 
the  technique  which  he  uses  in  Pott's  disease.  He 
describes  the  use  of  bone-graft  for  old  united  frac- 
tures and  in  some  instances  in  fresh  fractures. 
The  method  and  results  for  employing  bone-pegs 
for  fracture  of  the  neck  of  the  femur  and  the  uses 
made  of  bone-graft  in  paralytic  and  congenital  club- 
foot are  also  described. 

No  light  is  thrown  upon  the  solution  of  the  ques- 
tion regarding  the  life  of  bone,  its  replacement  by 
new  bone-formation,  or  its  action  as  a  conducting 
scaffold.  The  author  recommends  that  where  pos- 
sible the  marrow  substance  of  the  graft  be  con- 
tacted with  marrow  of  the  recipient  bone;  endoste- 
um  with  endosteum,  and  periosteum  with  perios- 
teum. The  belief  that  there  is  a  positive  need  for 
bone-transplant  in  cases  of  Pott's  disease,  and 
some  of  the  results  obtained  from  the  operation 
are  set  forth  as  follows:  (i)  The  transplant  gives 
protection  to  the  anterior  portions  of  the  bodies. 
(2)  It  resists  motion  in  the  diseased  bodies  and 
places  the  parts  in  the  most  favorable  condition 
for  the  restriction  of  the  activities  of  the  disease. 

The  technique  given  in  this  article  is  much  the 
same  as  that  described  in  many  of  the  author's 
former  articles.  He,  however,  calls  attention  to 
the  advisability  of  including  the  spinous  processes  of 
two  vertebrae  above  and  two  below  the  diseased 
areas  when  operating  in  the  dorsal  region,  and  of 
including  only  one  above  and  one  below  when  oper- 
ating in  the  lumbar  region.  No  mention  is  made  of 
the  cervical  region.  He  advises  the  use  of  a  broad- 
blade  osteotome,  which  prevents  possible  injury  to 
the  mural  canal,  which  happens  sometimes  if  the 
narrow  chisel  slides  between  the  arches.  Another 
advantage  of  the  broad  osteotome  is  that  it  allows 
more  then  one  spinous  process  to  be  split  at  the 
same  time,  and  thus  a  straight  line  is  maintained 
for  the  gutter,  which  receives  the  transplant.  He 
suggests  that  the  transplant  bed  be  not  deeper  than 
half  an  inch,  and  believes  that  the  nearer  the  graft 
is  placed  to  the  tips  of  the  spinous  processes  the  great- 
er will  be  the  leverage  on  the  individual  vertebra. 
He  calls  attention  to  the  fact  that  the  supraspinous 
ligament  is  not  cut  across  but  simply  split  and  is 
therefore  not  weakened;  also  that  the  short  inter- 
spinous  ligaments  are  not  damaged  for  further 
support,  and  so  no  harm  is  done  by  the  operation. 
The  incision  for  the  removal  of  the  transplant 
is  made  over  the  anterior  internal  surface  of  the 
tibia,  and  includes  periosteum,  endosteum,  and 
marrow. 

In  the  after-treatment  he  avoids  the  use  of 
plaster  or  braces,  except  in  those  cases  where 
dorsal  kyphosis  with  the  bent  graft  exists.  He 
employs  the  fracture  bed  for  five  to  eight  weeks, 
with  the  patient  in  a  dorsal  position,  and  gives  as 
a  convalescent  period  three  to  eight  months.     Prog- 
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nosis  in  all  operated  cases  is  most  favorable  for 
the  relief  of  all  symptoms,  and  for  the  increased 
deformity. 

In  the  repair  of  old  fractures  by  means  of  bone- 
graft,  Albee  makes  the  gutter  with  twin  saws  and 
shapes  the  bone-nails  with  the  surgical  lathe.  The 
long  graft  is  slid  down  from  the  shaft  so  as  to  bridge 
over  the  fracture  and  is  held  in  place  sometimes  by 
slanting  pegs;  again  by  heavy  kangaroo.  He  makes 
the  gutter  walls  and  the  slide  graft  narrower  at  the 
bottom  and  wider  at  the  surface,  so  that  it  becomes 
locked  when  it  slides  past  the  fracture  in  the  lower 
portion  of  the  groove. 

Bone-pegs  from  the  tibia  are  used  for  ununited 
fractures  of  the  neck  of  the  femur  and  are  thought 
to  be  particularly  valuable  on  account  of  the  stimu- 
lation to  osteogenetic  activities. 

In  the  correction  of  paralytic  club-foot,  the  graft 
is  placed  between  the  astragalus  and  the  scaphoid; 
in  congenital  club-foot,  the  scaphoid  bone  is 
split  transversely  in  halves,  and  a  small  piece  of 
bone  from  the  tibia  or  from  the  cuboid  is  inserted 
between  these  halves.  The  author  believes  these 
operations  are  often  permanently  correct,  and  that 
the  awkward  flail  condition  is  often  overcome  and 
the  foot  lengthened.  H.  B.  Thomas. 

Quain,  E.  P.:    The  Use  of  Indirect  or  External 
Fixation  in  the  Open  Treatment  of  Fractures. 

J.-Lancet.,  1915,  xxxv,  i.     By  Surg.,  Gynec.  &  Obst. 

The  author  condemns  the  indiscriminate  use  of 
Lane  plates  for  various  forms  of  fractures,  as  carried 
out  by  those  unskilled  in  their  application.  He 
advocates  a  substitute  in  the  form  of  indirect  or 
external  fixation  by  means  of  which  the  average 
surgeon  may  operate  with  considerable  more 
assurance  of  success. 

Bone-plating  is  not  to  be  condemned  when  suffi- 
ciently indicated  and  properly  performed;  on  the 
contrary,  it  should  be  exalted  to  the  highest  plane 
of  surgery  and  practiced  only  by  those  specially 
skilled  in  its  application. 

Failure  in  bone-plating  iT>ay  be  due  to  many  causes, 
among  which  are:  imperfect  asepsis  and  infection 
of  the  wound;  plates  poorly  applied  to  the  frag- 
ments; improper  tension  of  the  screws,  which  may 
be  either  too  tight  or  too  loose;  stripping  of  the 
periosteum;  and  rough  treatment  of  the  medullary 
canal  in  replacing  the  fragments  and  applying  the 
plate. 

Plates  applied  in  compound  fractures  tend  to 
increase  the  inflammatory  complications  and  re- 
quire removal  sooner  or  later. 

In  applying  indirect  or  external  fixation  of 
fractures  the  author  advocates  the  methods  of 
Lambotte  and  Freeman,  and  gives  a  detailed  de- 
scription of  the  appliance  and  the  technique. 

The  advantages  claimed  for  this  method  are: 
comparative  ease  and  rapidity  of  application; 
minimum  destruction  of  bone  elements,  and  there- 
fore reasonable  safety  and  success;  fixation  is  firm 
and  permits  early  movements  of  the  neighboring 


joints;  there  is  no  metal  in  contact  with  the  fracture 
line;  no  foreign  body  is  left  behind;  in  compound 
fractures  it  holds  the  fragments  in  place  and  at 
the  same  time  allows  drainage  and  dressing  of  the 
wound  without  pain  to  the  patient. 

Robert  B.  Cofield. 

Skillem,  P.  G.,  Jr.:  Complete  Fracture  of  the 
Lower  Third  of  the  Radius  in  Childhood,  with 
Greenstick  Fracture  of  the  Ulna.  Ann.  Surg., 
Phila.,  i9i5,Ixi,  209.  By  Surg.,  Gynec.  &  Obst. 

The  author  has  shown  in  this  article  a  condition  of 
a  definite  clinical  entity.  Although  fracture  of 
both  bones  of  the  forearm  in  childhood  is  common, 
the  above  variety  is  definite  and  occurs  while  the 
patient  is  in  motion,  as  from  a  fall  from  a  bicycle 
or  while  on  roller  skates.  The  fracture  of  the 
radius  is  low  down  with  displacement  of  the  frag- 
ment backward  and  outward;  the  ulna  is  bent  with 
the  concavity  toward  the  radius  with  compresison 
of  the  fibers  of  the  ulna  on  the  radial  side,  the  inner 
fibers  being  torn  asunder.  The  brunt  of  the  vul- 
nerating  force  is  borne  by  the  radius,  resulting  in 
complete  fracture,  while  the  incomplete  fracture  of 
the  ulna  is  produced  by  tensile  stress.  This  frac- 
ture is  to  childhood  what  CoUes'  fracture  is  to  adults. 
Reduction  is  simple,  perfect  alignment  of  the  ipner 
border  of  the  ulna  being  necessary  to  secure  a  good 
anatomical  result.  When  the  incomplete  ulnar 
fracture  is  made  complete,  the  displaced  radius 
automatically  reduces  itself.  Two  splints,  one  a 
volar  bond,  the  other  a  dorsal  straight  splint,  are 
applied.  Tables  show  that  males  fracture  their 
arms  four  times  as  often  as  females,  that  one-third 
of  the  fractures  of  childhood  occur  in  the  lower  third 
of  the  forearm,  and  that  the  radius  is  broken  in 
70  per  cent  of  cases.  H.  W.  Maltby. 

Campbell,  W.  F. :  Fracture  of  the  Elbow  in  Child- 
hood.    Med.  Times,  1915,  xliii,  43. 

By  Surg.,  Gynec.  &  Obst. 

The  author  reports  a  case  of  supracondylar 
fracture  of  the  elbow  in  a  child.  Fracture  should 
always  be  suspected  in  injuries  of  the  elbow-joint. 
Careful  examination  under  anaesthesia  and  ade- 
quate radiograms  in  two  planes  both  before  and 
after  reduction  are  urged.  Accurate  reduction  is 
essential  for  the  best  functional  results.  If  ankylo- 
sis occurs  it  is  due  not  to  immobilizing  but  to  faulty 
reduction.  No  special  rules  can  be  laid  down  either 
for  reduction  or  retention,  as  each  case  presents 
special  problems.  F.  J.  Gaenslen. 

Wight,  J.  S.:  Fracture  of  the  Lower  End  of  the 
Humerus,  with  Displacement.  N.  Y.  M.  J., 
1915,  ci,  294.  By  Surg.,  Gynec.  &  Obst. 

In  the  osteology  of  the  elbow-joint  it  is  shown  that 
the  diaphysis  has  the  greater  osteogenetic  power;  if 
the  epiphysis  had  the  same  power,  fracture  of  it 
would  result  in  ankylosis.  The  fact  is  that  joints 
becoming  ankylosed  have  had  fractures  into  the 
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diaphysis,  and  to  prevent  this,  all  such  must  have 
the  fragments  accurately  coapted.  Two  cases  are 
cited.  The  first  was  an  irreducible  oblique  fracture 
of  the  lower  end  of  the  left  humerus.  A  posterior 
incision  was  made,  and  the  fragment  replaced.  It 
refused  to  stay,  so  a  Lane  plate  from  the  external 
condyle  to  the  shaft  was  used  to  hold  the  lower 
fragment  in  place.  The  plate  was  removed  under 
local  anaesthesia  in  two  weeks.  Motion  was  begun 
in  three  and  one-half  weeks.  At  the  end  of  six 
weeks  there  was  a  slight  ankylosis  which  was  broken 
up  under  an  anaesthetic.  Passive  motion  for  two 
weeks  longer  resulted  in  a  free  joint.  The  second 
case  had  a  transverse  fracture  which  required  open 
operation  for  reduction,  but  the  fragment  stayed  and 
a  good  recovery  resulted.  C.  A.   Stone. 

Sturgis,  M.  G.:  Fracture  of  the  Tip  of  the  Internal 
Condyle  of  the  Femur.  Ann.  Surg.,  Phila.,  1915, 
Ixi,  79.  By  Surg.,  Gynec.  &  Obst. 

The  report  is  an  unusual  case  of  foreign  body  in 
the  knee-joint,  which  consisted  of  the  fractured  tip 
of  the  internal  condyle  of  the  femur.  The  patient 
experienced  no  disability  for  a  period  of  six  weeks 
following  the  accident  until  the  knee  suddenly 
"locked."  The  X-ray  revealed  the  loose  fragment 
in  the  suprapatellar  fossa  on  the  inner  side.  Opera- 
tion was  advised  and  the  loose  fragment  was  re- 
moved. Robert  B.  Cofield. 

Lilienthal,  H.:  Infected  Compound  Fracture  of 
the  Femur  into  the  Knee- Joint;  Treatment  by 
Conservative  Surgery.  Am.  J.  Surg.,  1915,  xxix, 
118.  By  Surg.,  Gj^nec.  &  Obst. 

Lilienthal  records  the  history  of  a  child  six  years 
old  who  had  sustained  an  open  fracture  of  the  femur 
into  the  left  knee-joint.  The  child  had  been  in- 
jured six  weeks  before  she  came  under  Lilienthal's 
care  and  had  been  treated  for  a  while  in  a  hospital 
but  had  been  removed  by  the  parents. 

On  admission  the  patient  was  apparently  mori- 
bund. There  was  profuse  suppuration  about  the 
knee-joint,  a  fracture  of  the  internal  condyle  with 
extensive  pocketing  down  the  leg  and  up  the  thigh, 
deep  ulcerations  on  the  feet,  and  a  bed-sore  over 
the  sacrum.  A  transverse  incision  was  made  across 
the  front  of  the  knee,  severing  all  the  soft  tissues 
except  a  posterior  flap  containing  the  main  vessels 
and  nerves.  The  loose  internal  condyle  was  re- 
moved and  the  knee  dressed  at  right  angles,  the 
large  gap  being  filled  with  packing.  The  patient 
improved,  and  six  weeks  later  an  attempt  was  made 
to  straighten  the  knee,  an  inch  of  the  femur  being 
removed.  There  was  profuse  discharge  following 
this,  and  when  the  wounds  healed  the  limb  was  in 
flexion  at  160°.  Eight  months  later  the  knee  was 
operated  on  again  and  three  months  later  firm 
ankylosis  with  a  straight  knee  was  present.  From 
the  description  and  acccompanying  photographs  it 
would  seem  to  be  a  remarkable  case  which  it  is 
impossible  to  do  justice  to  in  an  abstract. 

Frank  D.  Dickson. 


Brickner,  W.  M.:  Traumatic  Forward  Subluxation 
of  the  Shoulder.     Am.  J.  Surg.,  1915,  xxix,  51. 

By  Surg.,  Gynec.  &  Obst. 

A  review  of  the  literature  on  the  subject  is  given 
and  the  doubt  and  uncertainty  of  occurrence  noted. 
It  is  shown  that  subluxation  of  the  shoulder  exists 
when  the  articulating  surface  of  the  humerus  has 
not  passed  beyond  the  edge  of  the  glenoid,  but 
remains  in  contact  (even  in  articulating  contact) 
with  the  joint  surface  of  the  fibrocartilage  attached 
to  the  glenoid  margin.  Three  cases  are  cited,  all 
of  which  had  negative  X-rays,  but  showed  prom- 
inence of  the  humerus  in  front,  a  depression  behind, 
and  slight  or  no  flattening  of  the  deltoid,  and  were 
accompanied  by  pain  in  the  joint  and  down  the  arm, 
with  limitation  of  abduction.  Rotation  may  be  but 
slightly  inhibited  with  this  trouble.  The  author 
suggests  that  stereoscopy  may  demonstrate  the 
condition.  H.  W.  Meyerding. 

Blanchard,  W.:  Structural  Changes  in  Congenital 
Hip  Dislocation.  Tr.  Am.  Orth.  Ass.,  Detroit, 
1915,  May.  By  Surg.,  G3^nec.  &  Obst. 

The  X-ray  pictures  of  congenital  hip  dislocation 
in  children  taken  before  reduction  show  a  breaking 
down  and  disappearance  of  the  bony  structures  of 
the  joints. 

The  X-ray  pictures  taken  several  years  after 
reduction  show  a  cartilaginous  and  bony  reconstruc- 
tion of  both  the  head  of  the  femur  and  the  socket. 
A  close  observation  of  these  changes  in  bone  struc- 
ture enables  the  surgeon  to  place  the  leg  in  the  best 
possible  position  after  reduction,  so  as  to  prevent 
a  relapse  and  also  to  favor  the  rebuilding  of  a  good 
hip-joint. 

The  leg  must  be  held  for  eight  months  in  a  plaster 
of  Paris  splint  to  give  time  for  the  new  hip-joint 
to  form. 

Two  cases  are  cited  to  show  that  in  cases  of 
diphtheria  or  other  illness  the  plaster  of  Paris  splint 
may  be  laid  aside  for  two  months  and  if  the  patient 
remains  in  bed  there  will  be  little  or  no  danger  of  a 
redislocation. 

The  elimination  of  unnecessary  violence  has 
marked  every  step  forward  in  the  reduction  of 
congenital  hip  dislocation  and  highly  satisfactory 
results  are  usually  obtained. 

SURGERY  OF  THE  BONES,  JOINTS,  ETC. 

Jost,  0.:  Osteoplastic  Operations  on  the  Extremi- 
ties (Beitrage  zur  Osteoplastik  an  dem  Extremi- 
taten).    Beitr.  z.  klin.  Chir.,  1914,  xcv,  86. 

By  Surg.,  Gynec.  &  Obst. 

Jost  gives  brief  extracts  of  325  cases  from  the 
literature,  220  of  which  were  autoplastic  operations, 
with  good  results  in  66.8  per  cent. 

Streissler  reports  good  results  in  83  per  cent  of  191 
cases,  including  both  autoplastic  and  homoplastic 
operations,  also  operations  on  the  skull,  which  is 
probably  the  reason  for  his  better  results.  Of  the 
operations  22.8  per  cent  in  Jost's  series  were  homo- 
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plastic,  with  good  results  in  46.9  per  cent;  11.2  per 
cent  were  heteroplastic,  with  good  results  in  76 
per  cent. 

The  author  describes  in  detail  two  cases  which  he 
operated  upon.  The  first  was  in  a  child  of  4,  for 
sarcoma  of  the  tibia;  the  second  in  a  boy  of  17,  for 
a  tumor  of  the  tibia.  In  both  cases  the  diseased 
segment  of  the  tibia  was  removed  and  the  defect 
filled  with  a  piece  resected  from  the  sound  part  of 
the  bone.    The  results  were  excellent  in  both  cases. 

In  the  first  case  there  was  a  pseudo-arthrosis  of 
the  knee-joint,  probably  due  to  the  fact  that  the 
bone  was  wedged  directly  into  the  epiphyseal  car- 
tilage, thus  destroying  its  function.  In  the  second 
case  the  rontgen  picture  showed  that  there  was  new 
formation  of  bone  from  the  epiphyseal  cartilage. 
The  irritation  produced  by  the  transplantation 
stimulated  the  cartilage  growth,  though  it  had  re- 
mained completely  inactive  so  long  as  this  stimula- 
tion was  lacking. 

It  has  been  found  in  many  fields  in  physiology 
and  surgery  that  an  organ  would  respond  to  func- 
tional demands  made  on  it.  In  this  case  the  epi- 
physeal cartilage  reacted  with  new  bone  formation. 

There  has  been  a  great  deal  of  discussion  as  to 
the  effect  of  bone-transplantation  on  the  function 
of  the  cartilage.  Of  course,  this  case  is  not  decisive, 
for  it  is  only  a  year  and  a  half  since  it  was  treated. 
An  examination  after  several  years  would  be  neces- 
sary to  make  a  final  decision  as  to  permanent  re- 
sults. 

In  spite  of  the  stiffness  of  the  joint  in  the  first 
case  and  a  scarcely  perceptible  shortening  of  the 
limb,  the  result  is  brilliant  as  compared  with  the 
results  of  the  former  radical  treatment  for  bone 
sarcoma.  Recurrences  and  metastases,  which  are 
so  much  feared  in  the  conservative  treatment  of 
these  tumors,  have  not  yet  appeared  i  year  and  9 
months  after  the  operation.  Von  Haberer  says  that 
the  danger  of  recurrence  is  past  after  two  years,  so 
that  the  result  in  this  case  is  apparently  permanent. 

The  article  is  illustrated  by  six  plates  showing 
rontgen  pictures  of  the  two  cases  described,  and  a 
bibliography  of  175  titles  is  appended.       A.  Goss. 

Hanck:  Permanent  Results  After  Operative  Mobil- 
ization of  Joints  (Zur  Frage  der  Dauerresultate 
nach  operativer  Gelenkmobilisation) .  Beitr.  z.  klin 
Chir.,  1915,  xcv,  290.  By  Surg.,  Gynec.  &  Obst. 

Hanck  reports  a  case  in  which  complete  bony 
ankylosis  of  the  elbow-joint  was  operated  upon  and 
free  flaps  of  fascia  interposed.  The  patient,  a  boy 
of  II,  was  examined  four  and  one-half  years  after- 
ward. 

The  wound  healed  aseptically,  and  10  days  later 
massage  and  active  movements  were  begun.  No 
mechanical  after-treatment  was  given,  but  motion 
continued  to  improve.  After  a  year  motion  was 
possible  through  55  degrees.  Now  it  has  improved 
20  degrees  more.  There  is  a  slight  abnormal  rota- 
tion of  the  head  of  the  radius,  which  does  not  seem 
to  trouble  the  boy. 


In  the  literature  emphasis  has  been  laid  on  the 
importance  of  widely  separating  the  joint  surfaces. 
This  was  not  done  in  this  case,  and  yet  the  result 
was  excellent.  This  point  is  of  importance  because 
the  wide  separation  of  the  joint-ends  tends  to  pro- 
duce flail- joint.  Formerly  the  distance  between  the 
joint-ends  attained  what  is  now  accomplished  by 
the  interposition  of  soft  parts;  therefore  the  inter- 
position of  a  wide  distance  between  the  joint-ends 
is  superfluous.  Moreover,  wide  separation  of  the 
ends  does  not  necessarily  prevent  recurrences. 

A  case  is  described  of  severe  progressive  anky- 
losis in  almost  all  of  the  joints,  including  those  of 
the  spinal  column.  Operation  was  performed  to 
mobilize  the  hip-joint  with  interposition.  In  spite 
of  daily  passive  and  active  movements,  the  result 
was  absolutely  negative.  This  is  the  only  case  of 
the  author's  which  was  a  failure.  The  reason,  he 
thinks,  was  the  insufficient  removal  of  the  peri- 
osteum. He  believes  that  subperiosteal  resection, 
as  recommended  by  Langenbeck,  is  a  mistake  where 
it  is  desired  to  obtain  a  mobile  joint,  for  the  peri- 
osteum produces  new  bone  formation  and  renewed 
ankylosis.  Von  Langenbeck's  resection  should  be 
performed  only  when  bony  union  is  desired. 

A.  Goss. 

Gallic,  W.  E.:  Tendon -Fixation  for  Deformity 
Resulting  from  Partial  Paralysis.  Ann.  Surg., 
Phila.,  1915,  Ixi,  94.  By  Surg.,  Gynec.  &  Obst. 

Gallic  reports  one  case  as  a  further  development 
of  his  "tendon-fixation"  operation.  The  patient, 
a  boy  of  five  years,  had  a  residual  partial  paralysis 
of  the  calf  muscles  and  a  complete  paralysis  of  the 
tibialis  posticus  of  the  right  side,  following  anterior 
poliomyelitis  two  years  before.  The  anterior 
muscles  of  the  leg  were  about  normal.  The  result 
was  a  moderate  calcaneovalgus,  the  patient  walking 
on  the  heel  with  considerable  valgus. 

At  operation  the  tendo  achillis  was  exposed 
through  its  sheath  and  then  split  into  an  anterior 
and  a  posterior  half  from  well  up  on  the  muscle 
to  the  OS  calcis.  The  upper  end  of  the  anterior 
half  was  then  cut  free  from  the  muscle.  Close  to  the 
insertion  of  the  tendon  a  small  opening  was  made  in 
the  anterior  surface  of  the  sheath  and  the  cut  end  of 
the  half-tendon  drawn  through  so  that  it  was  entirely 
anterior  to  the  sheath.  In  the  posterior  surface  of 
the  tibia  a  bed  was  prepared  for  this  half-tendon  as 
usual.  When  the  half-tendon  was  drawn  suffi- 
ciently taut  to  produce  a  moderate  equinus  it  was 
sutured  in  place  with  kangaroo  tendon  and  catgut 
and  completely  covered  with  periosteum.  The 
peronei  were  transplanted  to  the  os  calcis  and  the 
posterior  tibial  buried  in  the  internal  malleus  by 
the  usual  method.  Plaster  was  worn  for  two  months 
when  the  patient  was  able  to  strongly  plantar 
flex  the  foot  by  the  combined  action  of  the  calf 
muscles  and  the  transplanted  peronei,  but  dorsi 
flexion  was  impossible  beyond  a  slight  obtuse  angle. 
The  patient  now  walks  almost  normally  with  the 
aid  of  a  Whitman  plate.  R.  O.  Ritter. 
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ORTHOPEDICS  IN  GENERAL 

Armour,  R.  G.:  Diagnosis,  Symptomatology,  and 
Pathology   of   Poliomyelitis   Anterior   Acute. 

Canad.  J.  M.  6*  S.,  1915,  xxxvii,  47. 

By  Surg.,  Gynec.  &  Obst. 

Acute  anterior  poliomyelitis  must  be  considered 
a  generalized  infection,  since  pathological  changes 
are  found  not  only  in  the  central  nervous  system 
but  also  in  the  liver,  spleen,  kidney,  in  Peyer's 
patches  in  the  intestine,  and  in  the  mesenteric 
lymph-glands. 

Suggestive  points  in  diagnosis  are  pain  on  handling 
and  tenderness  of  the  muscles.  Kernig's  sign  is 
present,  and  flexion  of  the  neck  elicits  pain.  The 
constitutional  symptoms  present  are  very  much 
like  those  of  the  common  ailments  of  children  during 
the  summer  months.  Paralysis  should  always  be 
looked  for  in  these  cases. 

The  virus  probably  travels  by  way  of  the  lym- 
phatics, having  gained  entrance  by  way  of  the 
nasopharnyx,  the  intestinal  tract,  or  both.  The 
virus  produces  its  greatest  effects  on  the  gray  matter 
of  the  central  nervous  system,  through  its  influence 
on  the  blood-vessels  and  perivascular  lymph-vessels 
of  the  brain  and  cord. 

Congestion,  oedema,  minute  haemorrhages,  and 
round-cell  infiltration  are  found.  Various  types 
may  be  recognized:  the  meningeal,  in  which  pain 
and  rigidity  are  marked;  occasional  cases  with 
sensory  disturbances,  in  which  the  pathological 
changes  are  most  marked  about  the  posterior  cornua; 
others  with  pyramidal  tract  involvement  associated 
with  spasticity;  still  others  are  of  the  Landry  as- 
cending type,  while  Oppenheim's  disease,  or  amyo- 
tonia congenita,  is  also  considered  by  some  to  be  a 
type  of  poliomyelitis.  The  condition  is  readily  dif- 
ferentiated from  rickets,  post-diphtheritic  paralysis, 
nephritis,  and  tuberculous  meningitis  by  the  sudden- 
ness of  onset,  the  presence  of  gastro-intestinal  dis- 
turbances, localized  paralysis,  and  the  condition  of 
the  reflexes.  F.  J.  Gaenslen. 

Rowland,  G.  W.:  The  Medical  Treatment  of 
Anterior  Poliomyelitis.  Canad.  J.  M.  6*  S.,  1915, 
xxxvii,  52.  By  Surg.,  Gynec.  &  Obst. 

Rowland  emphasizes  the  need  for  greater  care  in 
the  prevention  of  the  spread  of  the  disease  by  the 
use  of  (i)  dilute  hydrogen  peroxide  or  5  per  cent 
menthol  nasal  irrigation  for  those  exposed;  (2) 
disinfection  of  the  patient's  stools  and  urine;  and 
(3)  isolation  of  the  patient  for  six  weeks  and  of  other 
members  of  the  household  for  three  weeks. 

Urotropin  probably  has  little  efifect  after  the  in- 
fection has  occurred.  Elimination  of  the  toxic 
products  should  be  promoted  by  daily  purgation 
and  frequent  warm  baths.  For  the  relief  of  pain 
aspirin  and  salicylates  are  useful.  During  the 
convalescent  stage  supportive  treatment  and  rest 
are  necessary.  In  the  paralytic  stage  intelligent 
massage  and  active  movements,  preferably  in  the 
warm  bath,  are  advised.  F.  J.  Gaenslen. 


Jones,  S.  F. :  Prophylaxis  and  Orthopedic  Manage- 
ment of  Anterior  Poliomyelitis.  Colo.  Med., 
1915,  xii,  56.  By  Surg.,  Gynec.  &  Obst. 

After  recognizing  the  various  manifestations  of 
anterior  poliomyelitis,  as  the  abortive,  spinal, 
bulbar,  cerebral,  ataxic,  polyneuritic,  and  meningitic 
types,  and  that  type  simulating  Landry's  disease, 
Jones  describes  the  three  stages  of  infantile 
paralysis  as  (i)  the  acute  infective  stage;  (2)  the 
subacute  non-infective  stage,  which  shows  no 
fever  but  still  some  tenderness  and  the  full  estab- 
lishment of  the  paralysis;  and  (3)  the  convalescent 
stage. 

The  orthopedic  management  includes  for  the 
first  stage  rest  in  bed  and  proper  hygiene  with  a 
light  diet  and  thorough  eUmination.  In  the  second 
stage  no  massage  or  electricity  should  be  used  until 
the  tenderness  is  gone,  but  developing  deformities 
must  be  prevented  by  splints,  etc.  Treatment  of 
the  third  stage  includes  competent  massage,  faradic 
and  galvanic  electricity,  corrective  braces  and 
supports,  and,  lastly,  the  operative  measures  of 
transplantations,  arthrodeses,  silk  ligaments,  bone 
removal,  tenotomies,  and  osteotomies. 

Prophylaxis  should  include  complete  isolation 
and  quarantine  in  the  first  stage,  the  giving  of 
urotropin  to  exposed  persons,  antiseptic  throat 
sprays,  and  careful  disposition  of  the  patient's 
excretions  and  secretions.  This  quarantine  should 
last  from  eight  to  sixteen  weeks.       R.  G.  Packard. 

Black,  K.:  Dupuytren's  Contraction.  Brit.  M.  J., 
1915,  i,  326.  By  Surg.,  Gynec.  &  Obst. 

Black  very  ably  discusses  this  condition.  Sir 
Astley  Cooper  was  the  first  to  describe  the  disease, 
but  Dupuytren  in  1831  first  dissected  a  case,  re- 
vealing the  fact  that  the  contraction  is  due  to  palmar 
fascia  contraction  and  not  to  tendon  contraction. 
It  is  a  fibrositis  of  the  palmar  fascia  without  skin 
inflammation.  The  digital  processes  of  the  palmar 
fascia  are  first  involved,  gradually  the  whole  fascia 
becoming  involved.  The  fingers  become  more  or 
less  flexed  into  the  palm  of  the  hand.  So  great  may 
be  the  contraction  that  the  interphalangeal  joints 
may  be  dislocated. 

Microscopically  the  lesion  shows  fibrous  strands 
intermifigled  with  cellular  infiltration,  showing  a 
plastic  inflammation. 

The  disease  is  divided  into  four  stages  as  follows: 

1.  That  in  which  the  palmar  fascia  only  is  in- 
volved. 

2 .  That  in  which  the  palmar  fascia  is  involved  and 
one  or  more  digits  are  slightly  flexed. 

3.  That  in  which  the  palmar  fascia  is  involved 
and  one  or  more  digits  are  semiflexed. 

4.  That  in  which  the  palmar  fascia  is  involved 
and  one  or  more  digits  are  totally  flexed. 

The  disease  may  be  very  rapid  or  may  last  for 
years.  When  unilateral  the  right  hand  is  more  often 
involved.  The  disease  occurs  more  frequently  in 
men  than  in  women,  more  often  in  adults  and  the 
aged,  and  there  is  a  hereditary  tendency,  the  disease 
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having  often  been  found  to  run  through  families. 
According  to  Black's  statistics  the  working  class 
is  not  so  apt  to  have  the  disease  as  the  leisure 
class. 

The  cause  of  the  disease  has  been  a  matter  of 
discussion  for  some  time,  some  believing  it  to  be  due 
to  some  external  agent  acting  traumatically  on  the 
hand,  while  some  believe  it  to  be  due  to  some 
systemic  or  constitutional  factor,  such  as  rheuma- 
tism and  gout. 

Black  proves  by  his  statistics  that  the  cause  must 
come  from  within  the  system. 

The  treatment  of  Dupuytren's  contraction  is 
both  operative  and  non-operative.  The  non- 
operative  treatment  is  suitable  only  for  slightly 
affected  individuals.  They  should  wear  a  splint 
at  night  to  keep  the  finger  in  hyperextension,  to- 
gether with  extension,  massage,  manipulation,  hot 
water,  and  the  Bier  treatment. 

The  operative  treatment  consists  of  two  methods: 
the  open  and  the  subcutaneous. 

In  the  open  method  the  flaps  are  dissected  from 
the  palmar  fascia;  the  fascia  is  excised,  the  wound  is 
closed,  and  a  well-padded  splint  is  applied  to  keep 
the  fingers  straight. 

The  subcutaneous  operation  is  simply  the  cutting 
of  the  fascia  with  a  fine  tenotomy  knife.  The  knife 
is  inserted  between  the  skin  and  the  tense  fascia. 
Six  or  ten  punctures  may  be  necessary  to  cut  all 
resisting  bands  of  fascia.  A  proper  splint  is  worn 
until  the  fingers  are  straight,  and  at  night  for  several 
months.  J.  H.  Shaw. 

Owen,W.B.:  WeakFeet.     Surg.,Gynec.b°Obst.,  igis, 
XX,  213.  By  Surg.,  Gynec.  &  Obst. 

Weak  feet  in  the  majority  of  instances  are  the 
result  of  ultra-civilization.  We  are  taught  to  turn 
our  toes  out  and  to  wear  stylish  shoes,  shoes  that 
suit  the  eye  and  not  the  feet.  The  Indian  rarely  has 
weak  feet  because  he  walks  with  his  feet  parallel, 
which  is  the  normal  attitude.  The  shoe  is  worn  for 
protection  to  the  sole  and  should  not  support  the 
foot  and  retard  muscular  function. 

The  most  reliable  diagnostic  points  are  abduc- 
tion, inability  to  dorsoflex  the  foot,  with  the  history 
of  pain  on  prolonged  standing  or  walking,  which 
is  relieved  by  rest.  Abduction  is  the  position  of 
weakness.  Slight  adduction  is  the  position  of 
strength. 

All  cases  should  be  overcorrected,  the  heel  cord 
stretched,  and  the  foot  forced  to  remain  in  slight 
adduction.  All  rigid  feet  should  be  thoroughly 
stretched  and  placed  in  the  position  of  overcorrec- 
tion under  anaesthesia. 

Weak  feet  can  be  cured  by  shifting  the  body 
weight  from  the  inner  aspect  to  the  outer  border 
of  the  foot  and  by  muscular  development  by  active 
motion. 

All  mechanical  support  should  be  removed  when 
muscular  development  is  sufficient  to  bear  the 
burden  and  the  corrective  attitude  has  become 
habitual. 


Meisenbach,  R. :  The  Painful  Anterior  Arch  of  the 
Foot;  an  Operation  for  Its  Relief  by  Means  of 
Raising  the  Arch.  Tr.  Am.  Orlh.  Ass.,  Detroit, 
1915,  May.  By  Surg.,  Gyncc.  &  Obst. 

There  are  two  types  of  painful  anterior  arch  of 
the  foot  which  are  commonly  met  with,  the  flexible 
and  the  rigid.  The  flexible  gives  intermittent 
symptoms  of  pain,  which  may  be  localized  in  the 
anterior  arch  or  in  the  foot  and  leg.  In  this  type 
usually  there  are  no  calluses  and  the  toes  are 
straight.  This  type  has  in  the  past  yielded  to  the 
treatment  consisting  of  exercises,  shoes,  or  plates. 

In  the  rigid  type  of  anterior  arch  of  the  foot, 
which  is  the  topic  under  consideration  in  Meisen- 
bach's  paper,  the  symptoms  are  chiefly  localized  to 
the  anterior  arch  of  the  foot  and  the  toes.  The 
arch  is  rigid,  bound  down  by  ligamentous  and  peri- 
articular thickening,  and  frequently  the  second, 
third,  and  fourth  metatarsal  joints  are  below  the 
level  of  the  first  and  fifth,  causing  a  reversed  rather 
than  a  high  anterior  arch.  In  this  type  of  foot  the 
toes  are  usually  permanently  flexed,  with  deep- 
seated  calluses  on  the  toes  and  on  the  plantar 
surface  of  the  foot,  so  that  when  the  patient  walks 
there  is  considerable  pain,  sometimes  to  such  a  de- 
gree as  to  impair  the  general  health.  The  calluses 
are  deep-seated,  some  almost  one-quarter  of  an 
inch  thick,  and  extend  deeply  into  the  open  meta- 
tarsophalangeal joints  of  the  flexed  toes.  The 
treatment  heretofore  afforded  these  patients  has 
been  only  of  a  temporary  and  symptomatic  nature. 

The  author's  operation  consists  in  elevating  the 
second,  third,  and  fourth  metatarsophalangeal 
joints  by  means  of  osteotomies,  which  are  performed 
subcutaneously  and  subperiosteally  through  the 
second,  third,  and  fourth  metatarsal  shafts,  about 
3  cm.  from  the  metatarsophalangeal  joints.  The 
operation  gives  immediate  relief,  the  calluses 
disappear,  the  toes  straighten,  and  a  permanent 
high  anterior  arch  is  secured.  The  metacarpo- 
phalangeal joints  are  not  interfered  with  and  are  not 
resected,  as  has  been  the  custom  in  previous  opera- 
tions for  this  condition.  The  result  is  a  flexible  foot, 
with  little  or  no  deformity. 

The  patient  presented  at  the  meeting  had  been 
treated  by  different  methods  over  a  period  of  eight 
months,  with  only  temporary  relief  until  the  opera- 
tion had  been  performed. 

Campbell,  W.  C:  Subperiosteal  Osteotomy  of  the 
Os  Calais  for  Pes  Calcaneus.  Surg.,  Gynec.  6* 
Obsi.,  1915,  XX,  231.  By  Surg.,  Gynec.  &  Obst. 

Calcaneus,  the  result  of  poliomyelitis,  not  asso- 
ciated with  varus  or  valgus,  may  be  materially  im- 
proved by  the  resection  of  a  wedge  of  bone  from  the 
OS  calcis  posterior  to  the  facets  for  articulation  with 
the  astragalus;  after  which  the  posterior  fragment 
is  forced  backward  and  upward  approximating 
bony  surfaces.  The  tendon  of  the  peroneus  longus 
is  transferred  to  the  bone  anterior  to  the  insertion 
of  the  tendo  achillis.  A  plaster  cast  holds  the  foot 
in  marked  equinus  for  six  weeks,  when  it  is  removed 


GENERAL  SURGERY  —  SURGERY  OF  THE  SPINAL  COLUMN  AND  CORD   49 


and  the  heel  of  the  shoe  elevated,  no  apparatus  being 
necessary  except  the  wearing  of  a  splint  at  night. 

The  normal  contour  of  the  heel  is  restored;  the 
foot  is  actually  elongated;  weight-bearing  is  more 
properly  distributed,  the  cavus  is  obliterated,  and 
the  tendo  achillis,  which  is  always  weak  or  paralyzed 
in  calcaneus,  is  reinforced  by  the  tendon  of  the 
peroneus  longus. 

When  peroneal  or  tibial  paralysis  is  associated, 
other  procedures  are  preferable. 

Mathews,  W.  P.:  The  Early  Treatment  of  Con- 
genital Club-Foot.  Virg.  M.  Semi-Month.,  1915, 
xix,  604.  By  Surg.,  Gynec.  &  Obst. 

The  author  briefly  describes  the  pathology  of  this 
condition  and  makes  a  plea  for  early  treatment  of 
congenital  club-foot.  He  states  that  a  baby  grows 
more  rapidly  the  first  year,  and  believes  that  the 
foot  deformity  should  be  corrected  during  this  time. 

Weight-bearing  during  this  time  does  not  have  to 
be  considered  and  all  the  foot  structures  are  soft 
and  yielding.  He  divides  his  cases  into  those  of 
the  first  degree,  where  the  deformity  can  be  reduced 
into  nearly  normal  position  without  pain,  and  those 
of  the  second  degree,  where  foot  deformity  cannot  be 
reduced  without  great  force  and  resultant  severe  pain. 

The  following  methods  have  yielded  the  best 
results  in  the  author's  work. 

In  the  treatment  of  very  mild  cases  of  the  first 
degree,  the  mother  or  nurse  is  taught  how  to  correct 
the  deformity  with  pressure  on  the  front  of  the 
foot,  reducing  the  varus  deformity,  and  keeping 
the  foot  in  this  position  ten  or  fifteen  minutes 
several  times  daily.  Massage  of  the  leg-muscles  is 
practiced  along  with  this  treatment.  Where  the 
mother  or  nurse  cannot  do  this  successfully  the 


foot  is  covered  with  several  layers  of  flannel  band- 
ages, the  foot  gently  forced  into  the  best  possible 
position,  a  pasteboard  sole  held  on  the  bottom  of 
the  foot,  and  all  covered  by  adhesive  plaster  and 
oil  silk.  This  process  is  repeated  weekly  until  the 
foot  retains  a  corrected  position,  and  then  every  two 
or  three  weeks  until  the  child  begins  to  walk. 

Some  of  the  cases  of  the  second  degree  can  be 
greatly  benefited  by  the  above  methods;  but  in 
resistant  cases  radical  measures  are  necessary. 
The  Lorenz  method,  fasciotomy,  and  tenotomy  are 
all  used.  Functional  rectification  must  be  complete 
before  the  child  is  allowed  to  walk.  Mathews 
believes  the  operations  should  be  performed  when 
the  children  are  only  two  or  three  months  old. 

A  combination  of  mechanical  and  operative 
measures  is  the  common  mode  of  treatment  in 
vogue  today,  and  if  perseveringly  and  scientifically 
carried  out,  he  believes  will  always  result  in  a  cure. 

C.  C.  Chatterton. 

Dalton,  A.  J.:  Wire  Splint  in  the  Early  Treatment 
of  Congenital  Club-Foot.  Surg.,  Gynec.  a"  ObsL, 
1915,  XX,  233.  By  Surg.,  Gynec.  &  Obst. 

The  author  has  devised  a  splint  made  from  No.  8 
galvanized  wire  so  bent  as  to  overcome  and  over- 
correct  the  inversion  and  equinus.  The  angles 
which  overcome  the  inversion  and  equinus  are  at 
90°  at  first  application,  the  angle  for  inversion  being 
increased  at  subsequent  applications  while  that  for 
the  equinus  is  lessened  at  each  succeeding  treatment. 

The  following  claims  are  made  for  the  splint: 
The  skin  can  be  inspected  every  few  days.  There 
is  marked  leverage  to  overcome  the  deformity  of 
both  the  varus  and  equinus.  There  is  practically 
no  tendency  to  necrosis.    It  is  light  and  comfortable. 
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Erenfeld,  H.  M.:  Spina  Bifida  with  Myelomenin- 
gocele; Removal  of  Myelomeningocele  and 
Closure  of  Spinal  Cleft  by  Transplantation  of 
Animal  Bone.    J. -Lancet,  191 5,  xxxv,  8. 

By  Surg.,  Gynec.  &  Obst. 

The  author  discusses  spina  bifida  in  general  and 
describes  the  case  of  an  eight-month-old  baby  with 
spina  bifida  with  a  tumor  in  the  lumbar  region  which 
he  removed.  The  cleft  in  the  spine  was  partially 
closed  by  a  piece  of  bone  from  a  rabbit.  The  trans- 
plant became  well  incorporated  and  the  child  made  a 
good  recovery.  The  necessity  of  such  a  transplant, 
however,  is  not  made  evident.  J.  W.  Sever. 

Volkmann,    J.:     Primary    Acute    and    Subacute 

Osteomyelitis  of  the  Spinal  Column  (tjber  die 

primare  und  subakute  Osteomyelitis  purulenta  der 

Wirbel).     Deutsche Ztschr.f.  Chir.,  1915,  cxxxii,  444. 

By  Surg.,  Gynec.  &  Obst. 

Volkmann  has  collected  83  cases  of  primary  osteo- 
myelitis of  the  spinal  column  from  the  literature  and 


4  of  his  own.  Sixty-eight  per  cent  of  the  cases  were 
found  to  be  due  to  staphylococcus  pyogenes  aureus. 
It  could  not  always  be  determined  how  the  bacteria 
entered  the  body,  but  in  about  one-fourth  of  the 
cases  there  was  furuncle,  carbuncle,  small  abscess, 
felon,  pediculosis,  acne,  or  slight  injuries.  In  a 
considerable  number  of  cases  there  was  a  history  of 
trauma.  Trauma  may  rupture  an  old  encapsulated 
focus  and  thus  produce  a  general  infection. 

Weichselbaum  and  Frankel  have  shown  that  in 
general  diseases  micro-organisms,  such  as  pneumo- 
cocci  and  gonococci,  may  be  deposited  in  the  spinal 
column.  Twelve  authors  say  that  no  direct  cause 
of  the  disease  can  be  found.  The  majority  of  cases 
occur  in  the  second  decade  of  life. 

The  disease  may  be  primary  in  the  periosteum  or 
in  the  bone-marrow.  In  the  periosteal  form  the 
periosteum  is  hyperaemic,  inflamed,  cedematous,  and 
infiltrated  with  round  cells.  There  are  often  haem- 
orrhages and  later  small  foci  of  suppuration.  The 
pus  findly  separates  the  periosteum  from  the  bone. 
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If  it  begins  in  the  marrow,  the  marrow  becomes 
hyperaemic  and  shows  haemorrhages.  The  color  is 
at  first  intense  red  and  later  almost  black.  The 
marrow  is  infiltrated  with  cells  and  is  under  high 
pressure.  In  most  cases  there  is  suppurative  infil- 
tration and  finally  liquefaction  of  the  marrow. 

The  disease  involves  the  arches  in  58  per  cent  of 
the  cases,  the  bodies  in  34  per  cent,  and  both  in  7 
per  cent.  It  is  most  frequent  in  the  lumbar  column 
but  most  dangerous  in  the  cervical  segment,  because 
of  the  possibility  of  involving  the  brain.  In  disease 
of  the  thoracic  column  the  abscess  may  rupture  into 
the  pleura.  Abscess  in  the  lumbar  cord  may  either 
rupture  externally  or  extend  downward,  forming  a 
psoas  abscess.  Gibbosity  and  scoliosis  may  occur 
in  any  part  of  the  spinal  column. 

Sixty-eight  per  cent  of  the  cases  were  acute, 
18  per  cent  subacute.  Exact  information  as  to  the 
character  is  not  given  in  the  other  cases.  Severe 
general  symptoms  dominate  the  clinical  picture. 
They  may  begin  very  violently  with  high  fever, 
41°  or  more,  albumin  in  the  urine,  occasionally 
icterus,  rapid  pulse  with  extremely  severe  headache, 
sometimes  chills  and  vomiting.  Sometimes  the 
patient  passes  immediately  into  delirium  and  coma 
and  dies  without  diagnosis  being  made;  but  some- 
times the  onset  is  more  gradual,  with  pain  in  the 
back  and  pelvis  radiating  toward  the  extremities, 
and  finally  the  pain  becomes  localized  in  a  certain 
segment  of  the  spinal  cord.  Certain  vertebrae  or 
their  processes  may  be  sensitive  on  palpation. 
Bending  or  turning  the  body  may  produce  pain. 
Before  the  abscess  is  formed  there  is  swelling  and 
oedema  of  the  soft  parts  and  perhaps  swelling  of  the 
local  lymph-glands.  If  the  pus  ruptures  into  the 
spinal  canal,  there  may  be  severe  nervous  com- 
plications. Pressure  of  the  cerebrospinal  fluid  may 
rise  to  2 50  mm. ;  the  color  is  normal  or  slightly  turbid. 
The  cell  content  is  generally  increased,  the  increase 
being  chiefly  in  the  polynuclear  neutrophile  leuko- 
cytes. In  one  case  of  Gobell's,  staphylococcus 
pyogenes  aureus  could  be  cultivated  from  the  cere- 
brospinal fluid. 

Correct  diagnosis  was  made  before  death  in  only 
about  one-third  of  the  cases.  Volkmann  thinks 
this  is  due  not  only  to  the  rarity  of  the  disease,  but 
to  the  lack  of  definite  and  characteristic  symptoms. 
In  addition  to  the  points  mentioned  under  symptom- 
atology, blood  and  urine  examinations  should  be 
made.    The  leukocyte  count  is  greatly  increased  and 


it  may  be  possible  to  cultivate  staphylococci  from 
the  blood  or  urine. 

Rontgen  examination  may  be  helpful,  but  often 
is  not.    Among  the  mistaken  diagnoses  made  were: 

No.  Cases 

Typhus  abdominalis 4 

Spondylitis  tuberculosa 4 

Epidemic  cerebrospinal  meningitis 3 

Pneumonia 3 

Rheumatism 3 

Influenza 

General  sepsis 

Inflammation  of  lymph-glands 

Torticollis 

Acute  myelitis 

Landry's  paralysis 

Subphrenic  paranephritic  or  lumbar  abscess 

Kidney  colic  with  lumbar  neuralgia 

Peritonitis 

Appendicitis 

Dififerential  diagnosis  from  these  various  diseases 
is  discussed. 

The  mortality  at  present  is  41.8  per  cent,  which  is 
a  great  improvement  as  compared  with  the  71.4  per 
cent  mortality  given  in  1896  by  Makins  and  Abbott. 
In  cases  where  early  diagnosis  was  made  and  opera- 
tion performed  at  once  the  mortality  was  reduced  to 
16  per  cent.  The  mortality  is  much  higher  in  osteo- 
myelitis of  the  cervical  column  than  of  the  thoracic 
or  lumbar  regions.  The  mortality  is  greatly  in- 
creased if  the  spinal  cord  becomes  involved. 

Treatment  is  operative.  If  the  disease  is  peri- 
osteal, the  abscess  may  be  simply  drained.  If  the 
marrow  is  involved,  the  bone  must  be  curetted.  If 
the  bodies  are  involved  too  much,  bone  must  not 
be  removed  or  gibbosity  will  be  produced.  If  the 
disease  involves  only  the  arches  or  transverse  or 
spinous  processes,  thorough  resection  may  be  per- 
formed without  any  harm.  The  wound  should  be 
irrigated  with  physiological  salt  solution  rather  than 
with  an  antiseptic  solution.  Occasionally  simple 
puncture  is  sufficient.  If  the  pus  has  entered  the 
spinal  canal  and  there  are  nervous  symptoms,  lami- 
nectomy is  indicated.  If  there  is  psoas  abscess,  it 
should  be  freely  opened,  not  merely  punctured  as  in 
tuberculous  disease.  Two  authors  gave  a  combina- 
tion of  serum  treatment  with  surgery,  but  Volk- 
mann thinks  their  success  was  due  to  the  operation 
rather  than  the  serum  treatment. 

A  bibliography  of  102  titles  follows  the  text  of  the 
article.  A.  Goss. 
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Leszynsky,  W.  M.:  Further  Observations  on  the 
Treatment  of  Sciatica  by  Perineural  Infiltra- 
tion with  Physiological  Saline  Solution.  Med. 
Rec,  1915,  Ixxxvii,  211.      By  Surg.,  Gynec.  &  Obst. 

Since  his  last  report,  in  191 2,  the  author  has  adopt- 
ed this  procedure  in  135  additional  cases.  The 
number  of   injections  required   for  the   individual 


case  varied  from  i  to  6,  but  averaged  3  injections 
for  each  patient;  about  480  injections  were  given 
in  160  cases. 

In  the  160  cases  reported,  there  was  no  evidence 
of  joint  or  pelvic  involvement,  and  the  correctness 
of  the  diagnosis  was  beyond  doubt.  The  fact  that 
many  of   these  patients  were  rapidly  and  perma- 
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nently  cured  by  a  single  injection  in  the  neighbor- 
hood of  the  painful  sciatic  nerve  is  ample  evidence  of 
the  affection  being  limited  to  that  circumscribed  area. 

Complications  or  unpleasant  symptoms  have 
never  been  encountered.  Under  proper  technique 
and  strict  asepsis  it  is  a  harmless  operation.  As  a 
result  of  this  larger  experience,  the  author  reiterates 
the  statement  made  nearly  three  years  ago  that 
perineural  infiltration  of  normal  saline  solution  at 
the  sciatic  nerve,  when  properly  performed,  proves 
a  valuable  acquisition  in  relieving  the  pain  of  sciat- 
ica, whether  acute  or  chronic. 

Several  patients  have  not  reacted  satisfactorily, 
or  have  not  given  the  plan  an  adequate  trial,  but 
they  have  been  the  exceptions.  From  i  to  6  in- 
jections are  required  to  secure  permanent  relief, 
although  in  numerous  instances  i  or  2  injections 
have  sufficed.  This  treatment  is  not  recommended 
in  every  case,  for  many  patients  are  often  relieved 
and  recover  under  the  customary  therapeutic 
procedures.  In  subacute  and  chronic  intractable 
cases,  however,  it  has  proved  the  most  satisfactory 
"ddition  to  therapeutic  armamentarium  that  has  yet 
b.  n  devised.  While  this  method  has  been  cur- 
soi  '  mentioned  by  several  writers  within  the 
last  I'ew  years,  it  has  not  received  the  recognition 
that  its  importance  demands.  Constitutional  treat- 
ment must  not  be  neglected,  and  after  relief  is 
obtained  from  the  injections  it  is  often  necessary 
to  utilize  supplementary  measures  in  order  to  pre- 
vent a  recurrence. 

As  a  rule,  the  injection  of  saline  solution  under 
pressure  in  quantities  ranging  from  60  to  120  ccm. 
or  more  is  attended  with  comparatively  slight  pain. 
This  usually  arises  during  the  early  period  of  the 
injection.  As  soon  as  heaviness  and  numbness  in 
the  extremity  are  felt  no  further  pain  results  from 
the  introduction  of  additional  fluid.  In  the  ma- 
jority of  instances  the  treatment  is  not  painful. 
At  the  time  of  the  first  injection,  fear  and  appre- 


hension often  render  some  patients  less  manageable 
than  others.  Usually,  when  additional  injections 
are  required,  these  elements  of  discomfort  have  be- 
come eliminated  and  there  is  no  further  difficulty. 
It  should  be  borne  in  mind  that  the  object  is  to 
produce  infiltration  of  the  nerve  and  the  surround- 
ing structures.  It  is  not  intended  that  the  nerve- 
sheath  should  be  entered  by  the  needle.  Should 
such  a  large  quantity  of  fluid  be  forced  into  the 
trunk  of  the  nerve,  disagreeable  consequences,  such 
as  paralysis  and  traumatic  neuritis,  would  probably 
ensue.  In  the  construction  and  use  of  the  special 
needle,  precautions  are  taken  to  avoid  puncturing 
a  blood-vessel  or  the  nerve-sheath. 

Edward  L.  Cornell. 

Weible,  R.  E.:    Neuroplasty  of  the  Median  and 
Ulnar  Nerves.    J. -Lancet,  1915,  xxxv,  68. 

By  Surg.,  Gynec.  &  Obst. 

The  patient  was  injured  by  being  thrown  in 
front  of  the  sickle  of  a  mowing  machine.  The  knives 
quickly  ground  up  the  inner  surface  of  the  upper 
right  arm,  destroying  the  brachial  artery  and  vein 
and  the  median  and  ulnar  nerves.  Any  attempt 
to  use  the  hand  resulted  in  extension  of  the  hand 
on  the  wrist  with  the  fingers  in  a  semiflexed  position. 

At  operation,  four  months  after  the  injury,  the 
scar  tissue  was  dissected  out  and  the  nerve-stumps 
well  mobilized.  There  was  a  gap  of  about  13  cm. 
between  the  distal  and  proximal  portions  of  the 
two  nerves.  Neuroplasty  was  done,  a  flap  from 
both  the  distal  and  proximal  portions  of  each 
nerve  being  used,  and  each  nerve  buried  separately 
in  the  muscles. 

The  results  came  very  slowly,  but  at  the  last 
examination  the  ulnar  nerve  showed  complete 
regeneration  and  the  median  nearly  so. 

The  author  strongly  recommends  neuroplasty  as 
the  method  of  choice  when  there  is  much  destruction 
of  nerve  tissue. 
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Freeman,  L.:   The  Prevention  of  False  Keloids  in 
Scars  by  the  Underlining  of  Incisions  with 
Strips  of  Fascia  Lata.    Colo.  Med.,  1915,  xii,  79. 
By  Surg.,  Gynec.  &  Obst. 

One  of  the  disagreeable  features  which  may  follow 
a  surgical  operation  and  detract  from  an  otherwise 
satisfactory  result  is  hypertrophy  of  the  cicatrix 
—  a  so-called  "false  keloid."  The  scar  becomes 
thick,  elevated,  and  red,  and  if  in  an  exposed  position 
it  is  a  source  of  mortification  to  the  surgeon  and 
patient.  The  hypertrophy  seems  mainly  due  to 
tension  upon  the  scar;  hence  it  is  seen  in  connection 
with  longitudinal  rather  than  with  cross  incisions. 
Wounds  about  the  neck,  the  abdomen,  or  the  joints, 
which  run  at  right  angles  to  the  line  of  normal 
tension,  are  seldom  if  ever  followed  by  much  hyper- 
trophy, while  those  parallel  to  the  line  of  tension  are 


frequently  affected,  as  may  be  observed  in  the 
axilla  after  operations  for  cancer  of  the  breast  and 
about  the  neck  following  various  surgical  procedures. 
Hypertrophy  is  particularly  apt  to  occur  in  tuber- 
cular patients,  owing,  perhaps,  to  substances  circu- 
lating in  the  blood  or  present  in  the  skin  which 
predispose  to  the  excessive  formation  of  fibrous 
tissue. 

The  author  employed  fascia  lata  in  two  cases  for 
the  relief  of  this  deformity.  After  thoroughly 
extirpating  the  scar  and  undermining  the  edges  of 
the  wound,  the  fascia  lata  was  spread  lengthwise 
beneath  the  incision.  It  was  then  fastened  to  the 
under  surface  of  the  skin  and  fascia  on  one  side 
and  to  the  deeper  tissues  on  the  other  side  with  a  few 
sutures  of  fine  catgut,  thus  permitting  union  without 
danger  of  displacement.  Edward  L.  Cornell. 
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CLINICAL  ENTITIES  —  TUMORS,  ULCERS, 
ABSCESSES,  ETC. 

Loeb,  L. :  The  Influence  of  Changes  in  the  Chemi- 
cal Environment  on  the  Life  and  Growth  of 
Tissues.     J.  Am.  M.  Ass.,  1915,  Ixiv,  726. 

By  Surg.,  Gynec.  &  Obst. 

Loeb  reports  his  conclusions  in  regard  to  the 
influences  of  changes  in  the  chemical  environment 
on  the  life  and  growth  of  tissue  based  upon  the 
surface  and  subcutaneous  transplantation  of  va- 
rious kinds  of  skin,  and  on  the  subcutaneous  trans- 
plantation of  the  kidney,  thyroid,  uterus,  and 
testicle. 

In  tumors  and  normal  organs,  autotransplants 
remain  alive  and  may  grow,  while  after  homo- 
transplantation  they  perish.  In  certain  tumors 
and  perhaps  in  normal  tissue,  even  after  homo- 
transplantation,  the  transplanted  cells  may  remain 
alive  and  in  some  cases  grow.  In  some  of  these 
tissues  which  remain  alive,  metabolic  changes  are 
present  representing  a  deviation  from  the  normal. 

Different  tissues  show  a  somewhat  different 
degree  of  resistance  after  homotransplantation. 
There  exists  also  a  difference  in  individual  exper- 
iments, depending  perhaps  upon  a  better  mutual 
adaptation  of  the  organ  of  one  individual  to  the 
body  fluids  of  another  individual  of  the  same 
species. 

While  the  viability  of  homotransplants  may  not 
have  been  essentially  impaired  —  and  they  may 
even  grow  —  the  metabolic  changes  they  may  have 
undergone  do  not  interfere  with  their  power  to  live 
and  even  propagate.  These  metabolic  changes  lead 
to  a  new  condition  in  the  host's  tissues  which  secon- 
darily brings  about  the  destruction  of  the  trans- 
plant by  an  increased  activity  on  the  part  of  the 
small  mononuclear  cells  and  a  destructive  activity 
on  the  part  of  the  connective  tissue  of  the  host  in 
such  a  manner  that  cirrhosis  results,  and  a  partial 
or  complete  destruction  of  the  parenchyma  occurs. 

D.  L.  Despabd. 

Robertson,  T.  B.,  and  Burnett,  T.  C:  The  Influ- 
ence of  the  Anterior  Lobe  of  the  Pituitary 
Body    upon    the    Growth    of    Carcinomata. 

/.  Exp.  Med.,  1915,  xxi,  280. 

By  Surg.,  Gynec.  &  Obst. 

In  consequence  of  the  frequently  observed  cor- 
relation between  abnormal  disturbances  of  the 
growth  process  and  pathological  conditions  in  the 
pituitary  body,  many  investigations  have  recently 
been  carried  out  with  a  view  of  ascertaining  the 
effect  of  administrations  of  the  pituitary  body  or 
portions  thereof  upon  the  time  relations  and  absolute 
magnitude  of  normal  growth.  Especial  interest 
attaches  to  experiments  upon  the  effects  of  the 
anterior  lobe  upon  the  growth  of  young  animals, 


since  in  cases  of  acromegaly  and  gigantism  anterior 
lobe  hyperplasia  is  frequently  observed. 

It  appeared  to  the  authors  to  be  of  interest  to 
determine  the  effects  of  the  administration  of  the 
anterior  lobe  upon  the  growth  of  carcinomata,  both 
on  account  of  the  possibility  held  out  by  such  an 
investigation  of  further  confirming  and  elucidating 
the  relationship  of  this  gland  to  growth,  and  also 
on  account  of  the  information  which  might  thus  be 
derived  regarding  the  relationship  of  carcinomatous 
to  normal  growth. 

They  propagated  the  Flexner-Jobling  carcinoma 
by  inoculation  into  the  axillary  region  through  two 
generations.  The  percentage  of  cases  which  took 
was  high,  varying  between  60  and  80  per  cent. 
Half-grown  or  adult  animals  were  employed  to 
propagate  the  tumors  in  the  experiments  which 
they  enumerate.     Their  conclusions  are  as  follows: 

1.  The  administration  of  emulsions  of  the  an- 
terior lobe  of  the  ox  pituitary  increases  very  marked- 
ly the  rate  of  growth  of  the  primary  tumor  in  rats 
inoculated  with  carcinoma.  The  growth  of  small 
tumors  is  accelerated  relatively  more  than  that  of 
large  tumors. 

2.  This  acceleration  is  only  evidenced,  however, 
at  a  certain  stage  in  the  growth  of  the  tumor,  sub- 
sequent to  the  twentieth  day  succeeding  inoculation. 
The  administrations  do  not  enhance  the  tendency 
of  the  tumors  to  metastasize. 

3.  Liver  emulsion  does  not  cause  an  acceleration 
of  the  growth  of  carcinoma  in  rats. 

George  E.  Beilby. 

Risley,  E.  H.:  Diabetes  and  Surgery.    Boston  M.  & 
S.  J.,  1915,  clxxii,  90.        By  Surg.,  Gynec.  &  Obst. 

The  author  discusses  what  type  of  cases  must  be 
avoided,  the  probable  mortality,  and  the  prognastic 
value  of  the  amount  of  sugar,  basing  his  conclusions 
upon  the  classification  of  Smith  and  Durham. 

The  first  class,  in  which  glycosuria  is  the  result 
of  the  surgical  lesion,  is  not  uncommon  and  has  been 
reported  as  clearing  up  following  operations  for 
appendicitis,  pyosalpinx,  strangulated  hernia,  ova- 
rian tumors,  traumatic  gangrene,  etc.  In  these  cases 
surgery  is  indicated  and  demanded. 

The  second  class  includes  those  cases  in  which 
glycosuria  causes  the  surgical  condition.  Phillips 
is  quoted  as  saying  that  probably  only  balanopos- 
thitis  and  cataract  are  directly  caused  by  diabetes. 
The  high  mortality  in  conditions  which  may  be  the 
result  of  diabetes,  such  as  gangrene  or  carbuncle, 
has  been  greatly  lowered  by  the  use  of  the  less  toxic 
forms  of  anaesthesia. 

Dietary  treatment  before  operation  is  of  great 
importance,  there  being  a  difference  in  mortality 
in  favor  of  careful  preliminary  treatment  of  18.66 
per  cent. 

The  following  conclusions  are  presented: 
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The  mortality  in  this  class  of  cases  is  from  20 
to  30  per  cent,  which  is  not  high  when  the  poor  con- 
dition of  some  of  the  patients  is  considered. 

A  glycosuria  should  not  deter  the  performance 
of  any  emergency  operation,  but  other  cases  should 
not  be  treated  in  which  acetone,  diacetic  acid,  and 
ammonia  cannot  be  reduced  by  preliminary  treat- 
ment. The  percentage  of  sugar  is  no  criterion,  as 
fatal  results  have  followed  when  sugar  was  tem- 
porarily absent.  E.  K.  Armstrong. 

Crile,  G.'  W.:    The  Kinetic  System.    /.  Mich.  St. 
M.  Soc,  1915,  xiv,  75.        By  Surg.,  Gynec.  &  Obst. 

The  author  formulates  a  theory  which  he  hopes 
will  harmonize  a  large  number  of  clinical  and  experi- 
mental data,  supply  an  interpretation  of  certain 
diseases,  and  show  by  what  means  many  diverse 
causes  produce  the  same  end-results. 

Even  should  the  theory  ultimately  prove  to  be 
true,  it  will,  meantime,  be  subjected  to  many  altera- 
tions. The  specialized  laboratory  worker  will  fail 
at  first  to  see  the  broader  clinical  view,  and  the 
trained  clinician  may  hesitate  to  accept  the  labora- 
tory findings. 

The  kinetic  system  is  a  system  within  the  body 
evolved  primarily  for  the  transformation  of  latent 
energy  into  motion  and  into  heat.  It  does  not 
directly  circulate  the  blood;  nor  does  it  exchange 
oxygen  and  carbon  dioxide;  nor  does  it  perform  the 
functions  of  digestion,  urinary  elimination,  and 
procreation;  but,  thougla  the  kinetic  system  does  not 
directly  perform  these  functions,  it  does  play  in- 
directly an  important  role  in  each,  just  as  the  kinetic 
system  itself  is  aided  indirectly  by  the  other  systems. 

The  principal  organs  which  comprise  the  kinetic 
system  are  the  brain,  the  thyroid,  the  suprarenals, 
the  liver,  and  the  muscles.  The  brain  is  the  great 
central  battery  which  drives  the  body;  the  thyroid 
governs  the  conditions  favoring  tissue  oxidation; 
the  suprarenals  govern  immediate  oxidation  pro- 
cesses; the  liver  fabricates  and  stores  glycogen;  and 
the  muscles  are  the  great  converters  of  latent 
energy  into  heat  and  motion. 

Adrenalin  alone,  thyroid  extract  alone,  brain 
activity  alone,  and  muscular  activity  alone  are 
capable  of  causing  the  body  temperature  to  rise 
above  the  normal.  The  functional  activity  of  no 
other  gland  of  the  body  alone  and  the  secretion  of 
no  other  gland  alone  can  cause  a  comparable  rise 
in  body  temperature;  that  is,  neither  increased 
functional  activity  nor  any  active  principle  de- 
rived from  the  kidney,  the  liver,  the  stomach,  the 
pancreas,  the  hypophysis,  the  parathyroid,  the 
spleen,  the  intestines,  the  thymus,  the  lymphatic 
glands,  or  the  bones  can,  per  se,  cause  a  rise  in  the 
general  body  temperature  comparable  to  the  rise 
that  may  be  caused  by  the  activity  of  the  brain 
or  the  muscles,  or  by  the  injection  of  adrenalin  or 
thyroid  extract.  Then,  too,  when  the  brain,  the 
thyroid,  the  suprarenals,  the  liver,  or  the  muscles 
are  eliminated,  the  power  of  the  body  to  convert 
latent  into  kinetic  energy  is  impaired  or  lost. 


Crile  offers  evidence  tending  to  show  that  an 
excess  of  either  internal  or  external  environmental 
stimuli  may  modify  one  of  more  organs  of  the  kinetic 
system  and  that  this  modification  may  cause  cer- 
tain diseases.  For  example,  alterations  in  the 
efficiency  of  the  cerebral  link  may  yield  neuras- 
thenia, mania,  dementia;  of  the  thyroid  link, 
Graves'  disease,  myxcedema;  of  the  suprarenal 
link,  Addison's  disease,  cardiovascular  disease. 

The  amount  of  latent  energy  which  may  be  con- 
verted into  kinetic  energy  for  adaptive  ends  varies 
in  different  species,  in  individuals  of  the  same  species, 
in  the  same  individual  in  different  seasons,  in  the 
life  cycle  of  growth,  reproduction,  and  decay,  in 
the  waking  and  sleeping  hours,  in  disease,  and  in 
activity. 

After  entering  into  a  detailed  discussion  of  the 
function,  experimental  work,  and  effects  of  disease 
on  the  various  organs  of  the  kinetic  system,  Crile 
comes  to  the  following  conclusions: 

To  become  adapted  to  their  environment,  ani- 
mals are  transformers  of  energy.  This  adaptation 
to  environment  is  made  by  means  of  a  system  of 
organs  evolved  for  the  purpose  of  converting  poten- 
tial energy  into  heat  and  motion.  The  principal 
organs  and  tissues  of  this  system  are  the  brain, 
the  suprarenals,  the  thyroid,  the  muscles,  and  the 
liver.  Each  is  a  vital  link,  each  plays  its  particular 
role,  and  one  cannot  compensate  for  the  other.  A 
change  in  any  link  of  the  kinetic  chain  modifies 
proportionately  the  entire  kinetic  system,  which  is 
no  stronger  than  its  weakest  link. 

In  this  conception  we  find  a  possible  explanation 
of  many  diseases,  one  which  may  point  the  way  to 
new  and  more  effective  therapeutic  measures  than 
those  now  at  our  command.     Edward  L.  Cornell. 

BLOOD 

Pupovac,  D.:  Arteriotomy  in  Embolism  (Ein 
Beitrag  zur  Arteriotomie  bei  Embolic).  Wien.  klin. 
Wchnschr.,  1915,  xxviii,  90. 

By  Surg.,  Gynec.  &  Obst. 

Operative  opening  of  the  arteries  is  indicated  in 
embolism  only  if  severe  disturbances  in  nutrition 
are  threatened  by  leaving  the  embolus.  Pupovac 
has  collected  10  cases  from  the  literature,  in  which 
arteriotomy  was  performed.  Two  of  these  were 
completely  successful.  He  describes  a  case  of  his 
own  in  a  young  man  of  25. 

On  the  24th  of  June  he  opened  the  right  femoral 
artery  just  at  the  point  where  the  deep  femoral  is 
given  off.  He  removed  an  embolus  and  sutured  the 
artery.  On  July  15th  it  was  necessary  to  perform 
the  same  operation  on  the  left  side.  The  patient 
died  a  few  weeks  later  of  haemorrhagic  nephritis 
and  endocarditis,  so  that  it  was  possible  to  make  a 
post-mortem  examination  of  the  sutured  arteries. 
Macroscopically  the  arteries  were  perfectly  normal; 
microscopically  the  examination  showed  a  slight 
thickening  of  the  intima. 

The  ideal  method  is  eversion  of  the  wound  edges 
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and  adaptation  of  the  intima  to  the  intima,  but 
Pupovac  does  not  consider  this  absolutely  essential, 
for  in  one  place  where  perfect  adaptation  was  not 
attained,  there  was,  nevertheless,  a  complete  res- 
toration of  the  vessel  wall.  The  most  important 
point  in  the  suturing  of  the  vessel  is  the  use  of  ex- 
tremely fine  silk  and  very  small  needles.  Matti 
advocates  the  use  of  ordinary  intestinal  silk  and 
needles  in  emergency  cases,  but  the  fact  that  there 
was  secondary  thrombosis  of  the  femoral  in  his 
case  contra-indicates  this. 

An  important  point  in  prognosis  is  to  operate  as 
quickly  as  possible  after  the  formation  of  the  em- 
bolus. Pupovac's  first  operation  was  performed 
1 6  hours,  the  second  5  hours,  after  thrombosis 
occurred.  On  the  right  side  the  post-mortem  ex- 
amination showed  thrombosis  of  the  deep  femoral, 
proving  that  all  the  thrombotic  masses  had  not  been 
removed;  on  the  left  side  the  extraction  had  been 
complete. 

The  age  of  the  patient  is  also  important  in  the 
prognosis.  If  changes  have  already  occurred  in  the 
vessel  walls,  new  thrombi  are  apt  to  form  at  the 
point  of  operation.  A.  Goss. 

BLOOD  AND  LYMPH  VESSELS 

Buerger,  L.:  Concerning  Vasomotor  and  Trophic 
Disturbances  of  the  Upper  Extremities,  with 
Particular  Reference  to  Thrombo-Angiitis 
Obliterans.     Am.  J.  M.  Sc,  1915,  cxlix,  210. 

By  Surg.,  Gynec.  &  Obst. 

Buerger  points  out  that  it  is  not  generally  known 
to  clinicians  that  certain  well-recognized  vasomotor 
and  trophic  disturbances  of  the  extremities  may,  on 
the  one  hand,  be  the  clinical  manifestations  of  oc- 
cluded vessels,  and,  on  the  other  hand,  be  associated 
with  arteries  and  veins  that  are  organically  intact. 
To  the  latter  group  belong  those  interesting  symp- 
tom-complexes which  have  been  described  under 
the  name  of  Raynaud's  disease,  erythromelalgia 
and  acroparaesthesia,  multiple  neurotic  gangrene, 
scleroderma,  sclerodactyly,  and  chronic  acro- 
asphyxia.  It  is  conceded  that  all  these  have  one 
feature  in  common;  i.e.,  that  the  arteries  and  veins 
have  suffered  no  organic  alteration  i;i  their  patency. 
Comparatively  little,  however,  has  been  written  to 
show  that  there  is  a  distinct  clinical  and  pathological 
entity,  thrombo-angiitis  obliterans,  with  which  there 
may  be  associated  clinical  manifestations  almost 
identical  with  those  that  belong  to  these  other 
diseases. 

A  clinical  study  of  200  cases  of  thrombo-angiitis 
obliterans  during  the  last  eight  years  (1906  to  19 14) 
enabled  Buerger  to  watch  the  course  of  this  re- 
markable disease  through  all  its  clinical  stages. 
Many  of  the  cases  were  followed  from  five  to  eight 
years,  and  the  presence  of  interesting  mutations  in 
the  symptomatology  was  recorded.  It  was  found 
that  in  a  certain  number  of  the  patients  the  upper 
extremities  were  involved,  although  it  is  usually 
believed  that  only  the  lower  extremities  are  affected. 


It  was  seen  that  thrombo-angiitis  may,  by  virtue 
of  the  predominance  of  certain  objective  phenomena, 
masquerade  as  almost  any  of  the  true  vasomotor  and 
trophic  diseases. 

Buerger's  survey  of  the  histories  discloses  that 
the  upper  extremities  may  be  clinically  involved  in 
the  following  ways:  (i)  without  subjective  symp- 
toms; (2)  with  vasomotor  symptoms  predominating; 
(3)  with  trophic  disturbances  alone;  (4)  with  gan- 
grene of  slight  extent;  (5)  with  extensive  gangrene 
threatening  the  viability  of  the  extremity;  (6)  with 
extensive  atrophy  of  the  hand  and  forearm;  and 
(7)  with  changes  simulating  scleroderma  and  scle- 
rodactyly. 

From  his  study  Buerger  is  able  to  lay  down 
certain  facts  as  of  some  value  in  differentiating 
thrombo-angiitis  obliterans  from  the  true  vasomotor 
and  trophic  diseases  of  the  extremities. 

For  the  clinical  diagnosis  of  thrombo-angiitis 
we  must  depend  upon  (i)  the  racial  (Hebrew)  and 
sex  (male)  predilection;  (2)  the  early  involvement 
of  the  lower  extremities;  (3)  the  early  symptoms  of 
pain  or  intermittent  claudication;  (4)  the  presence  of 
migrating  phlebitis;  (5)  the  evidences  of  pulseless 
vessels;  (6)  the  presence  of  blanching  of  the  ex- 
tremity in  the  elevated  position;  (7)  the  existence 
of  rubor  in  the  dependent  position;  (8)  the  relation 
of  the  hyperaemic  phenomena  to  posture;  (9)  the 
absence  of  simultaneous  symmetrical  involvement; 
and  (10)  the  slow,  progressive  chronic  course  ter- 
minating in  gangrene. 

In  Raynaud's  disease  we  will  note  the  following 
features:  a  sudden  onset  of  the  first  stage  of  local 
syncope  or  regionary  ischaemia  involving  usually  the 
fingers,  more  rarely  the  toes,  and  occasionally  the 
margins  of  the  ears  or  the  tip  of  the  nose  with  cold- 
ness and  blanching;  associated  sensory  phenomena, 
paraesthesia  and  pain;  a  comparatively  short  dura- 
tion of  the  vasomotor  and  sensory  manifestations, 
their  intermittent  character  with  return  to  normal 
between  the  attacks ;  the  symptoms  of  local  asphyxia 
attended  with  local  depression  of  temperature  and 
swelling  of  the  parts  involved;  the  disappearance 
of  the  asphyxia  with  substitution  of  reactive  hy- 
peraemia  and  a  third  stage  of  dry  gangrene.  Char- 
acteristic of  this  disease  as  well  as  of  the  cases  of 
scleroderma  and  sclerodactyly  is  the  striking  atrophy 
of  the  ends  of  the  distal  phalanges.  The  changes  in 
the  bones  can  be  well  demonstrated  by  rontgen-ray 
examination,  atrophy,  and  disappearance  of  large 
portions  of  the  end-phalanges  being  distinctive  and 
diagnostic  features. 

The  differentiation  of  true  scleroderma  from 
thrombo-angiitis  is  rarely  difficult  to  make.  In 
scleroderma  and  sclerodactyly  the  first  stage  with 
hard  oedema  is  characteristic  and  never  simulated 
by  cases  of  organic  vascular  disease.  The  second 
indurative  stage  may,  however,  be  almost  exactly 
reproduced  by  other  affections.  The  form  of 
scleroderma  known  as  "sclerodactyly,"  because  of 
attendant  alterations  in  the  deeper  tissues,  may 
be  not  unlike  thrombo-angiitis.   .  Rontgen-ray  ex- 
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amination  of  the  hand  in  sclerodactyly  offers  the 
most  valuable  means  of  differentiating  the  two 
diseases. 

Buerger  further  concludes  that  while  in  thrombo- 
angiitis obliterans  a  definite  and  specific  morpholog- 
ical change  in  the  arteries  and  veins  is  responsible 
for  the  varied  phenomena  in  the  superficial  capil- 
laries, in  Raynaud's  and  allied  diseases  the  vaso- 
motor and  trophic  disturbances  are  the  outcome  of 
irritative  and  exhaustive  processes  of  the  sympa- 
thetic nervous  system. 

Bernheim,  B,  M.:  The  Newer  Blood-Vessel  Opera- 
tions: Who  Should  Do  Them?  Inter st.  M,  J., 
1915,  xxii,  9.  By  Surg.,  Gynec.  &  Obst. 

After  speaking  of  reversing  the  circulation  in 
humans,  or  the  prevention  of  impending  gangrene 
of  the  extremities,  Bernheim  reports  a  case  where 
amputation  of  the  foot  was  necessitated  after  an 
arteriovenous  anastomosis  had  been  done  between 
the  femoral  artery  and  vein.  At  the  time  of  am- 
putation it  was  found  that  one  vein  accompanying 
an  artery  bled  bright  blood  in  a  constant  stream 
from  the  proximal  end.  Another  vein  bled  in 
spurts  from  the  proximal  end,  the  blood  being  bright 
red  in  color.  He  considers  this  ample  proof  that 
the  circulation,  in  this  case  at  least,  was  reversed. 

He  discusses  the  danger  of  this  operation,  and 
decides  that  it  is  no  greater  than  that  of  other 
operations  of  similar  magnitude.  He,  furthermore, 
says  that  one  reason  for  the  failure  of  the  modern 
blood-vessel  operations  is  that  they  have  not  in- 
frequently been  done  by  men  improperly  qualified 
to  do  them,  and  he  gives  concrete  illustrations  of  his 
argument.  He  believes  that  the  criticism  of  many 
clinicians  is  uninformed  rather  than  unfriendly, 
and  says  that  the  most  curious  feature  of  all  is  that 
men  whose  judgment  and  fairmindedness  in  other 
surgical  work  is  unquestioned,  take  particular  pains 
to  condemn  the  newer  blood-vessel  procedures 
without  going  to  the  trouble  to  discover  if  by  any 
chance  their  arguments  might  be  false. 

He  claims  that  the  surgical  maladies  of  veins  and 
arteries  have  not  been  given  the  same  study  and 
consideration  that  have  been  given  to  the  medical 
diseases  of  veins  and  arteries.  He  believes  that  no 
real  progress  in  the  clinical  application  of  vascular 
surgery  will  be  accomplished  until  one  member  of 
each  surgical  staff  of  the  various  hospitals  ip  specially 
trained  to  do  this  work,  and  is  given  it  to  do.  He 
predicts  that  the  future  will  see  the  development  of 
vascular  surgery  as  a  specialty,  just  as  neurological 
surgery  is  now  a  specialty. 

POISONS 

Dyas,  F.  G. :  Treatment  of  Acute  Infections.  Surg., 
Gynec.  b"  Obst.,  1915,  xx,  211. 

By  Surg.,  Gynec.  &  Obst. 

The  purpose  of  the  author's  work  was  to  deter- 
mine the  effect  of  the  X-ray  upon  pure  cultures  of 
different    pathogenic    micro-organisms.     Different 


lengths  of  exposure  were  used  and  the  Petri  dishes 
were  placed  at  different  distances  from  the  tube. 
The  work  was  suggested  by  the  success  in  the 
treatment  of  infections  by  heliotherapy.  A  review 
of  the  literature  shows  practically  a  consensus  of 
opinion  that  the  only  beneficial  results  accruing 
from  the  therapeutic  use  of  the  X-ray  in  acute  in- 
fections is  brought  about  by  the  localized  hyperae- 
mia.  The  chronic  infections,  especially  tuberculo- 
sis, respond  more  readily.  Tables  showing  the 
detailed  results  of  the  experiments  confirm  the 
reports  of  other  workers. 

The  conclusions  are  as  follows: 

1.  The  X-ray  has  no  influence  upon  pathogenic 
bacteria  which  could  be  withstood  by  living  tissues. 

2.  Successful  results  following  its  use  clinically 
are  probably  due  to  the  increased  hyperaemia  and 
local  tissue  irritation. 

3.  The  failure  of  the  X-ray  to  kill  the  usual 
pathogenic  micro-organisms  does  not  prove  that 
some  other  form  of  rays  or  light  or  radio-active 
substance  might  not  be  successful  in  the  treat- 
ment of  infections. 

ELECTROLOGY 

Pinch,  A.  E.  H. :  A  Report  of  the  Work  Carried  Out 
at  the  Radium   Institute,   London,   in    1914. 

Brit.  M.  J.,  1915,  i,  367.     By  Surg.,  Gynec.  &  Obst. 

While  this  report  has  been  abridged,  it  describes 
the  work  done  by  the  institute  for  the  year  1914, 
and,  like  those  of  previous  years,  is  of  the  same  con- 
servative character.  The  deductions  have  been 
based  upon  the  observation  of  841  cases,  and  with 
the  exception  of  superficial  epithelioma  no  case 
was  accepted  that  was  suitable  for  operation.  Of 
this  long  list  of  cases  19  were  cured,  50  were  ap- 
parently cured,  and  328  were  improved. 

An  outline  of  the  technique  employed  and  the 
reason  for  its  employment  is  given,  and  as 
Pinch  has  had  an  opportunity  to  observe  a  large 
number  of  cases,  and  as  his  views  are  at  variance 
with  some  of  the  leading  dermatologists  of  this  coun- 
try, they  might  be  quoted  in  full,  with  profit.  All 
tissues  when  treated  with  radium  respond  in  some 
manner,  but  the  nature  and  extent  of  this  response 
vary  greatly,  and  depend  upon:  (i)  the  ap- 
paratus, screening,  and  dosage  employed;  (2)  the 
nature  of  the  tissue  treated;  (3)  the  condition  of  the 
tissue  treated  (if  X-ray  ionization,  CO2  snow,  etc., 
have  been  previously  used  in  attempts  to  bring 
about  a  cure,  the  reaction  in  such  cases  is  frequently 
atypical,  and  repair  is  exceedingly  slow);  (4)  the 
extent  of  the  area  treated;  (5)  personal  idiosyn- 
crasy, which  is  often  productive  of  puzzling  results. 
The  factors  to  be  considered  are  age,  sex,  and  tem- 
perament, and  susceptibility  to  actinic  rays  gen- 
erally; for  example,  persons  who  suffer  much  from 
freckling  or  solar  eczema,  hyperidrosis,  exalted 
vasomotor  sensibility,  etc. 

Carcinoma  generally  is  best  treated  by  surgical 
measures,  and  even  epitheliomata  occurring  within 
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the  buccal  or  pharyngeal  cavities  as  well  as  other 
mucous  surfaces  have  proved  rebellious;  good  re- 
sults are  occasionally  seen,  but  as  a  rule  they  are 
only  temporary.  In  cases  of  carcinoma  of  the  uterus 
gratifying  results  have  been  observed;  haemorrhage 
and  discharge  are  arrested  and  at  times  the  fungoid 
ulceration  has  healed.  Four  cases  of  uterine  fibroids 
were  treated  likewise  and  all  improved. 

Attention  is  called  to  the  post-operative  treat- 
ment of  these  pelvic  cases  where  the  resistance  of  the 
parts  has  been  lowered  by  the  injury  of  the  trophic 
nerve  supply;  treatment  is  likely  to  be  followed  by  a 
severe  vaginitis  or  proctitis,  and  even  extensive 
ulceration  may  follow. 

In  carcinoma  of  the  breast  isolated  nodules  have 
been  successfully  treated,  but  little  or  no  effect 
upon  metastisis  was  observed. 

The  results  of  the  treatment  upon  cases  of  car- 
cinoma of  the  rectum  have  not  been  as  favorable 
as  those  occurring  in  the  uterus  or  the  prostate. 

Pinch  has  also  made  a  distinction  between  cases 
of  rodent  ulcer,  dividing  them  into  two  classes: 
(i)  the  hypertrophic  nodular  type,  which  yields 
most  satisfactory  results,  and  (2)  the  excavating 
type,  that  proves  very  intractable  and  repairs  with 
difficulty. 

In  the  treatment  of  sarcomata,  the  tubes  often 
have  been  buried  within  the  growth  and  in  some 
instances  the  subsidence  of  the  growth  has  been 
extremely  rapid.  All,  however,  did  not  yield  to 
treatment.  Of  22  cases  treated  3  were  apparently 
cured,  and  10  were  improved.  In  lymphadenoma 
4  cases  were  treated  and  all  improved.  The  same 
result  was  observed  in  4  cases  of  adenoma  of  the 
thyroid. 

Other  conditions,  such  as  nevi,  lupus,  keloids, 
pruritus,  angioneurotic  oedema,  etc.,  were  treated 
with  fair  success  by  the  application  of  radium. 
Internal  medication  deals  with  the  treatment  of 
arthritis  deformans,  the  usual  dosage  being  about 
250  ccm.  of  radium  emanation  solution  of  a  strength 
not  less  than  i  millecurie  per  liter.  Some  brilliant 
results  were  observed,  and  of  168  cases  treated  91 
were  improved.  W.  S.  Newcomet. 

Cumberbatch,  E.  P.:  Diathermy:  Its  Production 
and  Use  in  Medicine  and  Surgery.  Arch. 
Rontg.  Ray,  1915,  xix,  282. 

By  Surg.,  Gynec.  &  Obst. 

In  using  diathermy,  if  a  large  mass  of  tissue  is  to 
be  destroyed  a  general  anaesthetic  is  required. 
Small  superficial  lesions  do  not  require  an  an- 
aesthetic. The  part  to  be  treated  and  the  active 
electrode  should  be  sterilized.  The  active  electrode 
must  be  chosen  to  meet  the  particular  needs  of  the 
condition  to  be  treated.  The  indifferent  electrode 
should  be  large  and  must  make  good  contact. 
The  electrodes  must  be  placed  in  contact  with  the 
part  before  the  current  is  turned  on  and  left  so  until 
the  current  is  stopped.  The  treatments  should  be 
stopped  when  the  liquids  in  the  tissue  boil  and 
sparks  appear  on  the  coagulated  tissue. 


The  author  gives  in  detail  the  technique  followed 
in  St.  Bartholomew's  Hospital  in  the  treatment  of 
inoperable  malignant  growths.  The  malignant 
tissue  is  coagulated,  and  the  blood-vessels  and 
lymphatics  are  sealed  so  that  the  danger  from 
metastasis  is  lessened.  After  about  five  days  the 
tissue  sloughs  away  and  the  wound  heals  by  gran- 
ulations. 

If  the  skin  has  been  destroyed  by  diathermy, 
keloids  are  prone  to  develop.  Surgical  diathermy 
is  not  followed  by  shock  nor  by  pain  until  the 
slough  begins  to  separate.  As  regards  results,  life 
has  been  prolonged  in  a  number  of  inoperable  cases; 
and  in  several  others,  in  which  there  was  no  material 
prolongation  of  life,  the  remaining  period  was 
made  much  more  bearable  by  alleviation  di  dis- 
agreeable symptoms.  G.  W.  Grier. 

MILITARY  SURGERY 

Horsley,  v.:  Gunshot  Wounds  of  the  Head.    Lancet, 
Lend.,  1915,  clxxxviii,  359. 

By  Surg.,  Gynec.  &  Obst. 

The  author  has  employed  modeling  clay  in  carry- 
ing out  a  series  of  experiments  upon  the  effects 
produced  by  high-velocity  bullets.  The  modeling 
clay  resembles  the  tissues  somewhat,  in  that  it 
contains  a  considerable  percentage  of  water  in  its 
interstices. 

The  experiments  showed  that  the  so-called  ex- 
plosive effect  of  a  high-velocity  bullet  is  directly 
proportional  (i)  to  the  sectional  area  of  the  bullet, 
(2)  to  the  velocity,  (3)  to  the  amount  of  water  pres- 
ent in  the  substance  through  which  the  bullet 
passes,  and  (4)  that  the  forces  of  disruption  are  at 
an  angle  to  the  axis  of  the  flight  of  the  bullet. 

Further  experiments  were  undertaken  to  show 
(i)  where  in  the  course  of  the  bullet  the  most  mis- 
chief is  done  and  (2)  by  what  force.  The  clay 
showed  that  the  maximal  disturbance  is  produced 
as  soon  as  the  bullet  at  its  highest  velocity  is  sur- 
rounded by  the  largest  mass  of  wet  tissue.  This 
would  explain  the  larger  aperture  of  exit  as  com- 
pared with  the  aperture  of  entrance. 

In  regard  to  the  forces  producing  the  injury,  these 
relate  to  the  two  movements  of  the  bullet:  (i)  its 
progression  forward;  (2)  its  spin  around  a  central 
axis  given  to  it  by  the  rifling.  The  more  important 
movement  from  the  pathological  standpoint  is  the 
rotary  spin.  As  regards  the  influence  of  the  shape 
of  the  bullet,  the  author  believes  it  depends  entirely 
upon  the  transverse  area  of  the  bullet. 

Experiments  were  performed  to  determine  the 
frequency  of  the  turning  over  of  the  bullets.  These 
experiments  indicate  that  bullets  turn  not  infre- 
quently, but  turn  over  only  once. 

From  the  clinical  standpoint  there  are  several 
conditions  to  be  considered.  Concussion  is  com- 
mon and  may  be  fatal  without  penetration  of  the 
skull.  Death  is  probably  due  to  a  sudden  increase 
in  the  intracranial  tension,  so  as  to  interfere  with 
functional  activities  of  the  vital  centers. 
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Rise  of  intracranial  pressure  is  often  due  to  intra- 
cranial haemorrhage,  and  immediate  operation  is  the 
only  hope  for  the  patient. 

Sepsis  is  a  common  sequel  of  head  injuries  and  is 
frequently  due  to  foreign  substances  being  carried 
deep  into  the  cranial  cavity.  Rigid  antiseptic 
treatment  is  advocated  to  prevent  the  occurrence 
of  sepsis.  Hernia  cerebri  may  occur  either  from 
aseptic  or  septic  wounds. 

Functional  disturbances  of  the  brain  may  involve 
either  the  sensory  or  motor  areas,  and  complete 
restoration  of  function  in  these  cases  is  questionable. 

J.  H.  Skiles. 

Enderlen:    Gunshot  Wounds   of   the   Intestines. 

Nashville  J.  M.  &°  S.,  1915,  cix,  9. 

By  Surg.,  Gynec.  &  Obst. 

The  author  has  arrived  at  the  following  line  of 
treatment  of  gunshot  wounds  of  the  intestines:  If 
possible  all  cases  should  be  operated  upon  within 
a  very  few  hours  after  the  injury  has  taken  place; 
cases  which  have  to  be  transported  long  distances 
and  where  more  than  eighteen  hours  have  elapsed 
since  the  injury  should  be  treated  expectantly  with 
rest  in  bed,  morphine  in  large  doses,  and  absolutely 
nothing  by  mouth.  It  has  been  his  experience, 
contrary  to  that  of  many  others,  that  expectant 
treatment  as  a  routine  results  in  more  fatalities 
than  where  the  cases  are  operated  upon  within  the 
first  few  hours.  J.  H.  Skiles. 

Hirschel,  G.:  Gunshot  Injuries  of  Nerves  and  the 
Use  of  Calves'  Arteries  in  Operating  on  Them 

(Erfahrungen  iiber  Schussverletzungen  der  Nerven 
und  die  Verwendung  von  prepariertien  Kalbsar- 
tierien  zu  ihrer  Umhiillung).  Deutsche  Ztschr.  f. 
Chir.,  1915,  cxxxii,  567.     By  Surg..  Gynec.  &  Obst. 

Nerve  injuries  have  been  very  frequent  during 
the  present  war.  Sometimes  an  apparently  slight 
injury  destroys  the  function  of  an  entire  extremity. 
Diagnosis  of  these  nerve  injuries  is  not  always  easy, 
because  the  nerve  symptoms  are  masked  by  injury 
to  the  bones  and  soft  parts.  There  may  also  be 
local  nerve  shock,  which  later  disappears  without 
the  nerve  being  organically  injured. 

Hirschel  describes  30  cases  on  which  he  has 
operated  for  injuries  to  various  nerves.  In  all 
gunshot  lesions  of  the  extremities  the  possibility  of 
nerve  lesions  should  be  taken  into  consideration. 
If  there  is  no  improvement  in  the  nervous  symptoms 
in  the  first  few  weeks  after  conservative  treatment 
and  the  diagnosis  of  nerve  injury  is  tolerably  cer- 
tain, operation  should  be  performed.  If  the 
nerve  is  entirely  severed,  the  ends  should  be  fresh- 
ened and  sutured  together.  If  they  are  embedded 
in  scars,  the  scars  should  be  excised,  the  nerve 
sutured,  and  the  cicatricial  adhesions  freed. 

In  order  to  prevent  re-formation  of  the  adhesions 
and  furnish  a  trellis  for  the  nerve-fibers,  nerves 
have  formerly  been  embedded  in  fascia  or  fat.  In 
place  of  these  tissues  Hirschel  recommends  calves' 
arteries.     These  are   removed  under  aseptic  pre- 


cautions, hardened  48  hours  in  5  to  10  per  cent 
formalin,  kept  for  29  hours  in  flowing  water,  boiled 
for  20  minutes,  and  then  kept  in  95  per  cent  alcohol 
until  ready  for  use.  They  are  easily  applied  to 
the  nerve  on  operation. 

The  author  has  used  this  method  in  18  cases  and 
healing  was  uneventful  in  all. 

Animal  experiments  and  observations  on  human 
beings  have  shown  that  the  implanted  arteries 
keep  their  form  after  two  months,  only  decreasing 
a  little  in  length  and  thickness. 

Hirschel  cannot  yet  report  permanent  results  of 
his  nerve  operations  as  the  time  is  too  short,  but  in 
several  cases  he  has  already  noted  marked  improve- 
ment in  their  function.  A.  Goss. 

Holland,  C.  T.:  The  X-Ray  Work  at  the  First 
Western  Base  Hospital.  Arch.  Rontg.  Ray,  1915, 
xix,  307.  By  Surg.,  Gynec.  &  Obst. 

The  author  says  that,  generally  speaking,  they 
do  not  see  the  desperately  bad  cases  at  the  hospital. 
They  do  not  have  many  deaths  and  they  but  rarely 
have  abdominal  wounds  to  treat,  and  there  are  only 
a  few  cases  in  which  the  bullets  have  traversed 
the  thoracic  cavity  or  entered  the  skull.  The 
greatest  number  of  wounds  are  due  to  shrapnel 
bullets  or  bits  of  lead;  Mauser  bullet  wounds  are 
seen  in  much  smaller  numbers.  In  all  probability 
in  cases  where  no  foreign  body  is  found,  and  an 
entrance  and  exit  wound  are  shown,  the  wounds 
are  due  to  rifle  bullets. 

Owing  to  the  distance  which  many  of  these  bullets 
travel  in  the  body,  it  is  useless  and  unsafe  to  trust 
to  the  taking  of  plates  alone.  An  extensive  search 
over  a  large  area  should  be  made  with  a  screen  be- 
fore deciding  that  a  bullet  is  not  present.  On  the 
other  hand,  it  is  never  safe  to  decide  from  a  screen 
examination  alone  that  no  foreign  body  is  present,  as 
not  infrequently,  instead  of  a  whole  bullet,  splashes  of 
lead  are  scattered  around,  and  they  are  often  so 
small  as  not  to  be  detected  on  the  screen.  As 
splashes  of  lead  have  very  little  penetrating  power, 
they  are  always  to  be  found  in  the  immediate 
neighborhood  of  the  wound. 

The  best  way  to  make  the  fluoroscopic  examination 
is  from  below  up.  It  is  essential  that  a  diaphragm 
should  be  used  above  the  tube  so  that  a  very  small 
area  can  be  easily  illuminated  on  the  screen  at  a 
time. 

Great  difficulty  is  frequently  experienced  in 
examining  a  patient  because  he  is  in  great  pain  or 
because  wounds  in  the  neighborhood  of  joints 
make  it  difficult  to  handle  the  patient.  This  is 
rarely  appreciated  by  the  surgeon  who  expects 
exact  work. 

Two  plates  at  right  angles  to  each  other  are  often 
sufficiently  accurate  for  the  removal  of  the  foreign 
body;  this  method  is  applicable  to  the  limbs,  espe- 
cially to  the  lower  parts  of  the  arms  and  legs.  Radio- 
graphs of  this  kind  will  tell  with  certainty  whether 
or  not  the  bullet  is  situated  inside  a  bone. 

Stereoscopic  radiography  is  often  of  the  greatest 
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use,  showing  very  clearly  the  position  of  the  foreign 
body  in  relation  to  the  bones,  and  if  the  skin  is 
painted  over  with  a  bismuth  solution  a  good  idea 
of  the  depth  of  the  bullet  may  be  gained,  A  small 
piece  of  metal  may  be  affixed  to  the  entrance  of  the 
wound,  and  the  stereoscope  will  show  the  relation 
of  the  bullet  to  this  mark.  If  this  method  is  em- 
ployed, it  is  essential  to  remember  that  at  the  oper- 
ation the  limb  must  be  in  the  same  position  as  when 
the  radiograph  was  taken. 

The  surgeon  himself  should  see  the  plates  in  the 
stereoscope  before  operating.  This  applies  to  all 
X-ray  methods  of  localization.  Stereoscopic  radi- 
ography is  of  great  assistance  in  the  neighborhood  of 
such  joints  as  the  shoulder  and  hip. 

The  most  exact  method  of  localization  known  is 
the  Mackenzie-Davidson.  This  necessitates  the  use 
of  special  apparatus  and  takes  considerable  time. 

A  method  which  seems  to  the  author  to  meet  the 
difficulties  sufficiently  well  is  a  modification  of  the 
Mackenzie-Davidson,  devised  and  worked  out  by 
Hampson  of  London,  which  has  the  advantage  that 
the  work  may  be  done  quickly  and  by  means  of 
the  screen  alone.  The  author  uses  this  method 
almost  invariably  at  Fazakerley. 

The  method,  the  apparatus,  and  the  technique 
are  extensively  described  as  well  as  several  devices 
worked  out  by  the  author,  assisted  by  Oram,  for 
rendering  the  method  more  accurate  and  easier  to 
execute.  Great  credit  is  given  to  Hampson  and 
Barclay  for  their  valuable  work. 

Concluding  the  subject  of  foreign  bodies,  Holland 
says:  "With  all  this  though,  one  must  recognize 
the  fact  that  it  is  one  thing  to  see  and  locate  a 
bullet  with  X-rays,  and  it  is  another  matter  al- 
together to  find  and  remove  it." 

Speaking  of  bone  injuries,  Holland  says  that 
the  chief  feature  of  all  is  the  comminution  of  the 
bone,  and  the  often  marked  displacement  of  the 
small  fragments.  Some  radiographs  show  that  a 
missile  has  passed  through  a  limb  and  gouged  away 
a  piece  of  bone;  in  such  cases  it  is  important  to 
remember  that  often  the  bone  is  also  extensively 
split  at  the  site  of  the  damage,  and  care  should  be 
taken  with  the  bone  so  weakened  that  a  complete 
fracture  be  not  later  brought  about. 

The  screen  examination  is  not  sufficient.  A  plate 
will  always  show  more  detail  of  the  bone  injury, 
and  in  many  cases  will  show  fragments  of  lead  which 
are  mixed  up  with  the  bone  fragments.  In  most 
cases  it  is  the  question  of  an  infected  and  suppurat- 
ing wound,  in  addition  to  the  fracture,  with  the 
possibility  that  pieces  of  cloth,  etc.,  not  shown  by 
X-rays,  are  present. 

The  author  dwells  on  the  importance  of  skilled 


X-ray  work  in  dealing  with  these  cases,  calling 
attention  to  the  fact  that  an  X-ray  apparatus  im- 
properly handled  is  a  greater  detriment  to  the 
patient  than  its  absence  would  be. 

Arthur  F,  Holding. 

Hofmeister,  von:  Operative  Removal  of  Bullets 
and  Fragments  of  Grenades,  with  Special 
Reference  to  the  Use  of  the  Electromagnet 

(tJber  operative  Entfernung  von  Geschossen  und 
Granatsplittern,  mit  besonderer  Beriicksichtigung 
des  elektromagnetischen  Verf  ahrens) .  Beitr.  z.  klin. 
Chir.,  1915,  xcvi,  166.       By  Surg.,  Gynec.  &  Obst. 

The  opinion  still  prevails  among  the  laity  that 
the  most  important  thing  to  be  done  in  case  of  gun- 
shot injury  is  to  remove  the  bullet.  Von  Hofmeister 
points  out  that  a  metallic  foreign  body,  as  a  rule,  is 
perfectly  harmless  and  the  wound  heals  without 
reaction.  The  mere  presence  of  a  bullet  is  not  an 
indication  for  operation,  nor  is  the  desire  of  the 
patient.  If  phlegmons  or  abscesses  arise,  the  pro- 
jectile generally  plays  only  a  secondary  part  in 
their  formation.  The  object  of  operation  in  these 
cases  is  not  primarily  to  remove  the  bullet,  but  to 
procure  free  egress  for  the  secretion.  The  pro- 
jectile may  be  removed  if  it  lies  in  the  abscess,  so 
that  its  removal  is  easy,  but  the  surrounding  tissue 
should  not  be  probed  for  it,  as  removal  of  the  bullet 
or  fragment  is  only  indicated  when  it  is  in  a  location 
where  it  may  do  further  injury,  as  in  the  eye,  the 
bladder,  the  trachea,  etc.,  where  it  exercises  pressure 
on  nerves  or  vessels  or  where  it  interferes  with  the 
motion  of  joints,  tendons,  or  muscles. 

It  has  been  claimed  that  lead  bullets  may  pro- 
duce toxic  effects  due  to  lead  poisoning,  but,  though 
this  may  be  true  to  a  certain  extent,  von  Hofmeister 
believes  that  the  danger  of  lead  poisoning  is  less  than 
that  of  operative  interference. 

There  are  two  procedures  which  tempt  surgeons 
to  remove  foreign  bodies  unnecessarily:  (i) 
rontgen  photography  and  (2)  the  use  of  the  electro- 
magnet. 

The  rontgen  picture  shows  the  position  of  the 
foreign  body  so  plainly  it  seems  the  simplest  thing 
in  the  world  to  remove  it.  Von  Hofmeister  thinks 
that  it  is  not  justifiable  to  extend  the  use  of  the 
electromagnet  from  ophthalmology  to  general  sur- 
gery. The  magnet  easily  removes  the  body  from 
the  fluid  media  of  the  eye,  but  not  through  solid 
muscle  or  cicatricial  tissues. 

Surgeons  should  be  impressed  with  the  fact  that 
the  indications  for  the  removal  of  a  foreign  body 
should  be  as  definite  as  for  any  other  surgical  pro- 
cedure, and  no  physician  need  be  ashamed  to  refer 
a  patient  to  a  surgeon  for  this  purpose.     A.  Goss. 
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Hargrave,  E.  T. :  The  Early  Diagnosis  of  Cancer  of 

the  Uterus.     Virg.  M.  Semi-Month.,  1915,  xix,  576. 

By  Surg.,  Gynec.  &  Obst. 

Thorough  investigation  is  advised  of  any  case 
presenting  (i)  any  atypical  bleeding,  including  all 
cases  of  menorrhagia  and  metrorrhagia,  all  devia- 
tions from  normal  menstruation,  return  of  bleeding 
after  the  menopause,  bleeding  after  exercise,  defe- 
cation, etc.;  (2)  any  increase  in  the  amount  or 
change  in  the  character  of  the  discharge  in  a  woman 
who  has  leucorrhoea;  (3)  any  irregularities  on  the  sur- 
face of  the'cervix  whether  they  bleed  on  touch  or  not. 
Pathological  examination  of  the  cervical  tissues  and 
uterine  curettings  is  insisted  upon.       D.  H.  Boyd. 

Degrais  and  Bellot,  A. :  Uterine  Cancer  and  Radium 

(Uteruskrebs  und  Radium).     Strahlentherap.,  1914, 
V,  No.  I.  By  Surg.,  Gynec.  &  Obst. 

Operable  cases  were  only  treated  with  radium  if 
the  operation  was  contra-indicated.  Among  the 
inoperable  cases  there  was  not  a  single  case  in  which 
the  patient  did  not  receive  some  benefit  from  the 
radium  treatment.  Even  the  worst  cases  remained 
until  the  end  in  excellent  spirits  as  pain  and  haemor- 
rhage ceased  or  decreased.  In  recurrences  radium 
at  times  failed  completely.  In  two  cases  of  sarcoma 
of  the  uterus  excellent  results  were  obtained.  The 
histological  findings  and  drawings  present  nothing 
new.  A  few  side  actions  of  the  radium  treatment 
are  mentioned:  nausea  and  at  times  vomiting; 
on  the  following  days  frequently  decided  prostration; 
after  10  to  14  days  occasionally  there  was  diarrhoea, 
tenesmus,  and  a  frequent  desire  to  urinate. 

L,  A.  JUHNKE. 

Ransohoff,  J.  L.:  Radium  in  the  Treatment  of 
Cancer  of  the  Uterus.  Lancet-Clin.,  1915,  cxiii, 
289.  By  Surg.,  Gynec.  &  Obst. 

Operation  is  advised  in  all  operable  cases  of 
cancer  of  the  uterus.  In  inoperable  cases  radium 
stops  the  bleeding  and  the  foul  discharges,  destroys 
the  cauliflower-like  masses,  improves  the  general 
condition,  and  relieves  the  anaemia. 

In  the  majority  of  these  cases  the  improvement 
is  only  temporary.  Radium  is  considered  ineffec- 
tual at  a  depth  of  more  than  3.5  cm. 

Radium  treatment  should  not  be  given  in  ter- 
minal stages  with  septic  infection  and  extreme 
cachexia,  nor  in  cases  with  extensive  involvement 
of  the  rectovaginal  or  vesicovaginal  septa.  The 
dosage  is  50  to  100  mg.  of  radium  element.  The 
radium  is  introduced  in  silver  capsules  and  held  in 
place  by  gauze  packing.     The  duration  of  treatment 


is  24  hours,  and  it  is  repeated  weekly  at  first,  later 
every  three  or  four  weeks.  In  the  later  treatments 
the  radium  is  enclosed  in  a  brass  filter  one-half  to 
one  miUimeter  thick  in  order  to  shut  off  all  but  the 
ultrapenetrating  7-ray  and  secure  uniformity  of 
penetration.  D.  H.  Boyd. 

Charon,  H.,  and  Rubens-Duval :  The  Value  of 
Radium  Treatment  of  Uterine  and  Vaginal 
Cancer  (Der  Wert  der  Radiumbehandlung  des 
Gebarmutter-  und  Scheidenkrebses) .  Strahlen- 
therap., 1914,  V,  No.  I.       By  Surg.,  Gynec.  &  Obst. 

During  the  past  five  years  the  authors  have  ob- 
served clinically  and  made  histologic  investigations 
of  more  than  150  cases.  For  the  treatment  of 
inoperable  cases  they  demand  the  ultrapenetrating 
raying  of  Dominici  in  massive  doses.  Filtration 
must  be  stronger  the  larger  the  quantity  of  radium. 

Negative  results  may  also  occur  with  the  applica- 
tion of  massive  doses,  especially  in  patients  who  are 
cachetic  and  who  are  unable  to  react  to  the  effect 
of  the  rays. 

Histologically  an  elective  action  of  the  cancer- 
cells  by  the  radium  was  proven;  on  the  one  hand 
plasmolysis  and  karyolysis;  on  the  other  hand  matur- 
ing processes  such  as  transformation  into  horn- 
lamellae  with  later  disintegration.  The  tissue  be- 
comes sclerotic  and  a  marked  increase  in  leucocytes 
takes  place.  Through  blood-vessel  changes  the 
circulation  becomes  defective  and  scar  tissue  results. 

The  author  observed  a  recurrence  in  a  case  which 
had  for  two  years  been  clinically  cured  after  radium 
treatment.  It  is  generally  accepted,  however,  that 
complete  retrogression  lasting  more  than  a  year  is 
in  the  majority  of  instances  really  a  complete  cure. 
He  reviews  158  cases,  of  which  only  a  very  few  really 
were  anatomically  operable.  One  case  which  came 
to  autopsy  15  months  after  the  last  radium  treat- 
ment was  proven  to  be  anatomically  cured.  Com- 
plete retrogression  clinically  was  observed  77  times; 
of  these  46  showed  no  recurrence,  and  22  of  these 
have  been  free  from  recurrence  longer  than  one 
year.  In  31  cases  the  recurrence  was  purely  local 
and  only  temporary.  Retrogression  sufficient  to 
make  the  case  operable  was  observed  1 2  times.  In 
the  remainder  of  the  cases  only  palliative  results 
were  obtained.  Only  in  two  cases  was  there  no 
clinical  improvement  observed.  L.  A.  Juhnke. 

Boldt,  H.  J.:  Contribution  to  the  Cure  of  Cancer 
of    the   Uterus    by   Curetting   for   Diagnosis. 

Surg.,  Gynec.  &  Obst.,  1915,  xx,  313. 

By  Surg.,  Gynec.  &  Obst. 

Boldt  considers  the  cure  of  cancer  of  the  uterus 
by  curetting  for  diagnosis,  and  reports  a  case  of  very 
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early  cancer  of  the  body  of  the  uterus  which  came 
under  his  care  as  the  result  of  routine  microscopical 
examination  of  all  curettings. 

He  divides  pavement-epithelium  cancer  into  ripe, 
middle-ripe,  and  unripe.  The  individual  nests  are 
called  ripe  when  distinctly  crenated  cells  are  pres- 
ent; middle-ripe  and  unripe  when  crenation  is  ab- 
sent, regardless  of  whether  cornification  is  present 
or  not.  He  differentiates  between  middle-ripe  and 
immature  nests  in  that  in  the  middle-ripe  a  larger 
number  of  polygonal,  even  well-defined  cells  are 
present;  whereas  in  the  unripe,  although  they  show 
no  cornification,  the  small  round  elongated  formed, 
or  irregularly  formed,  elements  are  in  prepon- 
derance. 

The  primarily  solid  carcinomata  he  subdivides 
into  ripe,  middle-ripe,  and  unripe  without  considera- 
tion of  the  duration  of  the  disease,  only  taking  into 
consideration  the  morphology  of  the  nests;  and 
under  "ripe"  those  forms  are  included  which  give 
the  principal  characters  of  pavement-epithelium. 

He  notes  that  authoritative  pathologists  find 
it  impossible  to  diagnose  cancer  until  there  are 
positive  signs  of  the  destruency  of  the  growth. 

Among  the  solid  cancers  the  immature  occur  more 
frequently,  and  are  more  malignant  than  the 
others.  The  vagina  is  involved  in  40  per  cent  of 
all  cases,  but  not  in  its  superficial  surface,  but 
lymphatically. 

Schottlander  and  Kermauner  observed  that  all 
small  cancers  were  within  the  compass  of  laceration 
ectropium  in  the  neighborhood  of  the  external 
cervical  opening.  The  case  for  consideration  was  a 
woman  47  years  old  who  had  been  advised  to  have 
a  hysterectomy  done  because,  she  was  told,  she  had 
cancer;  the  diagnosis  was  based  upon  scrapings 
said  to  have  been  obtained  from  her.  Not  being 
able  to  find,  either  subjectively  or  objectively,  the 
slightest  evidence  at  that  time  for  suspecting  cancer 
of  the  corpus  uteri,  he  proposed  that  because  he 
failed  to  obtain  the  section  upon  which  the  diagno- 
sis of  cancer  had  been  based,  for  his  own  inspection 
another  curetting  be  done  for  diagnosis.  This  was 
done  two  weeks  subsequent  to  the  previous  curet- 
ting. All  scrapings  (serial  sections  were  made) 
were  found  to  be  normal  endometrium.  Some  time 
afterward  two  slides  with  the  scrapings  upon  which 
the  diagnosis  in  this  case  had  been  based  were 
given  to  him  for  inspection.  They  showed  advanced 
adenocarcinoma.  A  number  of  authoritative  pa- 
thologists —  among  them  William  H.  Welch  and 
Thomas  CuUen  of  Baltimore,  Schottlander  of 
Vienna,  and  Jonathan  Wright  of  New  York  —  ex- 
amined these  slides  and  the  sections  from  the  scrap- 
ings taken  by  Boldt.  All  agreed  in  the  opinion  that 
it  was  more  likely  that  an  accidental  mix-up  in 
the  scrapings  had  occurred  than  that  they  came 
from  the  same  patient.  Opposed  to  this  was  the 
statement  of  the  pathologist  that  this  could  not 
have  taken  place.  This  would  then  be  the  first 
and  only  case  in  which  an  advanced  adenocarcinoma 
had  been  cured  by  a  curetting  for  diagnosis. 


The  other  case  was  that  of  a  woman  36  years  old 
in  whom  the  examination  of  the  scrapings  removed 
by  curetting,  done  during  the  course  of  other  opera- 
tions, without  suspicion  of  carcinoma  being  pres- 
ent, showed  distinct  early  adenocarcinoma.  When 
the  uterus  was  extirpated  two  weeks  later,  the  most 
painstaking  examination  of  serial  sections  of  all 
parts  of  the  uterine  mucosa  failed  to  show  cancer. 

Frigyesi:  Specimen  of  Carcinoma  of  the  Uterus 
Four  Months  After  Ligation  of  the  Hypo- 
gastric Artery  (Uterus-carcinompraparat  4  Monate 
nach  Ligatur  der  Arterie  hypogastrica).  Zenlralbl. 
/.  Gyndk.,  1914,  xxxviii,  817. 

By  Zentralbl.  f.  d.  ges.  Gynak.  u.  Geburtsh.  s.  d.  Grenzgeb. 

In  borderline  cases  which  are  shown  through 
laparotomy  to  be  inoperable  the  author  ligates 
all  the  arteries  leading  to  the  uterus. 

The  specimen  he  demonstrated  came  from  a  52- 
year-old  woman  who  had  recovered  and  was  feeling 
well  four  months  after  the  operation,  when  she 
suddenly  showed  uraemic  symptoms  and  died.  A 
noteworthy  point  was  the  large  number  of  blood- 
vessels in  the  parametrium,  some  of  which  showed 
hyaline  degeneration  and  were  filled  with  carcinoma- 
tous cells.  RUHEMANN. 

Ladinski,  L.  J.:  Complete  Removal  of  Adenocar- 
cinoma of  the  Uterus  by  Exploratory  Curet- 
tage.    Surg.,Gynec.  &f  Obst.,  1915,  xx,  325. 

By  Surg.,  Gynec.  &  Obst. 

The  author  reports  in  great  detail  a  most  careful 
and  complete  pathological  study  of  3  cases  of  adeno- 
carcinoma of  the  body  of  the  uterus,  in  all  of  which 
the  lesion  was  totally  removed  by  exploratory 
curettage.  This  appears  to  be  the  first  contribu- 
tion to  English  medical  literature  of  instances  in 
which  subsequent  hysterectomy  demonstrated  no 
further  trace  of  the  lesion.  In  2  of  the  3  cases  there 
was  no  demonstrable  carcinoma,  although  the 
uterus  was  subjected  to  careful  sectioning.  In  one 
case  ensuing  curettages  by  another  surgeon  failed 
to  reveal  the  persistence  of  the  adenocarcinoma 
found  by  Ladinski.  This  case  was  the  basis  of 
considerable  question  until  the  2  other  cases  oper- 
ated by  him  proved  beyond  doubt  the  possibility 
of  complete  removal  by  exploratory  curettage  of  a 
carcinoma  of  the  uterus.  The  author's  cases  are  in 
many  respects  analogous  to  reports  in  foreign  litera- 
ture. 

While  demonstrating  the  possibility  of  removing 
in  toto  a  small  or  even  large  carcinomatous  mass 
from  the  uterus  with  the  curette,  Ladinski  never- 
theless warns  against  the  practice  of  stopping  with 
this  procedure  alone,  and  urges  the  radical  removal 
of  the  uterus  as  the  only  hope  for  a  complete  cure. 
His  cases  also  emphasize  the  great  importance  of 
resorting  to  diagnostic  curettage  and  exploratory 
excision  in  every  suspected  cancer  of  the  uterus,  and 
of  unfailingly  submitting  such  material  for  patho- 
logical examination.  Only  by  this  means  can  can- 
cer mortality  be  lessened. 
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Lane,  N.  F. :  An  Unusual  Uterine  Fibroid.     Ilahne- 
man.  Month.,  1915,  1,  170. 

By  Surg.,  Gynec.  &  Obst. 

The  fibroid  developed  from  the  lower  posterior 
part  of  the  uterus  downward,  separating  the  peri- 
toneum from  the  posterior  vaginal  wall,  opening 
through  into  the  vagina  by  pressure  necrosis,  and 
elongating  from  pressure  and  traction,  appeared  at 
the  vaginal  orifice  as  a  polyp,  the  vaginal  wall 
through  which  it  protruded  being  drawn  down 
enough  to  look  like  a  cervix. 

The  vaginal  portion  was  removed  first  and  the 
vagina  closed  off.  One  week  later  the  whole  tumor 
was  removed  through  an  incision  in  the  posterior 
vaginal  wall.  D.  H.  Boyd. 

Abbe,    R.:     Uterine   Fibroids,    Menorrhagia,    and 
Radium.     Med.  Rec,  1915,  Ixxxvii,  379. 

By  Surg.,  Gynec.  &  Obst. 

This  paper  deals  with  the  subject  of  the  treat- 
ment of  uterine  fibroids  with  radium  and  the  thera- 
peutic value  of  the  radio-active  water  of  the  vari- 
ous spas  both  in  this  country  and  abroad,  and 
gives  a  table  by  way  of  summary  of  some  radio- 
therapy investigations. 

Uterine  fibroids  cause  bleeding  either  from  a  high- 
ly vascular  hypertrophied  endometrium  or  from 
open-mouthed  vessels  in  the  thinned-out  mucosa 
over  the  fibroids.  Curettage  will  often  remove 
these  weak  vessels  and  so  control  the  menorrhagia; 
sometimes  gallic  acid  administered  internally  will 
relieve  the  patient,  or  intra-uterine  swabbing  with 
antipyrin  and  salol  will  arrest  the  haemorrhage, 
but  more  often  hysterectomy  is  needed  to  effect 
a  cure.  Radium  introduced  within  the  uterus  in  a 
small  aseptic  tube  will  stop  the  bleeding,  and, 
fortunately,  will  usually  cure  the  tumor  as  well. 
It  was  first  used  for  bleeding  from  fibroids  in  one  of 
Abbe's  cases  in  1905.  Wickham  had  pointed  out 
that  this  agent  caused  an  obliterative  endarteritis,  so 
the  author  was  led  to  believe  it  would  influence 
intra-uterine  vascularity.  His  early  work  as  well 
as  that  of  Kelly  and  Burnham  met  with  marked 
success. 

While  Kronig  and  Gauss  have  shown  the  action 
of  radium  to  be  similar  to  that  of  the  X-ray  in  its 
effect  on  the  uterus,  the  X-ray  is  both  expensive 
and  dangerous  to  employ  for  this  purpose.  The 
7-rays  from  the  radium  as  well  as  from  the  X-ray 
are  the  deep  penetrating  force,  but  the  repression 
of  the  tumor-cells  is  done  by  the  j8-rays,  which  are 
generated  by  the  impact  of  the  7-rays  with  all 
substances  through  which  they  pass. 

That  radio-activity  as  applied  to  waters  is  a 
potent  factor  in  therapy  is  evidenced  by  the  fact 
that  the  most  renowned  spas  in  Europe  are  those 
in  which  the  waters  are  found  to  possess  the  highest 
radio-activity,  though  of  course  it  must  be  granted 
that  the  saline,  ferric,  and  carbonic  principles  are 
equally  important  in  eliminative  treatment. 

Over  a  period  of  two  thousand  years  radium 
evidences  the  most  remarkable  liberations  of  energy 


known  to  man,  and  its  entire  life  will  not  have  been 
spent  much  short  of  eighteen  thousand  years. 
This  energy  is  due  to  some  disruptive  force  whose 
manifestations  are  known  as  a-,  /3-,  and  7-rays, 
widely  diverse  in  their  type  and  power  of  penetra- 
tion. The  a-rays  are  atoms  of  helium  charged  with 
positive  electricity  and  are  given  off  with  a  velocity 
of  twelve  thousand  miles  per  second;  the  (8-rays 
are  negatively  charged  electrons  with  over  ten 
times  the  velocity  of  the  a-rays  and  nearly  one 
hundred  times  their  penetrative  power.  The  7- 
rays  are  defined  as  rays  of  an  ultraviolet  light  of 
such  exceeding  short  wave-length  that  they  will 
penetrate  several  inches  of  lead  or  six  inches  of 
battleship  steel.  It  is  the  /3-  and  the  7-rays  that 
are  used  in  destroying  cancerous  tissue. 

While  we  have  much  to  learn  as  to  the  definite 
process  by  which  emanation  exerts  its  beneficent 
influence,  yet  we  do  know  that  cardiac  activity  is 
lessened,  blood-pressure  lowered,  coagulation-time 
shortened,  the  red  blood-cells  markedly  increased; 
there  is  a  temporary  leucocytosis  and  a  lasting  tonic 
effect.  Emanation  therapy  is  of  most  importance 
probably  in  those  diseases  of  the  heart,  kidneys, 
and  arteries  which  evidence  degenerative  changes. 
Arteriosclerosis,  high  blood-pressure,  various  forms 
of  arthritis  and  muscular  rheumatism,  stubborn 
neuralgia,  myalgia,  gout,  and  neuritis  are  greatly 
relieved.  Startling  results  frequently  are  produced 
in  the  ferments  which  control  digestion  and  in  the 
stimulation  of  general  metabolism.  Spinal  cord 
affections  respond,  and  the  pain  of  tabes  is  almost 
always  controlled. 

The  author  compares  the  water  of  the  Saratoga 
springs  in  its  radio-activity  in  Mache  units  with 
that  of  most  of  the  spas  of  Europe,  and  gives  the 
technique  for  the  administration  of  the  baths, 
inhalations,  etc.,  in  the  treatment  of  diseases  by 
radio-active  waters.  C.  D.  Holmes. 

Kelly,  H.  A.:   The  Radium  Treatment  of  Fibroid 
Tumors.     Surg.,  Gynec.  &f  Obst.,  1915,  xx,  271. 

By  Surg.,  Gynec.  &  Obst. 

Massive  doses  of  radium  applied  within  the  uterus 
will  either  so  completely  cure  or  so  far  relieve  all 
cases  of  fibroid  tumors  as  to  obviate  all  necessity 
for  operation. 

In  36  out  of  the  37  cases  which  Kelly  reported, 
radium  either  caused  the  tumor  to  disappear  or  so 
far  reduced  its  size  as  to  render  it  innocuous.  In 
every  case  subjected  to  an  intra-uterine  radiation, 
the  haemorrhage  has  been  controlled  and  wherever 
it  has  been  desirable  amenorrhoea  has  been  pro- 
duced. 

Such  radium  treatments  calling  for  from  300  to 
500  mg.  of  radium  element  only  last  a  few  hours  and, 
as  a  rule,  do  not  have  to  be  repeated;  furthermore, 
they  are  without  risk.  Such  a  treatment  is  pre- 
eminently adapted  to  tumors  in  young  women, 
where  menstruation  can  sometimes  be  conserved, 
and  in  haemorrhage  cases,  especially  where  profound 
anaemia  is  found. 
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Radium  treatment  does  not  preclude  and  in  no 
wise  complicates  a  surgical  operation  if  it  is  thought 
best  to  do  one  later. 

Hofstatter,  R.:  Hypophysis  Medication  in  the 
Heemorrhages  of  Puberty  (Hypophysenmedika- 
tion  bei  Pubertatsblutungen).  Gynak.  Rundschau, 
1914,  viii,  541.  By  Surg.,  Gynec.  &  Obst. 

The  author  employed  hypophyseal  extract  in 
12  cases  of  severe  menstrual  bleeding  with  ir- 
regularity during  puberty.  Before  the  commence- 
ment of  the  treatment  the  girls  suffered  with  patho- 
logic menorrhagias  lasting  from  a  few  months  to 
five  years. 

All  the  different  preparations  of  hypophyseal 
extract  were  tried,  but  the  author  ascribes  the  great- 
est action  to  Parke,  Davis  &  Co.'s  pituitrin  and  to 
the  pituglandol  of  Hoffman-La  Roche.  Of  the 
1 2  cases  9  were  cured  in  a  relatively  short  period  of 
time.  One  case  reacted  well  primarily  but  later 
was  not  influenced  by  the  extract.  Two  other 
cases  could  not  be  observed  long  enough  to  form 
definite  conclusions.  L.  A.  Juhnke. 

Kubinyi,  von:  Tuberculosis  of  the  Uterus  and 
Tubes;  Total  Extirpation  (Tuberculosis  uteri  et 
tubae ;  Totalextirpation) .  Zentralhl.  f.  Gyniik . ,  1 0 1 4> 
xxxviii,  811. 

By  Zentralbl.  f.  d.  gas.  Gynak.  u.  Geburtsh.  s.  d.  Grenzgeb. 

A  28-year-old  patient  who  had  had  tuberculous 
peritonitis  as  a  child,  after  marriage  had  indefinite 
pains,  and  her  general  condition  rapidly  grew  worse. 
Laparotomy  showed  caseous  tubes  and  an  intra- 
ligamentary  cystoma.  Total  extirpation  was  fol- 
lowed by  febrile  pleurisy,  then  uninterrupted  re- 
covery. 

The  specimen  showed  that  in  the  mucous  mem- 
brane of  the  uterus  there  were  several  tuberculous 
ulcers,  and  in  the  musculature  there  were  two 
cavities  as  large  as  a  hazelnut.  Histologically  there 
were  typical  tuberculous  granulations;  bacilli 
negative.  Ruhemann. 

Tate,  M.  A.:  Infantile  Uterus.  Ohio  St.  M.  J.,  1915, 
xi,  162.  By  Surg.,  Gynec.  &  Obst. 

The  author  discusses  some  of  the  characteristics 
of  this  condition,  the  symptoms  of  a  typical  case, 
and  the  prophylactic  as  well  as  the  active  manage- 
ment of  such  a  malformation. 

Simpson  was  the  first  to  use  the  term  "infantile 
uterus,"  but  this  condition  has  been  variously 
termed  by  other  authors,  "pubescent  uterus,"  "pu- 
erile uterus,"  etc.  The  infantile  type  of  uterus  has 
had  a  multitude  of  descriptions  as  well  as  theories 
regarding  its  origin. 

An  infantile  uterus  preserving  many  of  the 
characteristics  found  at  birth  may  be  described 
as  follows:  The  whole  organ  is  narrow  in  propor- 
tion to  its  length,  the  external  os  is  small,  the  cervix 
conical  and  often  very  long  in  proportion  to  its 
body,  and  cases  are  recorded  where  the  body  of  the 
uterus  was  so  small  as  to  be  little  larger  than  a  pea. 


If  the  body  should  be  large,  it  is  probably  pathologic, 
due  to  some  inflammatory  condition.  Arrest  of 
development  may  take  place  at  any  tim  c  from  birth 
to  adult  life,  so  that  an  adult  woman  may  have  a 
uterus  no  larger  than  she  had  at  birth . 

Embryologically,  the  uterus  and  vagina  both 
come  from  a  single  tube  from  the  lower  end  of  the 
miillerian  ducts,  and  at  about  the  fifth  month  they 
become  separate  units.  The  uterus  at  birth  meas- 
ures 2.5  to  3  cm.,  and  remains  small  until  about 
the  twelfth  to  the  fifteenth  year,  when  it  grows  rather 
rapidly  with  the  establishment  of  the  menstrual 
function.  The  relation  of  the  body  length  to  that 
of  the  cervix  is  as  0.5:1  in  the  child,  1:1  in  young 
virgins;  later  on  the  body  becomes  still  larger,  as 
2  or  3 : 1  in  a  multiparous  uterus.  Associated  with 
an  infantile  uterus  may  be  found  a  lack  of  develop- 
ment of  the  ovaries,  vagina,  pubes,  and  breasts. 
In  patients  suffering  with  this  condition  menstrua- 
tion is  painful  and  scant,  and  sterility  is  the  rule. 
They  begin  menstruating  late  in  life  and  may  have 
the  menopause  as  early  as  thirty.  Hegar  believes 
infantilism  and  not  gonorrhoea  is  responsible  for 
many  cases  of  sterility. 

The  treatment  of  this  condition  is  to  be  met  by 
surrounding  the  growing  girl  with  the  best  hygienic 
conditions.  Fresh  air,  judicious  exercise,  proper 
food,  care  of  the  body,  etc.,  all  give  the  child  a  chance 
to  develop  along  proper  lines.  Marriage  should  be 
prohibited  in  infantilism,  as  only  unhappiness 
would  result  to  both  contracting  parties.  The 
best  results  in  the  active  treatment  of  this  condition 
are  obtained  when  the  condition  is  found  early. 
Dilating  the  cervix  will  sometimes  bring  some  re- 
sults in  establishing  the  menstrual  function  and 
may  need  to  be  repeated  in  from  six  to  twelve 
months;  slitting  of  the  cervix  has  been  tried,  but  it 
is  questionable  whether  it  has  any  real  value.  The 
stem  pessary  has  been  used,  also  complete  hysterec- 
tomy for  this  condition,  but  the  author  has  not 
used  either  —  the  former  being  dangerous  and  the 
latter  not  being  necessary  because  he  has  not  met 
with  a  case  serious  enough  to  require  its  use. 

C.  D.  Holmes. 

Aschheim,  S.:  The  Question  of  Internal  Secretion 
of  the  Uterine  Mucosa  (Zur  Frage  der  inneren 
Sekretion  der  Uterusschleimhaut) .  Zentralbl.  /. 
Gyniik.,  1914,  xxxviii,  1497. 

By  Surg.,  Gynec.  &  Obst. 

In  an  earlier  article  the  author  showed  that  the 
presence  of  larger  quantities  of  lipoids  within  the 
uterine  glands  was  confined  to  the  premenstrual 
phase  of  menstruation,  and  that  post-menstrually 
and  during  the  interval  lipoids  are  found  there  only 
rarely  and  then  in  very  small  quantities.  During 
the  early  months  of  pregnancy  the  glandular 
epithelium  is  rich  in  lipoids.  The  stroma  cells  also 
contain  lipoids,  likewise  the  decidua  cells  of  preg- 
nancy but  in  variable  quantities.  The  lipoids 
behave  in  the  same  manner  as  the  glycogen,  which 
was  demonstrated  a  few  years  ago  by  the  author  as 
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also  occurring  in  the  premenstrual  and  pregnancy 
glands.  Driessen  also  reported  similar  findings. 
The  author  discussed  the  possibility  of  there  being 
an  internal  secretion  from  the  uterine  mucosa;  also 
Shottlander  has  later  considered  the  decidua  as  an 
internal  secreting  organ.  Gentili,  who  claims 
priority  for  the  proof  of  an  internal  secretion  in  the 
decidua,  bases  his  claim  upon  the  morphological 
similarity  between  the  luteum  and  decidua  cells 
and  upon  similar  developmental  and  retrogressive 
changes  taking  place  within  the  cells;  secondly,  that 
these  decidual  changes  occur  not  only  at  the  site 
of  implantation  of  the  ovum  but  also  far  from  it. 

He  cites  the  view  of  Sfameni  that  the  secretion 
of  the  decidua  influences  the  entire  organism 
(dilatation  of  blood-vessels).  Sfameni  is  inclined 
to  consider  the  decidua  as  an  organ  of  internal 
secretion,  believing  that  the  lutein  and  decidual 
cells  are  of  epithelial  origin.  Gentili  considers  the 
action  of  the  decidual  extract  upon  the  blood-pres- 
sure (sudden  and  marked  decrease)  as  absolute 
confirmation. 

The  author,  however,  does  not  believe  that  the 
decidua  has  any  internal  secretory  powers,  although 
he  is  unable  to  bring  any  positive  proof.  Purely 
morphological  similarities  prove  nothing ;  a  histolog- 
ical proof  of  decidua  cells  being  surrounded  with 
capillaries  like  the  lutein  cells  is  lacking,  although 
the  decidua  is  rich  in  capillaries.  It  may  be  possible 
also  that  the  internal  secretion  is  carried  by  the 
lymph  stream.  The  animal  experiments  do  not 
prove  anything.  The  effect  of  reducing  or  increas- 
ing blood-pressure  is  characteristic  not  only  for 
decidua  cells  but  for  all  organic  extracts  and  cannot 
be  attributed  to  specific  action.  We  inject  ex- 
tracts but  do  not  know  what  part  of  the  substance 
is  truly  extract  and  what  is  but  split  protein  product. 
It  is  well  known  that  in  the  mucosa  secretions  like 
albumin,  mucin,  glycogen,  and  lipoids  do  occur. 
Since  glycogen  can  find  toxic  products  in  the  liver 
why  not  also  in  the  uterus?  Lipoids  also  are  carriers 
of  biologically  active  products,  and  the  author  is  of 
the  opinion  that  during  pregnancy  there  probably 
are  products  of  the  nature  of  vitamines  in  the  uterus. 
For  the  premenstrual  mucosa  we  know,  however, 
that  all  these  substances  are  excreted  —  external 
secretions.  Can  we  consider  these  substances  which 
in  fact  pass  over  to  the  foetus  during  pregnancy  as 
"internal  secretions"?  If  so,  we  will  have  to  broad- 
en our  conception  of  internal  secretion.  The 
author,  therefore,  is  of  the  opinion  that  we  ought 
to  speak  of  external  secretions  of  the  uterine  mucosa, 
the  existence  of  which  is  definitely  known,  before 
we  speak  of  internal  secretions,  the  existence  of 
which  we  are  very  much  in  doubt  about. 

L.  A.  JUHNKE. 

Mayo,  C.  H.:  Uterine  Prolapse  with  Associated 
Pelvic  Relaxation.  Surg.,  Gynec.  &  Obst.,  1915, 
XX,  253.  By  Surg.,  Gynec.  &  Obst. 

With  retroversion  and  descent  difficult  to  replace 
because  of  probable   associated  pelvic  lesions  or 


other  abdominal  complaint  the  true  condition  of 
which  should  be  known,  an  intra-abdominal  opera- 
tion should  be  made  on  the  round  ligaments.  If, 
as  rarely  occurs,  the  cervix  remains  too  far  forward, 
the  uterosacral  ligaments  should  also  be  shortened 
to  effectively  bring  the  uterus  to  anteversion. 

The  interposition  type  of  operation  is  efficient 
in  the  relief  of  uterine  prolapse  associated  with 
extensive  cystocele.  The  best  results  are  secured  in 
women  having  a  firm  uterus,  which  usually  means 
an  age  limit  within  the  forties.  This  operation 
relieves  cystocele  and  descent  or  the  first  and  second 
degrees  of  prolapse.  In  the  third  or  fourth  degrees 
of  complete  prolapse  in  women  in  the  fifties  with  a 
soft  degenerating  uterus  undergoing  rapid  atrophy 
and  in  whom  the  torsion  of  the  ligaments  in  antever- 
sion still  permits  the  uterus  to  be  brought  out  of  the 
body  the  operation  will  undoubtedly  fail  of  relief 
and  another  method  should  be  substituted. 

The  modified  Kocher  operation  is  occasionally 
made  upon  women  in  the  forties  —  in  which  case 
the  tubes  are  divided  —  but  it  is  usually  reserved 
for  women  well  past  the  change  of  life  with  atrophied 
uteri.  For  a  large  group  of  cases,  or  the  third  and 
fourth  degrees  of  prolapse  in  patients  between  45 
and  65  years  of  age  often  with  atrophy  of  the  uterus 
and  distention  of  the  vaginal  outlet,  neither  the 
interposition  nor  the  Kocher  types  of  operation  are 
indicated.  In  these  cases  the  following  is  an  effect- 
ual method  of  securing  relief: 

The  cervix  is  grasped  with  two  pairs  of  cerebellum 
forceps  and  drawn  well  out  of  the  vagina.  A 
pear-shaped  incision  is  then  made  with  its  apex  one 
and  one-half  inches  below  the  external  urinary 
meatus.  It  passes  down  each  side  of  the  cystocele 
and  around  the  cervix.  The  sides  of  the  incision 
are  grasped  and  the  vaginal  wall  readily  separated 
from  the  bladder  by  blunt  gauze  dissection.  The 
apex  of  the  vaginal  flap  attached  to  the  anterior  lip 
of  the  cervix  is  turned  down  and  the  bladder  rapidly 
separated  by  gauze  dissection  from  the  front  of  the 
uterus.  As  soon  as  the  peritoneal  fold  is  reached  it 
is  incised  and  divided  laterally.  The  blunt  gauze 
dissection  then  separates  the  posterior  vaginal  wall 
from  the  uterus  at  the  side  and  on  to  the  broad 
ligaments.  The  sharp  fork  retractors  are  used  to 
draw  the  fundus  of  the  uterus  out  of  the  incision 
as  in  an  ordinary  hysterectomy  and  the  cervix  is 
restored  within  the  vagina,  and  the  broad  ligaments 
are  fully  spread  out  on  each  side.  Unless  the 
ovaries  are  diseased  they  are  not  removed.  A  heavy 
hysterectomy  forceps  with  long  blades  now  grasps 
each  broad  ligament;  the  uterus  is  divided  one-half 
inch  from  the  forceps  and  two  more  pairs  of  forceps 
are  applied,  one  on  each  side,  with  their  tips  catch- 
ing the  cul-de-sac  behind  the  cervix;  the  uterus  is 
then  cut  entirely  away. 

If  there  is  any  tendency  of  the  sigmoid  or  omen- 
tum to  prolapse,  it  is  held  back  by  a  long  pad  of 
gauze  inserted  into  the  peritoneal  opening.  The 
forceps,  two  on  each  side,  are  approximated  laterally 
and  a  running  mattress  suture  of  chromic  catgut  is 
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applied  which  passes  back  and  forth  behind  the 
forceps  completely  through  both  ligaments  at  such 
a  distance  as  to  tighten  the  broad  ligaments.  From 
one  and  one-quarter  inches  to  one  and  one-half 
inches  approximation  of  these  ligaments  is  secured. 
The  method  of  suture  is  applied  so  as  to  interlock 
and  prevent  the  inward  slipping  of  any  vessels. 
When  the  suturing  reaches  the  round  ligament  side 
it  is  caught  into  the  flap  anteriorly  where  the  bladder 
has  been  separated  from  the  interior  vaginal  wall. 
This  suturing  extends  backward  on  each  side  from 
this  point  catching  into  the  broad  ligaments  and 
then  on  each  side  into  the  angle  of  the  depth  of  the 
dissection,  thus  compelling  the  bladder  to  rest  on 
the  broad  ligaments.  The  loose  ends  of  the  exposed 
broad  ligament  are  approximated  by  a  running  but- 
tonhole stitch  extending  back  to  the  perineal  posi- 
tion and  the  sides  of  the  vaginal  mucosal  flaps,  and 
closed  by  a  running  catgut  suture  up  and  back  in  a 
submucous  manner.     No  sutures  are  exposed. 

Carlin,  R.  C:    Retrodisplacement  of  the  Uterus. 

/.  Arkansas  M.  Soc,  1915,  xi,  231. 

By  Surg.,  Gynec.  &  Obst. 

The  author  objects  to  the  use  of  the  pessary  in 
the  treatment  of  this  condition  unless  the  patient 
can  remain  quietly  at  home  all  the  time  with  nothing 
at  all  to  do.  This  condition  is  definitely  a  surgical 
one.  He  is  opposed  to  the  use  of  the  round  liga- 
ments in  the  surgical  management  of  this  malposi- 
tion on  the  ground  that  their  diseased  condition 
was  the  cause  of  the  trouble,  and  hence  likely  to 
cause  a  repetition  of  the  same  condition.  After 
mentioning  the  common  symptoms  of  headache, 
backache,  nervousness,  etc.,  with  menorrhagia, 
leucorrhcea,  and  dysmenorrhcea,  he  describes  his 
operation  for  ventral  suspension  in  the  cure  of  this 
displacement.  C.  D.  Holmes. 

Viana:  Intra-Uterine  Vaccination  (Notizen  iiber 
die  intrauterine  Impfung).  Rassegna  d'ostet.  e 
ginec,  1914,  xxiii.  No.  3.    By  Surg.,  Gynec.  &  Obst. 

Viana  conducted  investigations  in  regard  to 
whether  immunity  is  conferred  upon  the  foetus  by 
vaccinating  the  mother  by  what  he  calls  intra- 
uterine vaccination.  The  mother  was  vaccinated 
in  720  cases,  234  of  which  were  clinical  and  486 
ambulatory  cases.  The  results  were  positive  in 
75.7  per  cent  of  the  clinical  cases  and  in  94  per  cent 
of  the  ambulatory.  In  general  it  may  be  said 
that  the  result  is  positive  if  vaccination  is  per- 
formed during  the  ninth  month  of  pregnancy. 
The  percentage  of  positive  results  is  less  if  done  be- 
fore that  time  and  almost  nil  if  done  before  the 
sixth  month.  L.  A.  Juhnke. 

Cranmer,    R.    R.:    Vaginal   Hysterectomy   Under 

Spinal  Anaesthesia.     J. -Lancet,   1915,  xxxv,   125. 

By  Surg.,  Gynec.  &  Obst. 

Spinal  anaesthesia  was  selected  in  Cranmer's 
case  because  the  patient  was  elderly  and  suffered 


from  bronchitis  and  arteriosclerosis  with  heart 
and  kidney  complications.  By  the  injection  of 
2  drams  of  a  2  per  cent  solution  of  novocaine,  he 
was  enabled  to  perform  vaginal  hysterectomy  for 
disabling  prolapse  and  the  patient  was  able  to  leave 
the  hospital  on  the  twelfth  dav.  W.  H.  Gary. 

Outland,  J.  H. :  A  Simplified  Technique  for  Vaginal 

Hysterectomy.     J.  Am.  M.  Ass.,  1915,  Ixiv,  1060. 

By  Surg.,  Gynec.  &  Obst. 

1.  The  anterior  and  posterior  lips  of  the  cervix 
are  caught  by  a  specially  made  double-pronged 
tenaculum.  It  serves  the  double  purpose  of  making 
strong  traction  without  tearing,  and  of  sealing  the 
lips  of  the  cervix  so  as  to  prevent  discharges  from 
soiling  the  field  of  operation. 

2.  The  incision  is  made,  completely  circumscrib- 
ing the  cervix. 

3.  By  gauze  dissection  the  posterior  cul-de-sac 
is  reached.  The  bladder  is  separated  in  the  same 
manner. 

4.  By  the  use  of  two  claw  retractors,  applied  al- 
ternately one  above  the  other,  the  uterus  is  rapidly 
delivered  anteriorly.  The  usual  custom  of  de- 
livering the  uterus  anteriorly  serves  the  very  good 
purpose  of  separating  the  ureters,  so  that  with 
reasonable  care  in  the  application  of  forceps  there 
is  no  danger  of  including  them  in  the  bite  of  the 
forceps. 

5.  After  the  uterus  is  delivered,  the  left  hand  with 
the  index  finger  extended  is  placed  over  the  fundus 
of  the  uterus  and  is  forced  down  through  the 
peritoneum  of  the  posterior  cul-de-sac,  or  else  acts 
as  a  guide  by  the  side  of  which  the  cul-de-sac  is 
opened  with  scissors  through  the  posterior  incision 
without  danger  of  entering  the  rectum.  In  most 
cases  the  use  of  an  instrument  is  unnecessary. 

6.  Clamps  are  now  placed  on  the  right  broad 
ligament;  usually  two  will  suffice.  The  first  clamp 
is  placed  on  the  broad  ligament  below  and  the 
broad  ligament  cut  between  it  and  the  uterus  before 
the  second  clamp  is  placed. 

7.  After  the  broad  ligament  on  the  right  side  is 
severed,  the  uterus  is  rotated  and  the  clamps  are 
easily  placed  on  the  left  broad  ligament  and  the 
uterus  cut  away.  In  many  cases  the  procedure  to 
this  point  has  not  occupied  more  than  three  or  four 
minutes.  If  it  is  necessary  to  remove  the  tubes  or 
ovaries,  they  may  be  included  with  the  uterus  in  the 
second  clamp. 

8.  With  a  double  strand  of  No.  2  ten-day  chromic 
catgut  in  a  curved  round  needle,  an  over-and-over 
suture  is  made  on  one  of  the  upper  clamps;  the  clamp 
is  withdrawn  and  the  suture  tied;  all  four  ends, 
which  should  be  at  least  4  inches  long,  are  caught  in 
a  clamp.  The  lower  clamp  is  next  sutured  in  the 
same  way  and  the  ends  of  the  catgut  left  long. 
After  proceeding  in  the  same  way  to  sew  over  the 
opposite  side,  all  the  ends  of  the  sutures  are  brought 
out  and  enclosed  in  one  clamp  for  each  side. 

9.  The  peritoneum  is  grasped  in  haemostats 
anteriorly  and  posteriorly  and  sutured  in  a  running 
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suture  of  catgut.  The  edges  of  the  vaginal  in- 
cision are  next  sutured.  Openings  are  left  at 
both  ends  of  this  incision  through  which  the  ends  of 
sutures  on  the  respective  broad  ligaments  are 
brought  out,  caught  in  a  clamp,  and  gauze  wrapped 
around  them.  The  clamps  are  removed  at  the  end 
of  20  hours  and  the  ligatures  cut  short. 

Edward  L.  Cornell. 

ADNEXAL  AND  PERIUTERINE  CONDITIONS 

Herrmann,  E.:  An  Active  Substance  in  the  Ovary 
and  Placenta  (tjber  eine  wirksame  Substanz  im 
Eierstocke  und  in  der  Placenta).  Monatschr.  f. 
Geburtsh.  u.  Gynak.,  1914,  xli.  No.  i. 

By  Surg.,  Gynec.  &  Obst. 

That  an  internal  secretion  of  the  ovary  exists 
seems  definitely  proven,  but  the  question  remains 
whether  it  is  present  in  or  made  by  the  follicle  ap- 
paratus, by  the  corpus  luteum,  or  by  the  so-called 
interstitial  gland.  After  discussing  the  literature  in 
regard  to  this  question  as  well  as  the  physiology 
of  the  mammae  and  the  action  of  the  ovarian  and 
placental  extracts,  the  author  takes  up  his  own 
experiments,  the  purpose  of  which  was  to  study  the 
active  substance  of  the  ovary  and  corpus  luteum 
by  biochemic  means. 

In  the  chemical  part  of  the  study  general  observa- 
tions regarding  the  corpus  luteum  and  ovary  with- 
out the  corpus  luteum  are  discussed,  each  experi- 
mental method  being  described  in  detail.  The 
carrier  of  the  internal  secretion  is  a  yellow  oily 
liquid  which  solidifies  on  cooling.  A  definite 
cholesterin  reaction  is  obtained  from  it;  it  becomes 
brown  on  exposure  to  air,  apparently  through 
absorption  of  oxygen,  and  chemically  is  composed  of 
carbon,  hydrogen,  and  oxygen.  The  placenta  also 
contains  the  same  active  substance  as  the  corpus 
luteum  with  all  of  its  physiological  properties.  The 
only  difference  is  that  the  placenta  contains  quanti- 
tatively more  active  substance  than  the  corpus  lu- 
teum. 

From  the  portion  of  the  article  bearing  on 
animal  experiments  the  following  is  gathered: 
The  chemical  substance  isolated  as  the  active  secre- 
tion for  the  placenta  and  corpus  luteum  possesses  a 
powerful  developmental  influence  upon  the  entire 
genitalia  (vulva,  vagina,  uterus,  tubes,  ovaries) 
and  upon  the  mammae  of  females  as  well  as  of 
males.  This  influence  is  capable  of  bringing  young 
undeveloped  rabbits  to  maturity  within  a  few 
days.  Five  days  after  injection  of  the  substance 
organic  changes  are  perceptible  in  young  animals 
8  weeks  of  age,  demonstrable  by  macro-  and 
microscopic  proof,  as  comparable  to  animals  of  25 
to  30  weeks  old.  If  the  injections  are  continued, 
the  organic  changes  become  as  prominent  as  those 
during  heat  and  during  the  beginning  of  a  preg- 
nancy. 

The  experiments  of  the  author,  in  which  he  was 
able  to  develop  the  mammae  of  castrated  male 
animals  so  that  they  secreted,  are  a  direct  proof 


for  the  hormonal  dependence  of  the  mammae  upon 
the  internal  secretion  of  the  placenta  and  corpus 
luteum.  L.  A.  Juhnke. 

Meyer,  R.:  Adenoma  Tubulare  Ovarii  Carcinoma- 
tosum  and  tlie  Relation  Between  the  Tubular 
Ovarian  Adenoma  and  the  Embryonal  Rests 

(Das  Adenoma  tubulare  ovarii  carcinomatosum  und 
die  Beziehung  des  tubularen  Ovarialadenoms  zu 
embryonalen  Organresten).  Stud.  z.  Pathol,  d. 
Entwicklung  Meyer  u.  Schwalbe,  1914,  ii,  No.  i. 

By  Surg.,  Gynec.  &  Obst. 

Relative  to  the  observations  of  Pick  on  adenoma 
tubulare  ovarii  (testiculare)  and  Schickele  on 
blastomatolic  ovotestis  the  author  reports  several 
findings  of  ovarian  tumors  which  he  considered  as 
adenoma  tubulare  ovarii.  There  is  considerable 
similarity  between  these  tumors,  yet  they  can  be 
differentiated  from  each  other.  The  important 
histologic  findings  of  the  latter  are:  On  section 
they  are  yellow  and  are  divided  into  small  lobes, 
the  division  being  effected  by  means  of  connective- 
tissue  septa  connected  with  the  capsule.  In  gen- 
eral the  tumors  consist  of  strands  or  tubules,  curved 
or  in  loops,  giving  off  numerous  branches  and  so 
making  a  dense  network.  In  the  periphery  these 
tubules  are  most  dense  and  frequently  run  radially 
to  the  center.  The  normal  tubules  oftimes  have  a 
very  minute  lumen,  scarcely  visible,  lying  closely 
upon  the  connective  tissue,  which  in  places  is 
thickened  to  a  membrana  propria.  Sudden  cystic- 
like  dilatations  of  the  narrow  tubules  occur  in 
places. 

The  tubules  are  characterized  by  a  single  layered, 
uniform,  cylindrical  epithelium.  Their  destructive 
tendency  is  shown  in  the  migration  through  the 
septic  and  outer  capsule;  before  that  a  proliferation 
of  the  epithelium  within  the  tubules  is  frequently 
observed  without  any  changes.  The  histologic 
changes  accompanying  this  destructive  growth  are 
relatively  small;  the  most  important  sign  is  the 
growing  together  of  the  tubules  into  net-like  struc- 
tures with  the  formation  of  communications.  The 
tendency  to  retrogressive  changes  is  rather  marked. 
In  addition  to  necrosis  the  partial  sclerosis  of  the 
connective  tissue  produces  an  atrophy  of  the  tubules 
by  cutting  oflf  blood  supply.  It  is  necessary  to 
differentiate  metastatic  ovarian  adenocarcinomata 
from  these  tumors. 

Histogenetic  observations  have  shown  that  these 
tumors  occur  in  persons  who  show  none  of  the  charac- 
teristics of  hermaphroditism.  Pick's  view  that 
there  is  a  testicular  element  in  these  ovaries  is  not 
substantiated  by  any  evidence.  Morphologic  sim- 
ilarity between  tubular-testicular  and  ovarian 
carcinoma  exists,  but  no  evidence  of  any  kind  has 
been  found  that  testicular  anlage  has  been  included 
in  the  ovary.  Tubular  adenomata  are  found  in  the 
hilus  ovarii,  but  these  grow  from  homologues  of  the 
male  parts  (rete  and  tubuli  recti).  The  possibility 
of  Pick's  theory  cannot  be  denied,  but  no  evidence 
whatever  has  been  found  to  substantiate  it. 

L.  A.  Juhnke. 
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EXTERNAL  GENITALIA 

Cullen,  T.  S. :  A  Further  Case  of  Adenomyoma  of 
the  Rectovaginal  Septum.  Surg.,  Gynec.  &  OhsL, 
191 5,  XX,  263.  By  Surg.,  Gynec.  &  Obst. 

At  the  last  meeting  of  the  Southern  Surgical  and 
Gynecological  Association  Cullen  referred  to  the 
literature  on  adenomyoma  of  the  rectovaginal 
septum  and  reported  two  cases.  Since  then  he 
has  had  another  case.  The  growth  was  about  3x2 
cm.  and  the  rectum  was  intimately  blended  with 
the  cervix.  There  was  partial  blockage  of  the 
bowel.  The  growth  on  section  showed  typical 
adenomyoma,  the  glands  of  the  myoma  being 
identical  with  those  in  the  body  of  the  uterus. 

MISCELLANEOUS 

Gary,  W.    H.:    Bladder    Irritability    in    Women. 

Am.  J.  Obst.,  N.  Y.,  1915,  Ixxi,  259. 

By  Surg.,  Gynec.  &  Obst. 

From  his  experience  with  this  condition  the 
author  draws  the  following  conclusions:  Bladder 
irritability  per  se  excludes  acute  inflammatory 
conditions  of  the  urinary  tract  and  conditions  which 
may  be  considered  as  physiological  and  concerns 
cases  of  frequent  urination  and  dysuria  in  which 
the  urine  analysis  is  normal. 

Contrary  to  the  usual  teaching,  trigonitis  often 
exists  without  history  of  previous  bladder  trouble. 
The  presence  of  cystocele,  evident  only  when  the 
patient  is  standing  or  sitting,  may  prevent  emptying 
of  the  bladder  and  cause  an  irritating  residual  urine 
which  acts  as  exciting  cause.  The  location  of  the 
trigone  makes  it  peculiarly  sensitive  to  trauma  and 
infection,  hence  the  irritations  following  operation 
and  catheterization.  Continued  hyperacidity  of 
the  urine  and  friction  of  the  external  genitals  may 
be  contributing  causes.  Chronic  trigonitis  usually 
responds  readily  to  silver  nitrate,  and  the  two-way 
catheter  is  used  most  successfully  in  treatment. 

Posterior  urethritis  exists  much  oftener  than  is 
commonly  believed.  It  is  easily  recognized  in  an 
endoscopic  examination.  Women  seldom  develop 
posterior  urethritis  from  acute  infection,  but  it 
may  be  rendered  persistent  by  infection  of  Skeene's 
glands  with  colon  bacilli  or  gonococci.  It  may  be 
excited  by  prolonged  eroticism. 

Irritability  may  arise  from  lesions  about  the 
meatus  and  hence  inflammation  may  be  persistent 
but  usually  yields  to  direct  cauterization. 

Eversions  of  the  mucous  membrane  of  the  urethra, 
conditions  simulating  haemorrhoid,  and  caruncle, 
may  all  be  exciting  causes,  but  may  also  exist  without 
giving  rise  to  bladder  symptoms. 

Association  with  other  pelvic  lesions  is  seldom 
influential  in  bringing  about  bladder  irritability, 
except  in  circumstances  that  involve  the  bladder 
structure  or  cause  pressure  upon  it. 

Bladder  irritability  may  rarely  be  considered  a 
pure  neurosis.  Repeated  examinations  of  the  urine 
may  disclose  a  cause  for  irritability  in  nephritis  or 
in  a  tubercular  kidney.  C.  H.  Davis. 


Gibson,  G.:    Gynecological  Operations  Upon  the 
Insane.     N.  Y.  M.  J.,  1915,  ci,  293. 

By  Surg.,  Gynec.  &  Obst. 

This  report  is  based  upon  a  study  of  the  end- 
results  of  the  gynecological  operations  performed  by 
the  author  upon  100  insane  women.  He  has 
arbitrarily  divided  the  various  forms  of  insanity 
into  two  groups,  viz.:  (i)  forms  of  insanity  in  which 
appear  various  degrees  of  deterioration  or  dementia, 
e.  g.,  dementia  praecox,  general  paresis,  epilepsy, 
and  senile  dementia;  (2)  forms  of  insanity  in  which 
dementia  does  not  appear,  e.  g.,  maniac  depressive 
insanity  and  its  allied  forms  and  paranoiac  con- 
ditions. 

The  author  states  that  in  those  cases  of  the  first 
class  where  dementia  is  a  marked  characteristic, 
no  surgical  operation  can  do  more  than  improve  the 
physical  condition  of  the  patient;  whereas  in  those 
of  the  second  class  where  there  is  no  dementia,  the 
removal  of  pathological  lesions  from  the  pelvic 
cavity  may  be  followed  by  both  physical  and  mental 
improvement. 

Of  the  author's  100  cases  there  were  50  cases  of 
dementia  praecox,  3  of  epilepsy,  one  of  alcoholic 
psychosis,  and  one  of  general  paresis  which  belong 
in  the' first  class.  There  were  26  cases  of  maniac 
depressive  insanity,  13  cases  of  paranoiac  condition, 
and  5  cases  of  involution  melancholia  which  belong 
to  the  second  class.  There  was  one  case  of  puer- 
peral mania. 

There  was  no  improvement  in  any  of  the  cases 
of  the  first  class,  directly  or  indirectly.  Of  the 
second  class,  17  cases  showed  improvement  directly 
attributable  to  operation.  Of  the  26  cases  of  maniac 
depressive  insanity  operated  upon,  13,  or  50  per 
cent,  showed  improvement.  Of  the  13  cases  of 
paranoia  operated,  one,  or  7  per  cent,  showed  im- 
provement. Two  out  of  5  cases,  40  per  cent,  of 
involution  melancholia  showed  improvement.  One 
case  of  puerperal  psychosis  improved  after  operation 
but  died  a  few  months  later  of  exhaustion  due  to  a 
delirious  mania.  One  patient  died  the  day  follow- 
ing operation  of  pontine  haemorrhage,  giving  for 
the  series  a  mortality  of  one  per  cent. 

The  author  believes,  with  Taussig,  that  all  pa- 
tients with  maniac  depressive  insanity  having  pelvic 
lesions  should  have  them  treated,  either  by  local  or 
operative  measures. 

The  following  table  is  appended  to  show  the 
comparative  results  of  the  various  operators: 

Improve- 
Mortality    ment 
Cases    Per  Cent  Per  Cent 

Rohe 34  o  56 

Hobbs 173  2  68 

Henry 28  3  57 

Mayo 60  o  16 

Brown 242  2  18 

Taussig 17  o  17 

Gibson 100  i  17 

Harvey  B.  Matthews. 
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PREGNANCY  AND  ITS  COMPLICATIONS 

Cullen,  T,  S.:  An  Old  and  Infected  Abdominal 
Pregnancy  with  Extension  of  the  Long  Bones 
into  the  Bladder  and  into  the  Bowel.  Surg., 
Gynec.  &  ObsL,  1915,  xx,  261. 

By  Surg.,  Gynec.  &  Obst. 

Cullen  reports  the  case  of  a  colored  woman  33 
years  of  age  who  gave  definite  signs  of  pregnancy. 
She  experienced  labor-like  abdominal  pain  which 
suddenly  ceased,  following  which  she  passed  some 
blood.  Shortly  afterward  a  tumor  was  noted  in  the 
right  lower  abdomen.  This  gradually  diminished 
in  size.  The  patient  was  admitted  to  the  Johns 
Hopkins  Hospital  several  years  later.  At  that  time 
a  peculiar  lump  could  be  felt  in  the  right  lower 
abdomen,  which  gave  a  distinct  feeling  of  crepitus. 
On  exploring  the  sac  Cullen  found  a  packet  of  bones, 
all  that  remained  of  the  old  pregnancy.  One  of  the 
long  bones  projected  into  the  bladder  and  was 
covered  with  phosphatic  deposits.  The  ends  of  two 
other  long  bones  projected  into  the  caecum.  After 
removing  the  sac  and  closing  the  opening  in  the 
bladder  and  the  two  openings  in  the  caecum  a  drain 
was  placed  in  the  pelvis.  The  patient  made  a  good 
recovery. 

Brooke,  E.  B.:  Ectopic  Gestation  of  Fourteen 
Years'  Duration.  So.  African  M.  Rec,  1915,  xiii, 
27.  By  Surg.,  Gynec.  &  Obst. 

In  1914  the  author  was  consulted  by  a  patient 
who  complained  of  a  lump  in  her  abdomen,  which 
she  said  had  been  present  for  14  years.  She  had 
had  three  children  previous  to  that  time.  Her 
periods  had  stopped  on  the  appearance  of  the  tumor. 
She  also  complained  of  frequency  of  micturition, 
which  was  gradually  becoming  worse,  with  some 
burning  pain,  and  the  urine  voided  was  thick, 
whitish  in  color,  and  very  foul.  On  palpation  of 
the  abdomen,  an  irregular  hard  tumor  was  found 
lying  in  the  pelvis  somewhat  to  the  left  side  and 
extending  up  to  about  2  inches  below  the  level  of  the 
umbilicus.  The  tumor  was  practically  immobile 
and  apparently  adherent  to  the  anterior  abdominal 
wall.     The  urine  was  loaded  with  pus. 

On  opening  the  abdomen  much  trouble  was 
experienced  in  obtaining  a  clear  view  of  the  con- 
dition, owing  to  the  numerous  tough  adhesions.  As 
it  was  impossible  to  isolate  the  tumor,  it  was  de- 
cided to  open  it  and  evacuate  the  contents,  the 
adhesions  being  sufficient  to  prevent  any  general 
peritonitis.  The  contents  were  found  to  be  the 
bones  of  a  foetus  completely  ossified;  some  of  these 
bones  had  worked  their  way  through  the  wall  of 
the  tumor  into  the  bladder  and  undoubtedly  gave 


rise  to  the  bladder  symptoms.  The  cavity  was 
swabbed  out  with  camphorated  oil  and  drained. 

The  patient  made  an  uninterrupted  recovery. 
All  bladder  symptoms  disappeared,  and  the  menses 
appeared  again  and  were  normal. 

This  case  is  of  special  interest  on  account  of  the 
duration  of  the  gestation  and  the  normal  resumption 
of  the  uterine  functions  after  such  a  long  period  of 
inactivity.  Edward  L.  Cornell. 

Lynch,  T.  J.:  Early  Death  from  Haemorrhage  Due 
to  Ruptured  Ectopic  Tube.  Med.  Herald, 
1915,  xxxiv,  9.  By  Surg.,  Gynec.  &  Obst. 

The  first  case,  a  patient  32  years  of  age,  an 
American,  married  at  the  age  of  20,  and  has  one 
child,  which  was  born  two  years  after  marriage, 
living  and  well.  She  was  in  normal  health  up  to 
2  p.m.  on  the  day  of  the  attack,  when  without 
any  warning  she  fainted  and  a  doctor  was  called. 
She  regained  only  partial  consciousness,  sufficient, 
however,  to  make  it  known  that  she  thought  her- 
self about  three  months  pregnant  and  had  attempted 
to  produce  an  abortion  on  herself  three  days  be- 
fore by  introducing  a  catheter  into  the  uterus. 
During  the  doctor's  visit  she  vomited  several  times 
and  complained  of  intense  abdominal  pain.  Death 
occurred  at  6:10  p.m.,  four  hours  after  the  beginning 
of  the  symptoms.  Autopsy  next  day  showed  an 
abdomen  literally  filled  with  haemorrhage  from  a 
rupture  of  the  middle  third  of  the  right  tube.  The 
uterus  was  large  and  soft,  with  no  signs  of  infection 
or  rupture. 

The  second  patient,  an  American  woman,  28 
years  of  age,  had  been  apparently  in  good  health 
up  to  12  o'clock  noon,  when  suddenly  she  became 
unconscious  after  climbing  a  flight  of  stairs.  The 
physician  was  able  to  get  only  a  partial  history  from 
her.  Owing  to  the  absence  of  menstrual  flow  for 
the  past  two  months  she  had  on  the  day  previous 
been  to  a  doctor,  who  performed  an  abortion  upon 
her.  She  complained  of  pain  in  the  abdomen,  but 
her  shock  was  so  profound  that  the  pain  was  only 
moderate.  Death  occurred  at  6:15  p.m.,  five  hours 
and  twenty-five  minutes  after  the  onset  of  haemor- 
rhage. Autopsy  showed  death  was  due  to  haem- 
orrhage from  rupture  of  the  distal  third  of  the  right 
tube.  The  foetus  was  free  in  the  abdominal  cavity. 
There  was  no  apparent  damage  to  the  uterus  in  the 
attempted  abortion.  C.  D.  Holmes. 

Gray,  B.  H.:  Placenta  Praevia:  Its  Etiology,  Pa- 
thology, and  Diagnosis.  Virg.  M.  Semi-Month., 
1915,  xix,  521.  By  Surg.,  Gynec.  &  Obst. 

The  author  states  that  placenta  praevia  is  one  of 
the   four   great   obstetrical   complications,    and   is 
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responsible  for  many  deaths,  recent  statistics 
estimating  the  frequency  of  this  condition  as  i  in 
i6o  labors. 

He  further  states  that  it  occurs  more  frequently 
in  multiparae  than  in  primiparae,  the  proportion 
being  about  nine  to  one,  and  the  greater  the  parity, 
the  greater  the  chance  of  placentia  praevia.  He 
classifies  this  condition  as  central  or  complete, 
partial  or  incomplete,  and  marginal;  the  greater 
mortality  being  found  in  the  complete  variety.  The 
general  mortality  has  been  reduced  since  the  intro- 
duction of  antiseptic  methods. 

McDonald's  statistics  of  8,625  cases  give  a  mater- 
nal mortality  of  7.22  per  cent  of  all  cases,  and  a 
foetal  mortality  of  55  per  cent.  In  central  placenta 
praevia,  the  maternal  mortality  is  15  per  cent,  and 
the  foetal  mortality  71  per  cent,  while  in  partial 
placenta  praevia  the  maternal  mortality  is  4.8  per 
cent  and  the  foetal  mortality  58  per  cent. 

The  mortality  varies  considerably  with  different 
forms  of  treatment.  The  most  successful  form  of 
treatment  being  the  use  of  the  Champetier  de  Ribes 
bag,  or  hystereurnyter,  of  large  size  —  500  ccm. 
combined  with  Braxton  Hicks'  version  and  slow 
extraction.  He  does  not  believe  that  cjesarean 
section  should  be  done  in  this  condition,  as  it  only 
adds  another  danger  to  that  already  existing  and  one 
mortality  to  another;  the  only  exception  to  this 
being  in  a  primipara  at  full-term  with  a  firm,  un- 
dilated  cervix,  central  placenta  praevia,  living  baby, 
and  good  recuperative  powers;  this  he  states  is  a 
rare  condition. 

Post-partum  haemorrhage  is  one  of  the  most  feared 
complications  after  delivery  of  the  child;  lacerations 
of  the  cervix  are  not  uncommon;  phlebitis  is  another 
after-complication.  He  concludes  by  saying  that 
early  diagnosis  is  very  important  and  that  success 
of  treatment  depends  upon  immediate  application 
and  absence  of  violence  and  infection. 

W.  D.  Phillips. 

Baughtnan,  G.:   Foetal  Heart  Sounds  in  Placenta 
Praevia.     Am.  J.  ObsL,  N.  Y.,  1915,  Ixxi,  253. 

By  Surg.,  Gynec.  &  Obst. 

The  serious  consequences  to  the  foetus  in  placenta 
praevia  is  due  to  the  fact  that  that  portion  of  the 
placenta  which  is  detached  from  the  uterus  does 
not  receive  from  the  mother  the  oxygen  that  it 
should  receive,  and  in  consequence  the  foetus 
suffers  with  dyspnoea.  The  signs  of  foetal  dis- 
tress are  cessation  and  some  change  in  the  heart- 
sounds. 

The  author  believes  that  the  well-accentuated 
sound  gives  a  more  favorable  prognosis  than  the 
rapid,  irregular  sound.  Comparison  of  heart-sounds 
can  only  be  made  when  we  examine  the  foetal  heart 
at  the  point  where  the  middle  of  the  back  or  the 
chest  of  the  foetus  comes  nearest  the  abdominal 
wall.  From  the  child's  standpoint  delivery  should 
be  accomplished  as  soon  as  possible  after  the 
diagnosis  of  placenta  praevia  has  been  made. 

C.  H.  Davis. 


Winn,    J.    F.:     Treatment    of    Placenta    Praevia. 

Virg.  M.  Semi-Month.,igi5,  xix,  525. 

By  Surg.,  Gynec.  &  Obst. 

The  author  offers  the  following  conclusions  in 
regard  to  treatment  of  placenta  praevia: 

1.  Before  viability,  both  in  domestic  and  hospital 
practice,  Braxton  Hicks'  version  is  demanded. 

2.  After  viability,  provided  the  child  is  in  good 
condition,  the  intra-ovular  use  of  the  elastic  rubber 
bag,  followed  by  internal  podalic  version,  offers  the 
best  results  for  both  mother  and  child.  In  domestic 
practice,  when  the  bag  is  not  available,  Braxton 
Hicks'  version  again  should  be  the  treatment. 

3.  During  labor  in  complete  or  partial  placenta 
praevia,  with  great  loss  of  blood,  the  child  being 
either  dead  or  possessing  little  chance  of  living, 
Braxton  Hicks'  version  offers  the  best  results  for  the 
mother. 

4.  Whenever  Braxton  Hicks'  version  is  available, 
it  should  be  followed  by  slow  extraction.  All  efforts 
at  rapid  delivery  by  dragging  the  child  through  an 
undilated  cervix  will  be  followed  by  disastrous  con- 
sequences to  the  mother. 

5.  For  the  milder  varieties  of  placenta  praevia, 
the  marginal  and  lateral,  simply  puncturing  the 
membranes  is  generally  the  only  thing  necessary 
to  control  the  haemorrhage. 

6.  The  cervical  and  vaginal  tampon  is  a  make- 
shift at  best,  and,  if  used  at  all,  should  be  employed 
under  rigid  aseptic  conditions  and  other  precautions 
well  defined. 

7.  Caesarean  section  has  a  restricted  place  in 
placenta  praevia.  It  should  be  chosen  under  the 
following  conditions:  (i)  With  the  approach  of  full- 
term;  (2)  with  the  placenta  covering  a  great  part 
or  the  whole  of  the  os;  (3)  when  haemorrhage  is 
profuse,  but  not  enough  to  make  the  mother  a  bad 
surgical  risk ;  (4)  with  the  child  probably  weakened, 
yet  offering  reasonable  prospects  of  being  saved; 
(5)  when  the  cervix  is  in  a  condition  suggestive  of 
prolonged  and  difficult  dilatation;  (6)  when  there  is 
a  negative  history  of  vaginal  contamination;  and 
(7)  when  there  is  the  assurance  of  hospital  technique 
being  used.  W.  D.  PmLLips. 

Stratz,  C.  H. :  Treatment  of  Placenta  Praevia  (Be- 
handlung  der  Placenta  Praevia).  Zlschr.  f.  Geburtsh. 
u.Gyndk.,  19x5,  Ixxvi,  713. 

By  Surg.,  Gynec.  &  Obst. 

Stratz  recommends  Braxton-Hicks'  version  un- 
conditionally in  the  treatment  of  placenta  praevia. 
He  has  treated  173  cases  with  the  loss  of  only  one 
mother,  a  mortality  of  .6  per  cent.  This  death  was 
due  to  embolism  and  cannot  be  attributed  to  the 
method.  Seventy-seven  of  the  children  were  de- 
livered dead,  20  of  them  having  died  before  labor 
began.  Counting  the  latter  the  infant  mortality 
was  45  per  cent;  without  them  33  per  cent. 

The  mortality  of  the  mothers  with  the  Braxton- 
Hicks'  method  is  much  less  than  any  other;  the  mor- 
tality of  the  children  is  somewhat  higher.  Stratz 
thinks  the  mother's  life  should  always  be  considered 
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first,  particularly  as  placenta  praevia  almost  always 
occurs  in  multiparas,  and  the  loss  of  a  child  is  much 
less  serious  than  the  loss  of  the  mother  of  the  other 
children. 

The  tampon  should  never  be  used.  Metreurysis 
is  superfluous  when  Braxton-Hicks'  method  is 
properly  used  and  at  the  right  time.  Caesarean 
section  should  be  performed  only  when  the  mother 
earnestly  desires  a  living  child  or  when  some  com- 
plication indicates  its  use. 

With  this  method  the  mother  is  seldom  lost,  and 
the  more  skilled  the  physician  becomes  in  its  use, 
the  less  frequently  a  child  is  lost.  Tamponing  at  the 
beginning  of  delivery  and  overhasty  extraction  at 
the  end  of  it  should  always  be  avoided. 

Stratz  thinks  better  results  will  be  obtained  by 
adhering  strictly  to  one  method  than  by  changing 
from  one  method  to  another.  A.  Goss. 

Wid6n,  J.:  The  Sugar  Content  of  the  Blood  in 
Eclampsia  (Blutzucker  und  Eklampsie).  Monat- 
schr.f.  Geburish.  u.  Gyndk.,  1915,  xli,  130. 

By  Surg.,  Gynec.  &  Obst. 

Widen  studied  the  sugar  content  of  the  blood  in 
8  cases  of  eclampsia  by  Bang's  microchemical  meth- 
od. The  curves  and  the  case  histories  are  given. 
He  finds  that  intermittent  hyperglycaemia  is  a  char- 
acteristic symptom  of  eclampsia.  The  variations 
in  the  sugar  content  are  very  great.  Very  severe 
cases  show  little  or  no  hyperglycaemia.  This  is  in 
accord  with  the  results  of  animal  experimentation. 
Bang  found  that  in  rabbits,  after  the  intravenous 
injection  of  i  mg.  adrenalin,  there  was  a  fall  in  the 
sugar  content  of  the  blood,  while  after  subcu- 
taneous injection  of  the  same  amount  there  was  a 
marked  rise. 

If  further  investigation  confirms  Widen's  results, 
which  show  that  the  cases  of  eclampsia  with  good 
prognosis  show  pronounced  hyperglycaemia.  Bang's 
method  of  determining  the  sugar  in  the  blood  will 
have  a  certain  value  in  prognosis.  The  cause  of  the 
hyperglycaemia  in  eclampsia  is  not  yet  definitely 
settled.  The  amount  seems  to  run  parallel  with 
the  degree  of  the  intoxication.  Slight  intoxica- 
tion causes  a  slight  rise  in  the  sugar  content;  moder- 
ately severe  intoxication,  a  moderately  severe  hyper- 
glycaemia; and  extremely  severe  intoxications,  little 
or  none.  The  hyperglycaemia  disappears  with  the 
cessation  of  the  intoxication. 

In  cases  of  albuminuria  without  eclampsia  there 
was  little  or  no  hyperglycaemia,  but  in  a  case  of 
pernicious  vomiting  of  pregnancy  the  conditions 
were  practically  the  same  as  in  eclampsia,  which 
would  seem  to  indicate  that  the  intoxication  in  perni- 
cious vomiting  is  closely  related  to  that  in  eclampsia. 
Further  study  of  this  point  should  be  made. 

Examination  of  the  umbilical  cord  of  infants 
immediately  after  delivery  did  not  show  hyper- 
glycaemia. Sugar  evidently  then  does  not  pass 
directly  from  the  mother's  blood  to  that  of  the 
foetus.  It  must  be  formed  either  in  the  infant's 
body  or  in  the  placenta.    Widen  thinks  that  it  is 


probably  formed  in  the  placenta,  showing  that  the 
latter  is  not  merely  a  filter  but  has  important 
biological  functions  to  perform.  A.  Goss. 

Gellhorn,  G.:  Three  Cases  of  Extraperitoneal 
Csesarean  Section.  /.  Am.  M.  Ass.,  1915,  Ixiv, 
196.  By  Surg.,  Gynec.  &  Obst. 

The  patient,  35  years  old,  had  her  first  confine- 
ment three  years  previous,  at  which  time  a  dead 
child  was  extracted  with  forceps.  She  had  had 
moderately  severe  contractions  for  about  48  hours 
and  very  strong  and  frequent  pains  for  about  8 
hours.  The  membranes  had  ruptured  and  repeated 
vaginal  examinations  had  been  made  without 
rubber  gloves.  The  indications  for  caesarean  section 
were  a  generally  contracted  pelvis  of  mild  degree, 
a  large  head  in  the  occipital  posterior  position, 
freely  movable  above  the  pelvis,  and  secondary 
inertia.     The  technique  was  as  follows: 

In  extreme  Trendelenburg  position  a  mid-line 
incision  was  made  from  the  symphysis  to  within 
one  and  one-half  inches  of  the  umbilicus.  The 
lower  uterine  segment  distended  by  the  child's 
head  presented.  The  peritoneum  was  lifted  at  its 
highest  point  and  transversely  incised  for  a  distance 
of  about  two  inches.  The  peritoneum  and  the  blad- 
der were  then  pushed  toward  the  symphysis  until 
the  firmer  connection  between  the  bladder  and  cervix 
called  a  halt.  A  denuded  oval  with  a  diameter  of 
about  5  inches  thus  resulted  on  the  anterior  surface 
of  the  lower  uterine  segment.  The  parietal  perito- 
neum was  stitched  to  the  edges  of  this  denuded 
oval,  thus  completely  closing  off  the  abdominal 
cavity.  The  lower  uterine  segment  was  incised 
and  the  child's  face  rotated  into  the  incision.  For- 
ceps were  applied  with  the  concavity  of  the  blades 
toward  the  symphysis.  After  delivery  of  the  pla- 
centa and  membranes,  the  uterine  incision  was 
closed  by  through-and-through  stitches  of  chromic 
catgut  and  a  superficial  running  suture  of  finer 
catgut.  The  uterus  contracted  promptly  and  there 
was  practically  no  bleeding  throughout  the  opera- 
tion. The  continuous  stitch  between  the  parietal 
and  visceral  peritoneum  around  the  denuded  area 
was  removed  and  the  bladder  peritoneum  pulled 
over  the  entire  wound  and  sewed  on  the  anterior 
surface  of  the  uterus  a  trifle  above  its  original  in- 
sertion.    The  incision  was  closed  in  the  usual  way. 

The  patient  went  through  an  undisturbed  and 
afebrile  puerperium  and  left  the  hospital  within 
two  and  a  half  weeks.  Nine  months  later  the 
uterus  was  of  normal  size,  position,  and  mobility. 

The  other  two  cases  reported  were  practically 
the  same.  In  both  a  live  child  was  delivered  and 
the  mothers  recovered. 

The  author  believes  there  is  only  one  condition 
in  which  extraperitoneal  caesarean  section  does  not 
offer  advantages  over  the  intraperitoneal  method, 
and  that  is  in  placenta  praevia.  An  incision  through 
the  lower  uterine  segment  would  open  the  enor- 
mously dilated  blood  sinuses,  the  inunda;tion  with 
blood  would  render  orientation  difficult,  the  lack 
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of  contractile  fibers  would  militate  against  prompt 
checking  of  haemorrhage,  and  the  friability  of  the 
tissues  would  favor  tearing  and  prevent  accurate 
adaptation. 

With  this  single  exception  the  extraperitoneal 
method  not  only  possesses  all  the  advantages  of  the 
ordinary  caesarean  section  and  its  modifications, 
but  surpasses  it  in  safety  and  freedom  from  post- 
operative complications.  Edward  L.  Cornell. 

Lawrance,  J.  S. :  Extraperitoneal  Csesarean  Section; 
Report  of  Two  Cases.  Surg.,  Gynec.  &f  Obst., 
1915,  XX,  354.  By  Surg.,  Gynec.  &  Obst. 

The  author  attempts  to  trace  the  development 
of  the  limitation  of  the  indications  of  the  classical 
caesarean  to  the  absolutely  clean  cases.  He  col- 
lected records  of  28  cases  of  transperitoneal  opera- 
tions in  suspected  cases,  with  one  maternal  and  one 
infantile  death,  and  reports  in  detail  two  suspected 
cases  in  which  infection  was  demonstrated. 

Goodman,  S.  J.:  Therapeutic  Abortion;  Indica- 
tions and  Methods  of  Procedure.  Ohio  St.  M. 
J.,  1915,  xi,  92.  By  Surg.,  Gynec.  &  Obst. 

This  paper  deals  with  the  law  governing  abortion, 
definition  and  history  of  the  operation,  the  indica- 
tions for  same,  its  technique,  the  after-treatment, 
and  prognosis. 

As  the  law  governing  this  operation  makes  its 
performance  an  offense  unless  undertaken  to  save 
the  life  of  the  mother,  it  is  strongly  advised  that 
the  practitioner  always  have  the  support  of  one  or 
two  other  physicians  as  well  as  a  signed  statement 
from  the  patient.  This  emptying  of  the  uterus 
before  the  period  of  viability  has  been  done  since 
the  remotest  antiquity  in  savage  as  well  as  in  civil- 
ized lands.  Before  the  time  of  Christ  and  among 
the  Jews  it  was  done  as  a  therapeutic  measure.  The 
Catholic  church  forbids  it  for  any  cause  or  reason. 

The  various  authorities  which  Goodman  consulted 
give  the  following  indications  for  performing  thera- 
peutic abortion.  Included  in  this  list  are  several 
offered  by  himself: 

1.  Contracted  pelvis  with  a  conjugata  vera  of 
less  than  6  cm. 

2.  Hyperemesis  gravidarum  and  other  toxic 
affections. 

3.  Incarceration  of  a  retroflexed  gravid  uterus. 

4.  Advancing  tuberculosis  as  shown  by  loss 
of  weight,  evening  fever,  etc. 

5.  Heart-disease. 

6.  Diabetes   and   other   constitutional   diseases. 

7.  Diseases  of  the  kidneys,  especially  if  com- 
plicated by  retinitis. 

8.  Other  diseases  which  seriously  jeopardize 
the  mother,  as  Basedow's  disease,  leukaemia, 
pernicious  anaemia,  chorea,  etc. 

9.  Diseases  of  the  ovum,  such  as  polyhydramnion, 
hydatidiform  mole,  death. 

10.  Cancer  of  the  uterus  and  other  malignant 
growths  of  the  uterus  and  surrounding  tissues. 

11.  Insanity,  idiocy. 


12.  Haemorrhage  during  the  early  months  of 
pregnancy. 

13.  Eclampsia. 

14.  Sometimes  pregnancy  following  rape  may 
possibly  present  another  indication  for  this  pro- 
cedure. 

The  gravity  of  this  operation  should  always  be 
borne  in  mind.  It  should  never  be  done  except 
in  a  good  hospital  and  under  the  strictest  aseptic 
precautions.  After  the  first  eight  weeks,  twenty- 
four-hour  dilatation  with  a  gauze  pack  may  be 
necessary  before  emptying  the  uterus.  The  uterine 
contents  should  be  emptied  by  means  of  a  blunt 
curette  or  polypus  forceps,  and  the  cavity  packed 
with  iodine  gauze.  Vaginal  or  abdominal  caesarean 
section  are  here  preferred  by  some  men.  The  after- 
treatment  consists  of  keeping  the  patient  quiet  in 
bed  for  from  a  week  to  ten  days;  no  douches; 
vulvar  irrigations  with  a  mild  antiseptic  solution; 
of  keeping  the  bowels  open;  and  allowing  the  pa- 
tient to  use  a  commode  so  as  to  promote  drainage. 
With  very  careful  management  this  operation  carries 
a  very  small  mortality,  but  it  must  always  be  under- 
taken with  great  care.  C.  D.  Holmes. 

Danforth,  W.  C:  Ovarian  Tumors  in  Pregnancy; 
Report  of  a  Case  of  SoHd  Tumor.  Surg.,  Gynec. 
&  Obst.,  1915,  XX,  319.       By  Surg.,  Gynec.  &  Obst. 

Danforth  reports  the  case  of  a  woman  32  years  of 
age,  pregnant  3  months,  from  whom  was  removed  a 
solid  tumor  of  the  left  ovary  weighing  292  grams. 
The  tumor  when  microscopically  examined  proved 
to  be  a  fibromyoma.  The  woman  went  on  to  term 
without  miscarriage. 

The  more  important  publications  upon  this 
subject  are  reviewed  and  statistics  quoted.  Mc- 
Kerron  and  Puech  and  Van  Verts  find  that  2.5  per 
cent  of  ovarian  tumors  are  solid,  while  Jetter  gives 
the  percentage  as  6.8. 

The  dangers  to  the  pregnant  woman  are  dis- 
cussed, torsion  of  the  pedicle  of  the  tumor,  torsion 
of  the  uterus,  and  rupture  of  the  cystic  tumors, 
being  mentioned  as  the  most  important  complica- 
tions of  pregnancy. 

As  to  treatment,  the  immediate  removal  of  the 
tumor  if  recognized  during  pregnancy  is  advised. 
A  large  mass  high  in  the  abdomen  is  looked  upon  as 
less  dangerous  than  a  smaller  one  in  the  pelvis.  The 
removal  of  these  tumors  by  abdominal  incision  is 
advocated  in  preference  to  vaginal  section  during 
pregnancy,  as  the  statistics  show  that  there  is  much 
less  danger  of  miscarriage  after  laparotomy  than 
after  vaginal  section.  E.  P.  Davis  gives  the  per- 
centage of  abortion  in  the  latter  procedure  as  49 
per  cent,  while  the  figures  of  the  various  writers 
quoted  as  to  the  danger  after  abdominal  section 
vary  from  17  to  22.4  per  cent. 

If  the  woman  is  in  labor  and  is  not  in  condition  for 
safe  laparotomy  it  is  advised  to  push  the  mass  up 
out  of  the  pelvis  and  deliver  vaginally,  or,  if  this  be 
impossible,  to  puncture  or  incise  and  drain  the  cyst, 
deliver  through   the  vagina,   after  which   the   sac 
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should  be  removed  by  colpotomy  or  abdominal 
incision  within  24  hours.  If  the  case  be  clean  the 
woman  may  be  delivered  by  caesarean  section  and 
the  tumor  removed  at  the  same  time. 

The  importance  of  the  early  recognition  of  these 
tumors  in  the  pregnant  woman  is  urged.  In  case 
of  torsion  of  the  pedicle  or  rupture  of  a  cyst  during 
pregnancy  immediate  operation  is  advised. 

Albrecht,  H. :  Etiology  of  Chorea  Gravidarum  (Zur 
Atiologie  der  Chorea  gravidarum).  Ztschr.  f. 
Geburlsh.  u.  Gynak.,  1915,  Ixxvi,  677. 

By  Surg.,  Gynec.  &  Obst. 

Albrecht  reports  a  case  of  moderately  severe  re- 
current chorea  during  pregnancy,  which  was  cured 
within  24  hours  by  the  injection  of  20  ccm.  of  nor- 
mal pregnancy  serum,  after  the  usual  symptomatic 
treatment  had  been  given  3  weeks  without  any  effect. 

This  tends  to  confirm  the  theory  that  chorea 
during  pregnancy  belongs  to  the  group  of  preg- 
nancy toxicoses,  the  intoxication  involving  the 
central  nervous  system.  It  is  still  unexplained 
why  the  toxin  should  affect  the  subcortical  center, 
but  it  seems  evident  that  the  virus  is  not  exogenous 
but  endogenous.  This  theory  is  further  confirmed 
by  the  autopsy  findings  of  Crespigny  and  Wilson. 
In  fatal  cases  of  chorea  of  pregnancy  they  found 
changes  in-  the  liver  and  kidneys  completely  ana- 
logous to  those  in  severe  pregnancy  toxicosis. 

The  conception  of  chorea  as  a  pregnancy  toxicosis 
is  important  with  reference  to  treatment.  Statistics 
given  in  Pinele's  recent  monograph  show  that 
abortion,  which  is  the  usual  treatment  in  chorea  of 
pregnancy,  gives  a  mortality  of  54  per  cent.  Any 
treatment  would  be  welcome  which  would  reduce 
this  high  mortality.  Albrecht  believes,  however, 
that  serum  treatment  will  be  effective  only  in  mod- 
erately severe  early  cases,  before  severe  and  ir- 
reparable organic  changes  have  been  produced  by 
the  toxin. 

A  case  of  chorea  in  a  young  girl  is  also  described, 
which  seems  to  show  that  chorea  minor  is  also  an 
auto-intoxication  of  the  central  nervous  system, 
because  of  dysfunction  of  the  glands  of  internal  se- 
cretion in  the  period  immediately  preceding  puber- 
ty. Simonini  concluded  from  clinical  and  experi- 
mental observation  that  chorea  minor  was  due  to 
insufficiency  of  the  parathyroid,  and  both  he  and 
Giambi  noted  marked  improvement  after  adminis- 
tration of  parathyroid  extract.  This  is  only  a  hy- 
pothesis, but  it  would  seem  that  chorea  minor  is  due 
to  transformations  in  internal  secretion  just  before 
puberty  and  that  the  connection  is  similar  to  that 
seen  in  the  chorea  of  pregnancy,  which  is  due  to  the 
changes  produced  by  pregnancy  in  the  maternal 
organism.  A.  Goss. 

Glynn,  E.,  and  Briggs,  H.:    Symmetrical  Cortical 
Necrosis    of    the    Kidney    in    Pregnancy.    /. 

Pathol.  &"  Bacteriol.,  1915,  xix,  321. 

By  Surg.,  Gynec.  &  Obst. 

The  authors   report   in   fullest  detail  a  case  of 

symmetrical   cortical   necrosis   of   the   kidneys   in 


pregnancy.  This  is  the  thirteenth  case  in  the  litera- 
ture. The  lesion  apparently  is  found  in  its  typical 
form  only  in  pregnancy,  a  condition  leading  to 
toxaemia,  as  indicated  by  eclampsia,  vomiting, 
albuminuria,  etc.  The  authors'  conclusions  best 
formulate  the  ideas  advanced  in  this  case  report: 

1.  Typical  symmetrical  cortical  necrosis  of  the 
kidney  is  apparently  invariably  associated  with 
pregnancy. 

2.  The  lesion  is  due  to  thrombosis  of  the  inter- 
lobular arteries,  their  afferent  branches  and  glomer- 
ular capillaries,  and  begins  in  the  distal  ends. 

3.  In  this  case  the  thrombi  in  the  distal  ends 
and  middle  of  the  interlobular  arteries,  their 
branches,  and  glomerular  capillaries  consisted 
mainly  of  platelets;  fibrin  was  relatively  scanty 
and  in  filamentous  form.  The  thrombi  in  the 
proximal  ends  of  these  vessels  consisted  mainly  of 
fibrin  in  hyaline  form;  many  erythrocytes  and  leu- 
cocytes were  also  present;  platelets  were  very  scanty. 

4.  It  is  extremely  probable  that  platelets  formed 
the  chief  portion  of  the  thrombi  in  other  recorded 
cases,  but  their  presence  was  overlooked. 

5.  The  deposition  of  platelets  was  the  primary 
cause  of  the  thrombus  and  preceded  the  deposition 
of  fibrin.  It  was  the  result  of  injury  to  the  vascular 
endothelium. 

6.  This  injury  was  probably  caused  by  an  endo- 
theliolytic  toxin  allied  to  the  group  of  toxins  found 
in  pregnancy,  which  may  produce  eclampsia. 

7.  A  variable  amount  of  sclerosis  of  the  renal 
arteries  occurred  in  six  of  the  thirteen  cases.  It 
probably  caused  a  predisposition  to  thrombosis 
by  causing  slowing  and  other  irregularities  in  the 
circulation,  or  by  injuring  the  endothelium  or  ren- 
dering it  more  susceptible  to  injury. 

Carey  Culbertson. 

Jonas:  Kidney  Function  in  Normal  and  Patho- 
logical Pregnancy  (Nierenfunktion  in  der  nor- 
malen  und  pathologischen  Schwangerschaft).  Miin- 
chen.  med.  Wchnschr.,  1914,  Ixi,  1405. 

By  Zentralbl.  f .  d.  ges.  Gynak.  u.  Geburtsh.  s.  d.  Grenzgeb. 

A  description  is  given  of  Schlayer's  test  for  kidney 
function.  Among  a  number  of  normal  and  diseased 
pregnant  women  who  were  examined  by  this  method, 
in  most  of  them,  even  those  that  were  found  normal 
clinically,  there  was  found  to  be  some  injury  of  the 
kidney.  There  were  alterations  in  the  blood- 
vessels, but  there  was  no  involvement  of  the  tubules. 
In  a  case  of  eclampsia  during  pregnancy  a  typical 
picture  of  vascular  hyposthenuria  was  found. 

RUHEMANN. 

Wallace,  C.  J.:  Ruptured  Appendix  at  Full-Term 
Pregnancy.    /.  Am.  M.  Ass.,  1915,  Ixiv,  739. 

By  Surg.,  Gynec.  &  Obst. 

The  patient  had  had  recurrent  attacks  of  appendi- 
citis for  two  years,  all  very  slight,  and  none  during 
the  previous  eight  months.  When  the  author  was 
called  to  attend  her  at  childbirth,  thorough  exam- 
ination was  made;  the  cervix  showed  a  slight  degree 
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of  dilatation,  about  three-fourths  of  an  inch;  but  on 
closer  survey,  there  was  felt  through  the  wall  of  the 
vagina  what  seemed  like  an  abscess  located  in  the 
region  of  the  appendix.  The  ground  was  covered 
very  thoroughly  and  a  diagnosis  made  of  suppurative 
appendicitis  with  possible  rupture  of  the  appendix. 
Two  days  later  she  was  operated  upon.  A  complete 
appendectomy  was  performed  and  pus  cleaned  out, 
which  had  formed  freely  about  the  much  enlarged 
vessels  and  ligaments,  which  are,  at  this  stage  of 
pregnancy,  far  from  the  general  size.  Hoping  to 
avoid  later  trouble,  rubber  tube  drains  were  placed 
in  the  cul-de-sac  and  in  the  groin.  The  incision 
was  closed  tightly  around  the  drains,  especial  care 
being  taken  to  close  the  fascia  so  as  to  get  a  good 
union  and  avoid  separation  during  the  severe  strain 
which  was  sure  to  come  at  the  time  of  childbirth. 

Edward  L.  Cornell. 

Fair,  H.  D.:  Better  Obstetrics.  /.  Indiana  St.  M. 
Ass.,  1915,  viii,  67.  By  Surg.,  Gynec.  &  Obst. 

The  author  dwells  upon  the  necessity  for  better 
obstetrics.  He  contends  that  other  things  being 
equal,  a  woman  should  be  better  mentally  and 
physically  as  well  as  happier  and  healthier  after 
the  birth  of  her  first  baby;  and  when  this  is  not  the 
case,  he  thinks  it  is  due  largely  to  the  fact  that  the 
obstetrician  has  either  not  had  a  chance  or  has 
failed  through  ignorance  or  carelessness  as  to  his 
duty.  The  obstetrician  must  be  versed  not  alone 
in  his  particular  science  and  art  but  he  must  be 
an  internist,  surgeon,  and  pediatrist.  Neither  is 
it  enough  to  lead  a  woman  safely  to  the  completion 
of  her  pregnancy,  deliver  her,  then  dismiss  her 
after  two  or  three  calls  made  during  the  following 
week,  and  leave  her  to  the  care  of  neighbors  or 
relatives  who  are  ignorant  of  the  true  state  of 
affairs  and  who  have  no  sympathy  with  the  "new 
f angled"  notions. 

A  feat  of  momentous  importance  will  have  been 
accomplished  when  we  have  educated  the  public  to 
the  extent  that  pregnant  women  will  realize  that 
it  is  to  their  interest  and  that  the  best  results  can 
only  be  obtained  by  placing  themselves  under  the 
direct  supervision  of  a  good  physician  early  in  the 
period  of  gestation.  He  also  contends  that  the 
modern  hospital  is  the  ideal  place  for  the  par- 
turient woman.  In  attending  such  a  patient  he 
advises  that  the  physician  be  equipped  with  a 
complete  obstetrical  outfit,  with  all  necessary 
articles  sterilized;  then  get  the  patient  in  the  best 
possible  condition  for  her  ordeal  and  render  her  the 
best  service  possible.  C.  D.  Holmes. 

LABOR  AND  ITS  COMPLICATIONS 

Jellett,  H.:  The  Treatment  of  the  Second  Degree 
of  Pelvic  Contraction.  Surg.,  Gynec.  b°  Obst., 
1915,  XX,  158.  By  Surg.,  Gynec.  &  Obst. 

The  author  believes  that  the  advantages  of  the 
induction  of  labor  are  not  very  numerous,  and  prin- 
cipally consist  in  the  fact  that  it  is  comparatively 


easily  carried  out,  and  that  it  usually  results  in  the 
birth  of  a  living  child.  On  the  other  hand,  the 
arguments  against  it  are:  (i)  that  it  is  extremely 
easy  to  infect  the  patient  during  the  process  of 
induction;  (2)  that  all  methods  of  induction  recom- 
mended up  to  the  present  time  are  uncertain  in  their 
action  and  sometimes  mean  repeated  manipulation 
and  considerable  delay;  and  (3)  that  the  premature 
child  is  very  liable  to  die  in  consequence  of  its  feeble 
condition. 

In  favor  of  caesarean  section  are  a  considerable 
number  of  points.  In  the  first  place  it  is  very 
simple  and  easily  carried  out.  If  it  is  done  early 
in  labor,  or  at  the  beginning  of  labor,  or  even  before 
labor  has  begun,  it  is  almost  free  from  risk.  With 
it  there  is  no  such  thing  as  a  vaginal  or  perineal 
laceration;  recovery  is  rapid;  there  are  none  of  the 
pains  and  discomforts  of  a  prolonged  labor;  and  the 
foetal  prognosis  is  usually  extremely  good.  Lastly, 
it  can  be  performed  in  subsequent  labors,  probably 
as  often  as  is  required,  provided  no  abdominal  in- 
fection occurs.  In  fact,  it  possesses  only  two  dis- 
advantages, but  these  are  serious.  If  we  are  to  get 
all  the  benefits  of  caesarean  section  without  the  dan- 
gers, it  must  be  performed  either  before  labor  begins 
or  early  in  the  first  stage,  and  consequently  it  is 
not  possible  to  give  the  patient  an  opportunity  of 
delivering  herself.  The  second  disadvantage  is 
that  when  once  a  caesarean  section  is  done  on  a 
patient,  on  account  of  contracted  pelvis,  there  is  no 
logical  reason  why  it  should  not  have  to  be  done  in 
every  subsequent  pregnancy.  In  short,  one  may 
say,  "Once  a  caesarean  section  always  a  caesarean 
section."  This  is  a  serious  disadvantage:  (i)  be- 
cause it  is  not  always  possible  to  measure  a  pelvis 
exactly  enough  to  be  able  to  say  that  it  falls  pos- 
itively into  a  certain  degree,  and  (2)  even  if  it  can 
be  measured  exactly,  it  is  not  possible  to  estimate 
correctly  the  actual  size  of  the  foetal  head.  Practical 
experience  shows  that  in  the  second  degree  of 
pelvic  contraction  or  in  borderline  cases  between  the 
first  and  second  degree  it  may  be  entirely  im- 
possible to  deliver  through  the  vagina  a  living  child 
at  one  labor,  whereas  in  the  next  labor,  with  stronger 
uterine  contractions,  and  greater  molding  of  the 
head,  it  is  possible  to  effect  delivery.  If,  however, 
a  woman  is  to  be  delivered  by  caesarean  section 
the  operation  must  be  done  at  an  early  period  of 
labor,  so  losing  all  possibility  of  spontaneous  or 
instrumental  delivery. 

The  third  possible  line  of  treatment  of  these  cases 
is  pubiotomy.  In  favor  of  this  operation  are  the 
facts  that  it  is  a  smaller  procedure  than  caesarean 
section  in  a  favorable  case;  that  its  performance 
can  be  postponed  till  the  last  possible  moment, 
when  a  positive  indication  for  delivery  on  behalf 
of  either  the  mother  or  the  child  arises,  so  that 
every  opportunity  of  spontaneous  delivery  or  of 
delivery  by  the  forceps  is  afforded;  and  that  it 
improves  directly  the  prognosis  of  subsequent 
labors  because  it  causes  a  permanent  increase  in 
the  size  of  the  pelvis.     On  the  other  hand,  the  oper- 
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ation  possesses  certain  disadvantages.  In  the 
first  place  the  antecedent  labor  is  prolonged  and 
painful,  and  during  it  the  child  may  possibly  die, 
owing  to  compression,  even  though  it  is  most  care- 
fully watched.  Further,  it  is  always  liable  to  cause 
laceration  of  the  vagina  and  possible  injuries  to 
surrounding  parts,  and,  consequently,  in  unfavor- 
able cases  it  may  prove  to  be  a  much  more  difficult 
operation  than  csesarean  section.  The  author  is 
of  the  opinion,  however,  that  the  advantages  are 
considerably  in  excess  of  the  disadvantages.  First, 
because  the  fact  that  the  operation  can  be  per- 
formed late  in  labor  gives  the  patient  every  opportu- 
nity of  escaping  operation,  and,  second,  on  account 
of  the  extremely  beneficial  effects  of  pubiotomy  on 
subsequent  labors. 

Four  tables  show  all  cases  in  which  pubiotomy 
has  been  performed  at  the  Rotunda  Hospital  by  the 
author  or  his  predecessor,  Hastings  Tweedy.  The 
first  showed  in  a  general  way  the  essential  facts  of 
all  the  cases.  The  second  showed  the  nature  of 
the  different  complications  occurring  during  the 
performance  of  pubiotomy  or  subsequently.  In 
only  4  out  of  the  19  cases  did  anything  that  could 
be  regarded  as  a  serious  complication  occur,  and 
in  all  the  ig  cases  the  ultimate  recovery  was  per- 
fectly satisfactory.  Two  cases  demonstrated  that 
failure  of  union  of  the  bone  at  the  site  of  incision 
in  no  way  interfered  with  locomotion.  The  third 
and  fourth  tables  showed  the  difference  between 
labors  occurring  previous  to  the  performance  of 
pubiotomy  and  labors  occurring  subsequent  thereto. 
It  was  seen  that  whereas  in  29  labors  previous  to 
pubiotomy  only  3  children  were  delivered  alive 
spontaneously;  subsequent  to  pubiotomy  in  15 
labors  8  children  were  delivered  alive  spontaneously. 

In  conclusion,  the  author  offers  the  following 
opinions  as  to  the  treatment  of  the  second  degree  of 
pelvic  contraction: 

1.  Pubiotomy  is  the  operation  of  choice,  unless 
there  are  special  circumstances  in  the  case  or  special 
complications  present. 

2.  Pubiotomy  is  specially  indicated  in  the  young 
multipara,  because,  owing  to  previous  labor,  the 
vaginal  canal  is  dilated  and  lacerations  are  unlikely 
to  occur,  and  because  of  the  effect  of  the  operation 
on  subsequent  pregnancies. 

3.  On  the  other  hand,  caesarean  section  is  more 
suitable  in  the  elderly  primipara,  because  vaginal 
laceration  is  more  likely  to  occur,  and  because  it  is 
not  so  necessary  for  the  woman  to  take  account  of 
further  pregnancies. 

4.  Premature  labor  is  indicated  only  under 
special  conditions  which  render  either  of  the  fore- 
going operations  impossible  or  inadmissible. 

Jardine,  R.:   The  Treatment  of  Impacted  Breech 
Cases.    Glasgow  M.  J.,  1915,  Ixxxiii,  193. 

By  Surg.,  Gynec.  &  Obst. 

The  author  considers  that  kind  of  impaction  in 
which  the  legs  are  flexed  and  the  feet  of  the  child 
are  high  up  on  its  chest.     In  such  cases  the  mem- 


branes usually  rupture  early,  before  there  is  much 
dilatation,  and  a  marked  retraction  ring  forms.  This 
ring  grasps  the  child's  body  beneath  the  knees  and 
also  forms  a  very  distinct  ledge;  and  with  each 
uterine  contraction  the  ring  contracts  and  prevents 
descent.  In  primiparae  the  foetal  mortality  in  such 
cases  is  over  20  per  cent. 

Jardine's  method  of  deUvery  is  as  follows:  When 
such  a  condition  is  recognized,  the  patient  should  be 
anaesthetized  and  the  os  fully  dilated.  The  flattened- 
out  hand  should  then  be  passed  up  along  the  front 
of  the  child  and  the  foot  grasped.  The  leg  is  then 
swung  inward  toward  the  front  of  the  child  and 
gradually  brought  down  past  the  retraction  ring. 
Attention  is  called  to  the  importance  of  conducting 
this  manipulation  very  carefully,  as  the  lower 
uterine  segment  is  very  thin  and  there  is  risk  of  its 
rupture.  After  the  leg  is  brought  down  traction 
upon  it  will  bring  the  body  down,  and  the  child  is 
then  delivered  in  the  usual  method,  an  endeavor 
being  made  to  keep  the  head  flexed  and  the  arms 
down.  He  condemns  the  use  of  forceps  or  traction 
by  means  of  a  fillet  in  such  cases.     A.  H.  Schmitt. 

Vake,  R.  T.  la :  Dilatation  of  the  Cervix  by  Means 
of  Bags.    J.-Lancet,  1915,  xxxv,  94. 

By  Surg.,  Gynec.  &  Obst. 

Some  obstetrical  conditions  demand  artificial 
aid  in  dilatation  of  the  cervix,  as  dry  labor,  prolonged 
labor,  prolonged  gestation,  previous  difficult  labors, 
eclampsia,  placenta  praevia,  endocarditis,  tuberculo- 
sis, albuminuria,  and  toxaemia  of  pregnancy. 

Various  methods  have  been  devised  to  assist 
nature  in  these  conditions,  but  the  Voorhees  bag  is 
perhaps  the  best  to  use.  It  is  a  thin  canvas,  rubber- 
covered,  conical  bag,  so  constructed  as  to  allow 
traction  on  the  tube  leading  from  the  small  end. 
Strict  asepsis  must  be  observed  in  introducing  this 
bag.  It  is  rolled  up  parallel  to  its  long  axis  and 
grasped  with  a  long  pair  of  sponge-holders.  After 
being  inserted  inside  the  cervix  it  is  filled  with  one- 
half  per  cent  lysol  or  with  sterile  water,  the  tube 
tied  and  placed  in  the  vagina.  While  sepsis  is  not 
common,  the  hospital  offers  the  safest  environment 
for  this  procedure.  C.  D.  Holmes. 

Klipstein,  G.  T,:  Some  Suggestions  for  Mitigating 

the   Pain   and   Accelerating   the   Delivery   in 

Parturition.     Virg.  M.  Semi-Month.,  191 5,  xix,  606. 

By  Surg.,  Gynec.  &  Obst. 

The  author  divides  the  causes  of  prolonged  labor 
into  three  classes:  (i)  deranged  conditions  of  the 
nervous  system;  (2)  lack  of  proper  expulsive  power 
on  the  part  of  the  uterus;  (3)  improper  relaxation 
of  the  uterine  sphincters. 

I.  The  muscular  system  of  the  uterus,  instead  of 
contracting  and  relaxing  normally,  approaches  a 
state  of  clonic  spasm,  and  much  suffering  with  little 
progress  results.  For  this  condition  the  author 
recommends  the  use  of  %  gr.  morphia  and  1/150  gr. 
of  atropia,  repeated  until  their  influence  is  noted. 
The  labor  is  completed  with  chloroform  anaesthesia. 
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2.  When  improper  expulsive  power  on  the  part 
of  the  uterus  exists,  Klipstein  again  uses  morphia 
and  atropia.  If  practically  no  progress  has  been 
made,  yi  gr.  of  morphia  is  given  and  repeated  if 
necessary. 

3.  With  improper  relaxation  of  the  uterine 
sphincters  the  author  uses  morphia  and  atropia 
freely.  The  patient  is  kept  constantly  in  a  drowsy 
condition  and  allowed  to  sleep  between  pains. 
Artificial  dilatation  is  instituted  by  the  introduction 
of  one,  two,  or  three  fingers  and  furthered  by  chloro- 
form anaesthesia.  The  use  of  forceps  should  be 
postponed  as  long  as  possible,  as  it  is  in  these  cases 
that  the  most  severe  lacerations  occur. 

In  an  experience  covering  22  years  the  author 
declares  he  has  never  seen  any  ill  effect  of  these  drugs 
on  the  baby  at  birth.  He  remarks,  however,  that 
resort  has  occasionally  been  made  to  methods  for 
arousing  respiration  in  the  newborn  when  these 
drugs  have  been  used,  but  that  similar  procedures 
have  been  necessary  in  prolonged  labors  conducted 
without  any  medication. 

He  deplores  the  use  of  pituitrin  when  the  pains 
are  frequent  and  strong  and  the  os  not  dilated. 
He  considers  that  it  produces  its  best  effects  in  the 
presence  of  deficient  muscular  power  of  the  uterus 
and  abdominal  wall  with  an  os  fully  dilated  or 
dilatable.  F.  C.  Irving. 

Polak,  J.  O.:    A  Study  of  Twilight  Sleep.     N.   Y. 

M.  J .,  1915,  ci,  289.  By  Surg.,  Gynec.  &  Obst. 

The  author  states  at  the  outset  that  there  are 
several  questions  regarding  twilight  sleep  that 
obstetricians  will  have  to  settle.  They  are:  (i) 
What  is  really  meant  by  twilight  sleep?  (2)  Has 
twilight  sleep  any  place  in  rational  obstetrics? 
(3)  Can  anything  be  gained  for  the  patient  by  its 
use  and,  if  so,  do  the  advantages  gained  compensate 
for  the  possible  dangers  to  the  child? 

The  favorable  points  regarding  twilight  sleep  are : 

1.  Ninety  per  cent  of  all  labors  can  be  success- 
fully rendered  painless  with  morphine-scopolamine 
anaesthesia. 

2.  Maternal  morbidity  and  mortality  are  not  in- 
creased by  twilight  sleep. 

3.  The  first  stage  of  labor  is  materially  shortened. 

4.  Cervical  dilatation  is  more  complete  and, 
therefore,  cervical  tears  less  frequent. 

5.  Third-stage  inertia  is  not  increased;  post- 
partum haemorrhage  or  difficulty  in  separation  of  the 
placenta  has  not  been  noted. 

6.  Dry  labor  is  made  shorter  and  less  exhausting 
by  twilight  sleep. 

7.  With  twilight  sleep,  borderline  disproportions 
may  be  given  the  test  of  labor  without  exhaustion  to 
the  patient. 

8.  The  strain  of  labor  in  cardiac  disease  and  tu- 
berculosis is  very  materially  lessened  by  twilight 
sleep. 

9.  Twilight  sleep  is  particularly  indicated  in 
highly  nervous  and  physically  unfit  primiparous 
women. 


The  disadvantages  of  twilight  sleep  may  be 
summed  up  as  follows: 

1 .  Possible  asphyxiation  and  narcotization  of  the 
child. 

2.  Possible  dangers  to  the  mother,  such  as 
idiosyncrasy  to  morphine  or  scopolamine,  causing 
delirium  or  coma;  arhythmic  respirations;  dimin- 
ished kidney  secretion;  prolongation  of  the  labor; 
uterine  atony,  and  perhaps  post-partum  haemorrhage, 

3.  Prolongation  of  the  second  stage  of  labor. 
Some  very  definite  and  exphcit  suggestions  for  the 

successful  adminstration  of  twilight  sleep  are  given. 
Individualization  (dosage)  with  constant  intelligent 
observation  of  the  mother  (pulse,  respiration,  pupils, 
etc.),  the  child  (heart),  and  the  progress  of  labor 
constitute  the  most  important  of  these.  Only 
through  considerable  experience  can  twilight  sleep 
be  administered  successfully,  because  every  case  is  a 
law  unto  itself.  The  author  emphatically  states  that 
twilight  sleep  is  an  assured  fact,  but  adds  that  for 
the  present  at  least  the  method  should  be  utiUzed 
only  by  the  expert  in  a  well-appointed  maternity 
hospital.  Harvey  B.  Matthews. 

Brodhead,  G.  L.:    Twilight  Sleep  in  Obstetrics. 

Post-Graduate,  1915,  xxx,  87. 

By  Siu-g.,  Gynec.  &  Obst. 

In  a  series  of  46  cases  at  the  Harlem  Hospital 
treated  by  the  method  outlined  by  Siegel,  35  pa- 
tients showed  good  results  both  as  to  analgesia  and 
amnesia;  in  8  cases  the  results  were  fair,  and  in  3 
there  were  no  results  at  all.  There  were  8  operative 
cases:  i  for  hydrocephalus,  6  were  forceps  opera- 
tions, and  I  breech  extraction.  There  were  no 
complications  affecting  the  mothers.  Thirty-one 
of  the  babies  cried  immediately  after  birth,  14 
cried  after  some  manipulation;  several  babies  re- 
quired hot  and  cold  baths  and  artificial  respiration. 

The  forty-sixth  case,  which  was  a  primipara, 
after  three  doses  had  been  given  gave  birth  to  a 
partially  asphyxiated  child,  more  than  an  hour  being 
required  to  stimulate  the  respiration  so  that  the 
child  breathed  fairly  well;  thirty-two  hours  after 
birth  the  child  died,  the  respiratory  center  apparent- 
ly being  disturbed.  Autopsy  showed  venous  en- 
gorgement of  the  brain  and  all  the  viscera,  but 
the  cause  of  death  was  undetermined;  the  author, 
however,  states  that,  in  his  opinion,  the  use  of 
twilight  anaesthesia  was  the  cause  of  death.  Be- 
cause of  similar  results,  and  also  because  of  the 
excitement  produced  in  some  patients,  the  author 
has  abandoned  the  use  of  the  Siegel  plan  of  treat- 
ment. William  D.  Phillips. 

PUERPERIUM  AND  ITS  COMPLICATIONS 

Bishop,  H.  D.:    Etiology  of  Puerperal  Infection. 

/.  Am.  Inst.  Homceop.,  1915,  vii,  912. 

By  Surg.,  Gynec.  &  Obst. 

Bishop  discusses  the  etiology  of  puerperal  in- 
fection from  the  standpoint  of  auto-infection  chiefly, 
and  the  causes  predisposing  to  such  infection. 
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Exhaustion  from  protracted  labors  makes  for 
lowered  resistance  to  infection;  hence  we  should  not 
allow  the  second  stage  of  protracted  labor  to  con- 
tinue longer  than  two  hours  in  a  multipara  or  four 
hours  in  a  primipara.  In  the  third  stage  he  sug- 
gests the  use  of  gentle  stimulation  by  massage  of  the 
uterus  between  contractions  until  the  placenta  is 
within  the  vagina,  when  by  gentle  fundal  pressure 
the  mass  is  easily  delivered.  By  this  method  there 
is  a  minimum  blood  loss  and  little  danger  of  mem- 
branes being  torn.  He  uses  ergot  freely  to  pre- 
vent the  formation  and  retention  of  blood-clots 
within  the  uterus.  Retention  of  vaginal  discharges 
with  consequent  infection  is  avoided  if  the  patient 
is'allowed  to  lie  on  her  back  only  a  third  of  the  time, 
and  to  get  up  to  use  the  commode  after  the  first 
twenty-four  hours.  C.  D.  Holmes. 

MISCELLANEOUS 

Gruss,  J.:  Abderhalden's  Serum  Reaction  (Die 
Abderhaldensche  Serumreaktion) .  Casop.  lek. 
cesk.,  1914,  liii,  569. 

By  Zentralbl.  f .  d.  ges.  Gynak.  u.  Geburtsh.  s.  d.  Grenzgeb. 

The  author  describes  in  detail  the  processes  of 
examination  with  their  theoretical  foundations  and 
emphasizes  the  unreliability  of  the  dialyzing 
thimble.  He  used  the  dialyzing  method  in  twenty- 
one  puerperal  women  with  positive  results  in  each 
case.  Positive  results  were  also  observed  in  some  in- 
flammatory processes  and  tumors.  In  eclampsia  no 
noteworthy  differences  in  the  reaction  were  observed. 
It  is  not  possible  to  make  a  certain  diagnosis  by  the 
reaction  without  clinical  and  manual  examination, 
especially  in  doubtful  cases,  and  Abderhalden  has 
never  claimed  that  it  was  possible.  Pruska. 

Vogt,  E. :  Indications  and  Centra-Indications  for 
Hypophysis  Preparations  in  Obstetrics  (Indika- 
tionen  und  Kontralndikationen  fur  die  Anwendung 
der  Hypophysenpraparate  in  der  Geburtshilfe). 
Ztschr.  f.  Geburtsh.  u.  Gynak.,  1915,  Ixxvi,  746. 

By  Surg.,  Gynec.  &  Obst. 

Vogt  has  used  extracts  of  hypophysis  systemati- 
cally since  September,  191 1,  and  during  that  time 
has  had  over  7,600  deliveries.  He  finds  extract  of 
hypophysis  indicated  at  the  end  of  the  first  and 
throughout  the  second  stage  of  labor,  especially  in 
secondary  atony.  It  is  also  indicated  in  primary 
atony,  as  in  infantilism,  old  primipara,  hydramnios, 
constitutional  diseases,  and  premature  rupture  of 
membranes,  though  in  these  cases  the  effect  may 
not  be  so  marked.  He  has  found  it  of  value  also  in 
contracted  pelvis  of  the  first  and  second  degrees. 

The  necessity  for  forceps  operations  has  been 
greatly  decreased  since  the  introduction  of  pituitrin. 
In  febrile  labor  cases  operation  is  dangerous  on 
account  of  infection  and  may  often  be  avoided  by  the 
use  of  pituitrin.  Indications  for  caesarean  section 
and  for  hebosteotomy  and  for  subcutaneous  sym- 
physeotomy have  been  modified  by  pituitrin.  They 
are  only  indicated  when  spontaneous  delivery  does 


not  take  place  after  repeated  injections  of  extract  of 
hypophysis.  Even  in  metreurysis  the  contractions 
are  increased  by  pituitrin,  so  that  the  metreurynter 
is  discharged  sooner  and  the  danger  of  infection 
thereby  decreased.  After  hebosteotomy  and  sym- 
physeotomy, spontaneous  delivery  is  hastened  by 
the  administration  of  pituitrin.  Vogt  has  used 
pituitrin  to  hasten  delivery  of  the  second  of  twins, 
but  Carl  Heil  reports  a  case  in  which  pituitrin 
seemed  to  contract  the  cervix  under  such  circum- 
stances rather  than  to  dilate  it.  Fries  and  Robert 
Stern  have  used  pituitrin  to  induce  labor  at  the  end 
of  pregnancy.  Frequent  and  large  doses  are  neces- 
sary for  this.  Cases  have  been  reported  in  the 
literature  where  it  was  given  to  induce  labor  in 
cases  that  had  gone  beyond  term  in  order  to  avoid 
excessive  growth  of  the  child.  Artificial  premature 
delivery,  however,  cannot  be  induced  by  the  use  of 
pituitrin.  There  have  not  been  many  reports  of  the 
use  of  pituitrin  in  placenta  praevia.  Good  results 
have  been  reported  by  Hofbauer,  Trapel,  Hauch, 
and  Leopold  Meyer. 

Vogt  thinks  it  should  be  used  very  cautiously  after 
metreurysis  and  Braxton-Hicks'  version,  because 
there  is  danger  of  too  violent  contractions  and  frac- 
ture of  the  cervix.  It  is  used  prophylactically  in 
caesarean  section  to  control  haemorrhage  from  the 
uterine  wound.  Its  use  is  indicated  in  the  third 
stage  of  labor,  under  the  following  conditions: 

Prophylactically,  where  there  is  any  danger  of 
post-partum  haemorrhage,  and  in  all  artificial  de- 
liveries in  which  there  is  danger  of  haemorrhage. 
Liepmann  also  recommends  it  when  the  second  of 
twins  is  delivered  and  immediately  after  delivery 
in  hydramnios  and  placenta  praevia.  It  should  be 
used  therapeutically  in  cases  of  post-partum  haem- 
orrhage. Atony  of  the  uterus  is  best  overcome  by 
intramuscular  injection  of  pituitrin,  or  in  very 
severe  cases,  intravenous  injection. 

Pituitrin  is  contra-indicated  in  the  third  stage  only 
in  nephritis  or  arteriosclerosis  with  high  blood- 
pressure. 

Pituitrin  is  contra-indicated  in  general  in  kidney 
disease  and  eclampsia.  It  is  not  contra-indicated 
in  pure  heart  weakness,  but  if  there  is  any  suspicion 
of  coronary  sclerosis  its  use  should  be  avoided,  as 
it  acts  on  the  walls  of  the  artery.  It  is  strictly 
contra-indicated  if  there  are  any  signs  of  threatened 
rupture  of  the  uterus.  Several  authors  say  that 
threatened  rupture  of  the  uterus  is  the  only  contra- 
indication to  its  use.  Vogt  himself  thinks  the  danger 
in  its  use  is  slight  if  it  is  correctly  employed.  There 
is  no  cumulative  effect  and  it  can  be  repeated  at 
intervals  of  one  to  two  hours  throughout  delivery. 
Cases  of  collapse  have  been  observed,  but  only  when 
it  was  given  intravenously  and  too  rapidly.  In  a 
few  cases  stricture  of  the  internal  os  and  tetany  of 
the  uterus  have  occurred.  Some  authors  have  re- 
ported atony  after  delivery  when  pituitrin  was  used 
in  the  second  stage. 

There  may  be  some  danger  for  the  child  if  pituitrin 
is  used  when  not  indicated  or  in  too  large  quantities. 
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The  foetal  heart-sounds  are  always  slowed.  Pitui- 
trin  should  be  used  only  if  the  child's  heart  is  per- 
fectly normal.  He  has  observed  cases  where  chil- 
dren were  delivered  dead  or  in  conditions  of  severe 
asphyxiation,  but  in  no  case  could  this  be  attributed 
to  the  use  of  pituitrin.  There  had  always  been  some 
primary  injury  of  the  child  by  too  long  delivery, 
fever,  or  some  umbilical  cord  complication. 

A.  Goss. 

Newell,  F.  S,:  The  Blood-Pressure  During  Preg- 
nancy, Based  on  Observations  on  450  Cases 
from  the  Records  of  the  Committee  in  Charge 
of  the  Prenatal  Work  Carried  on  by  the  Wo- 
men's Municipal  League  of  Boston.  J.  Am. 
M.  Ass.,  1915,  Ixiv,  393.     By  Surg.,  Gynec.  &  Obst. 

The  study  of  the  records  of  450  cases  shows 
definitely  that  a  considerable  number  of  patients 
have  a  temporary  rise  in  blood-pressure  during 
pregnancy  without  the  development  of  other  symp- 
toms, as  is  found  in  patients  under  other  conditions. 
The  significance  of  this  rise  in  blood-pressure  can 
only  be  ascertained  by  a  frequent  study  of  the  blood- 
pressure  in  a  large  number  of  cases.  In  other 
cases  the  rise  in  blood-pressure  was  followed  by  the 
appearance  of  albumin,  a  combination  of  which  has 
been  shown  to  be  a  definite  indication  of  the  develop- 
ment of  toxaemia.  In  only  one  case,  however,  did 
convulsions  develop,  the  other  cases  yielding  to 
treatment.  Thirty-nine  cases  showed  slight  traces 
of  albumin  in  the  urine,  but  no  changes  in  the  blood- 
pressure.  As  the  urine  was  not  obtained  by  a  cathe- 
ter, the  source  of  the  albumin  is  unknown,  but  in  the 
majority  of  the  cases  it  was  probably  due  to  con- 
tamination of  the  urine  by  leucorrhceal  discharge. 

To  judge  from  these  cases,  the  presence  of  a  slight 
amount  of  albumin,  if  not  accompanied  by  a  rise 
in  blood-pressure,  is  negligible.  Eleven  patients 
showed  albumin  with  a  high  blood-pressure,  all  of 
these  being,  presumably,  more  or  less  toxaemic. 
Five  patients  showed  a  blood-pressure  of  140  or 
over  throughout  the  period  during  which  they  were 
under  observation.  Only  one  of  these  patients 
developed  albumin  at  any  time  during  pregnancy 
and  all  passed  through  labor  normally,  which  would 
tend  to  prove  that  persistent  high  blood-pressure 
in  the  absence  of  other  signs  is  not  necessarily  a 
dangerous  symptom,  although  it  should  always 
arouse  suspicion  and  call  for  increased  watchfulness; 
whereas,  as  was  shown  in  other  cases  in  this  series, 
a  rise  in  blood-pressure  from  a  low  point  is  not  in- 
frequently followed  by  the  appearance  of  albumin 
and  the  development  of  symptoms  of  toxaemia,  and 
is  more  significant  than  a  high  pressure  throughout. 

Edward  L.  Cornell. 

Chotzen,  T. :  Diagnostic  Value  of  the  Antitrypsin 
Content  of  the  Blood  Serum  (Uber  die  diag- 
nostische  Bedeutung  des  antitryptischen  Titers  des 
Blutserums).  Ztschr.  f.  Geburtsh.  u.  Gyndk.,  1915, 
Ixxvi,  859.  By  Surg.,  Gynec.  &  Obst. 

It  has  been  demonstrated  that  the  antitrypsin 
content  of  the  blood  serum  is  increased  in  certain 


conditions,  as  pregnancy,  carcinoma,  nephritis, 
Basedow's  disease,  etc.  Chotzen  reviews  the  litera- 
ture on  the  subject  and  gives  a  series  of  tables 
showing  her  results  in  various  conditions,  as  early 
and  late  pregnancy,  the  puerperium,  carcinoma,  and 
various  pathological  conditions  of  the  genital  organs. 
She  concludes  from  her  results  that  if  there  is  no 
increase  of  the  antitrypsin  content  in  cases  of 
questionable  pregnancy  or  suspected  carcinoma  it 
decides  the  diagnosis  negatively.  A  positive  anti- 
trypsin reaction  must  be  interpreted  cautiously 
in  connection  with  other  symptoms  and  especial- 
ly with  the  Abderhalden  reaction  to  confirm  the 
diagnosis. 

There  are  many  opinions  as  to  the  true  nature 
and  cause  of  the  antitryptic  action  of  the  serum. 
Many  authors  believe  it  is  due  to  a  true  antifer- 
ment  content  in  the  serum.  This  antiferment  is 
utilized  by  the  body  as  a  protection  against  the 
tryptic  ferments  circulating  in  the  blood.  Other 
authors  think  that  the  antitryptic  action  is  not  due 
to  a  true  antiferment  but  is  only  caused  by  increased 
catabolism  of  albumin.  Blood  serum,  even  under 
normal  conditions,  is  to  a  certain  extent  a  solution 
of  the  products  of  disintegration  of  albumin,  and 
therefore  has  a  certain  inhibitory  effect  on  the  action 
of  a  tryptic  ferment  on  albumin;  but  any  condition 
which  increases  albumin  catabolism  in  the  body,  as 
pregnancy,  carcinoma,  Basedow's  disease,  or  nephri- 
tis, must  increase  the  concentration  of  disintegrated 
albumin  in  the  blood  serum,  and  this  is  manifested 
by  an  increased  inhibition  on  the  action  of  trypsin. 

Schwarz  believes  that  the  active  antitryptic 
principle  in  the  serum  is  a  lipoid  substance,  because 
the  serum  loses  its  inhibitory  action  ferment  by 
ether  extraction.  The  increased  antitryptic  con- 
tent of  the  serum  is  caused  by  an  increased  content 
in  organic  lipoids.  Becker  suggests  that  antitryp- 
sin is  not  a  definite  substance,  but  that  the  action 
is  due  to  all  the  chemical  changes  which  take  place 
in  the  composition  of  the  blood,  just  as  an  inhibitory 
action  on  tryptic  ferments  may  be  produced  by 
various  chemical  agents  in  vitro. 

There  is  no  uniformity  of  opinion  as  to  the  nature 
of  this  interesting  phenomenon,  but  these  theoretical 
considerations  are  of  no  practical  significance.  The 
reaction  can,  with  certain  limitations,  be  used  as 
an  aid  in  diagnosis.  A.  Goss. 

Moran,  J.  F.:    The  Endowment  of  Motherhood. 

J.  Am.  M.  Ass.,  1915,  Ixiv,  122. 

By  Surg.,  Gynec.  &  Obst. 

That  thousands  of  women  die  every  year  from 
puerperal  infection  and  accidents  of  childbirth,  that 
many  thousands  more  pass  into  the  care  of  gynecol- 
ogists, and  that  one-third  of  the  blindness  in  the 
world  is  the  result  of  ophthalmia  neonatorum  are 
true  and  convincing  proofs  that  obstetrics  is  woe- 
fully lacking  in  the  careful  study  and  attention  it 
so  rightly  deserves. 

Many  of  the  schools  are  inadequately  equipped 
for  the  teaching  of  obstetrics  properly,  only  one 
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having  an  ideal  clinic;  many  of  the  professors  are 
poorly  prepared  for  their  duties  and  have  little 
conception  of  the  obligations  of  professorship;  many 
of  the  teachers  admit  that  their  students  are  not 
prepared  to  practice  obstetrics  on  graduation; 
one-half  of  the  answers  state  that  ordinary  prac- 
titioners lose  proportionately  as  many  women  from 
puerperal  infection  as  do  midwives  and  that  re- 
form is  urgently  needed  and  can  be  more  readily 
accomplished  by  radical  improvement  in  medical 
education  than  by  the  almost  impossible  task  of 
improving  midwives. 

It  is  the  author's  firm  conviction  that  the  next 
move  in  the  line  of  progressivism  should  be  the 
revision  of  the  curriculum.  In  recent  years  surgery 
has  been  featured  more  and  more  at  the  expense 
of  the  other  branches,  particularly  obstetrics. 
Much  of  the  time  spent  in  the  amphitheater  could 
be  more  profitably  devoted  to  the  general  and  ob- 
stetric wards. 

A  potent  factor  in  much  of  the  inferior  and 
meddlesome  midwifery  practice  owes  its  inception 
to  the  faulty  and  inadequate  training  of  the  student 
under  the  direction  of  an  inexperienced  interne,  or 
his  initiation  into  the  outdoor  confinement  cases  with- 
out proper  supervision  and  facilities.  No  surgeon 
would  elect  to  perform  an  operation  except  under 
the  most  favorable  environment,  and  no  obste- 
trician should  permit  his  students  to  be  trained  in  a 
haphazard  and  indifferent  manner. 

The  college  curriculum  should  be  revised  so  as 
to  fit  men  to  do  the  greatest  good  to  the  race. 
Obstetrics  and  general  medicine  should  be  inten- 
sively taught  in  the  graduate  course,  and  the  prac- 
tice of  surgery  and  gynecology,  which  are  largely 
elective,  should  be  restricted  to  post-graduate 
teaching. 

Obstetrics  is  the  most  arduous,  least  appreciated, 
least  supported,  and  least  compensated  of  all  the 
branches  of  medicine.  Its  dignity  and  importance 
will  never  be  recognized  as  long  as  the  incompetent 
female  and  male  midwives  with  their  bargain- 
counter  inducements  are  placed  on  an  equality 
with  the  trained  practitioner.  That  statistics 
may  show  that  the  results  of  the  general  profession 
are  little  if  any  better  than  those  of  the  midwives' 
is  beside  the  question  and  proves  that  the  standard 
of  teaching  obstetrics  is  low,  very  low,  and  needs  to 
be  radically  improved.  Edward  L.  Cornell. 

Borland,  W.  A.  N.:  Some  Rare  Foetal  Teratisms, 
with  Illustrative  Cases:  Sympodia,  Craniop- 
agus,  and  Acephalus.  Surg.,  Gynec.  &  ObsL, 
1915,  XX,  342.  By  Surg.,  Gynec.  &  Obst. 

Borland  reports  3  exceedingly  rare  monsters. 
The  first  was  a  case  of  uromelia  or  sympus  monopus, 
one  of  twins,  its  fellow  surviving.  Since  1900,  20 
sympodial  monsters,  including  this  specimen,  have 
been  recorded  in  the  world's  literature.  Of  these, 
II  were  true  sirens  (sympus  apus),  7  were  examples 
of  sympus  dipus,  and  only  2  were  uromelic  monsters. 

The   author's   second   case   was   an   example  of 


craniopagus  parietalis,  the  faces  looking  in  opposite 
directions  —  a  twisting  of  180°.  Since  the  time  of 
St.  Hilaire  a  few  cases  of  craniopagus  occurring  in 
animals  have  been  noted  —  especially  in  chickens. 
Of  the  25  cases  of  craniopagus  reported  in  the 
world's  literature,  8  have  survived;  5  for  varying 
lengths  of  time,  and  one  is  surviving  up  to  date. 

The  author's  third  specimen  was  a  typical  sample 
of  acephalus  thorus,  also  occurring  in  a  twin  labor, 
the  autosite  being  stillborn.  These  monsters  are 
wrongly  termed  acardiaci,  since  a  large  number  of 
them  have  presented  hearts  in  varying  degrees  of 
development.  Borland  suggests  that  they  should 
be  grouped  under  the  name  of  cryptocephalus,  since 
the  skiagram  shows,  in  his  specimen,  not  only  ribs, 
but  cervical  vertebrae  and  a  very  distinct  cranium, 
the  whole  being  surrounded  by  a  large  mass  of 
fibrous  connective  tissue.  This  is  probably  a  unique 
case  in  obstetrical  literature. 

Grinnan,  St.  G.  T.:    The  Caring  for  Premature 

Infants.     Virg.  M.  Semi-Month.,   1915,  xix,   528. 

By  Surg.,  Gynec.  &  Obst. 

Comparatively  few  pediatricians  now  use  the  in- 
cubator. A  fresher  and  better  air  than  has  been 
practical  to  obtain  with  the  incubator  is  necessary. 
A  padded  crib  or  box  with  hot-water  bags  on  both 
sides  or  even  under  the  infant  supply  the  necessary 
heat.  He  states  that  the  electrotherm  is  very  satis- 
factory for  supplying  the  heat.  The  temperature  in 
the  box  should  be  85  to  90°  F.  and  in  the  room  72  to 
77°  F.  The  infant  should  be  well  protected  with 
cotton,  and  four  or  five  hours  after  birth  the  first 
bath  may  be  given.  Warm  olive  oil  may  be  used, 
followed  by  water  at  a  temperature  of  100°  F. 
Later,  sponge  baths  are  better  than  tub  baths,  very 
fatty  soap  being  preferred.  When  breast  milk  can- 
not be  obtained,  whey  is  very  useful;  or  evaporated 
milk  may  be  used,  the  infant  being  fed  with  a 
dropper  or  a  Breck  feeder.  W.  D.  Phillips. 

Barbier,  H.,  and  Cleret,  M.:  Atrophy  in  Nurslings 
and  Congenital  Lesions  of  the  Liver  in  the 
Newborn  (L'atrophie  des  nourrissons  et  las  lesions 
congenitales  du  foie  des  nouveau-n6s) .  Arch,  de 
med.  d.  enf.,  Par.,  1914,  xvii,  401. 

By  Zentralbl.  f.  d.  ges.  Gynak.  u.  Geburtsh.  s.  d.  Grenzgeb. 

Atrophic  infants  who  have  never  had  intestinal 
disease  are  very  difiicult  to  cure  in  spite  of  the 
most  rational  feeding.  The  deep-seated  causes  of 
such  atrophies  lie  in  congenital  changes  in  various 
organs,  such  as  the  liver,  pancreas,  intestines,  thy- 
roid, thymus,  muscles,  lungs,  etc. 

The  authors  have  studied  these  changes  in  the 
liver  and  give  case  histories,  microscopical  findings, 
and  histological  pictures.  In  some  cases  they  found 
sclerosis  of  the  vessels  and  fatty  degeneration  of  the 
liver-cells  due  to  a  congenital  syphilis  or  tuberculo- 
sis without  demonstrable  clinical  symptoms.  In 
other  cases,  in  which  leucocytic  infiltration  was 
found,  septic  disease  seemed  to  be  the  cause  of  this 
and  the  resulting  atrophy.  Samelson. 
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Ach,  A.:    The  Operative  Treatment  of  Floating 

Kidney     (tJber    die    operative    Behandlung    der 

Wanderniere) .    Beitr.  z.  klin.  Chir.,  1914,  xciii,  262. 

By  Surg.,  Gynec.  &  Obst. 

The  author  reviews  the  different  methods  em- 
ployed in  fixing  a  floating  kidney  and  discusses 
their  shortcomings.  He  presents  a  method  which 
he  devised,  in  which  the  kidney  is  exposed  by 
means  of  the  Simon  loin  incision  and  is  delivered. 
Then  an  incision  7  cm.  long  is  made  on  the  anterior 
as  well  as  on  the  posterior  surface,  extending  only 
through  the  fibrous  capsule.  Between  these  two 
incisions  the  capsule  is  separated  bluntly  from  the 
renal  parenchyma,  an  additional  incision  over  the 
convexity  being  used  to  aid  in  the  separation.  Then 
a  strip  of  fascia  lata  20  cm.  long  and  6  cm.  wide  is 
brought  underneath  the  capsule  from  one  incision 
through  the  other  and  fixed  to  the  incision  in  the 
capsule.  Thus  the  kidney  retains  its  complete 
capsule  and  two  bands  —  one  anterior  and  one 
posterior  —  are  available  for  anchoring  the  kidney. 
These  bands  of  fascia  are  brought  through  the 
fascia  lumbrosacralis  and,  after  the  kidney  is 
replaced  in  its  normal  position,  are  sutured  to  the 
deep  as  well  as  to  the  superficial  lumbrosacral 
fascia. 

The  author  has  employed  the  method  in  17 
cases,  and  in  each  case  the  kidney  has  retained  its 
fixed  position.  L.  A.  Juhnke. 

Baldwin,  J.  F.:    Dermoids  of  the  Kidney.    Surg., 
Gynec.  &  Obsi.,  1915,  xx,  219. 

By  Surg.,  Gynec.  &  Obst. 

In  addition  to  his  own  case,  Baldwin  reports 
five  others  which  he  has  found  in  the  literature. 
The  classical  case  of  Sir  James  Paget  he  dismisses 
briefly,  as  that  was  a  case  of  dermoid  of  the  kidney 
in  a  sheep.  His  own  case  was  in  a  young  girl  of 
eighteen,  who  had  had  an  abdominal  tumor  on  the 
right  side  since  she  was  a  year  or  two  old.  It  had 
been  growing,  keeping  pace  with  her  growth,  but  of 
late  more  rapidly.  It  was  very  movable,  and  was 
supposed  to  be  connected  with  the  ovary  until  she 
was  under  an  anaesthetic,  when  it  was  decided  that 
it  was  connected  with  the  kidney.  It  was  removed 
by  a  transperitoneal  nephrectomy,  and  was  found 
to  involve  the  lower  half  of  the  kidney.  It  presented 
a  number  of  cysts,  the  walls  of  which  were  made  up 
of  bony  plates,  the  contents  consisting  of  different 
colored  fluids  filled  with  cholesterin  crystals.  The 
patient  promptly  recovered.  Of  the  five  other 
cases  reported  all  were  subjected  to  operation,  but 
only  two  survived. 


Hoover,    F.    B.:     Gonorrhceal    Renal    Infections. 

Interst.  M.  J.,  1915,  xxii,  163. 

By  Surg.,  Gynec.  &  Obst. 

The  author  reports  two  cases  of  gonococcic  infec- 
tion of  the  kidneys  in  which  the  infection  of  the 
urethra  and  prostate  persisted  for  long  periods  of 
five  and  six  years'  duration  with  a  gleety  discharge 
in  the  morning. 

The  patients  had  no  severe  symptoms  referable  to 
the  kidney,  the  only  symptom  being  a  pain  over  the 
kidney  region. 

The  kidneys  were  catheterized  and  the  specimen 
upon  examination  showed  gonococci  in  one  case  and 
colon  bacilli  and  gonococci  in  another. 

There  was  no  finding  of  nephritis,  and  the  infec- 
tion was  limited  to  the  pelvis.  He  shows  the  tend- 
ency of  the  colon  bacilli  to  present  itself  in  the 
course  of  chronic  gonorrhceal  cases. 

The  rapid  results  obtained  in  these  two  cases  from 
injection  of  5  per  cent  argyrol  in  amounts  only  sufla- 
cient  to  fill  the  pelvis  are  also  shown.  The  urethral 
infections  clear  up  after  the  treatment  and  cure  of 
the  kidneys.  The  cases  were  cured  in  about  a 
month.  J.  Radda. 

Harttung,  H.:  The  Influence  of  Urinary  Obstruc- 
tion upon  the  Occurrence  of  Pyogenic  Kidney 
Infection  (Der  Einfluss  der  Harnstauung  auf  die 
Enstehung  der  pyogenen  Niereninf ektion) .  Beitr. 
z.  klin.  Chir.,  1914,  xciii,  710. 

By  Surg.,  Gynec.  &  Obst. 

In  an  extensive  series  of  experiments  the  author 
endeavored  to  determine  the  influence  urinary 
obstruction  exerts  on  the  occurrence  of  pyogenic 
infection  of  the  kidney.  He  experimented  with 
the  ordinary  bacteria,  staphylococci  and  strepto- 
cocci, coli  and  typhoid  bacilli,  and  tubercle  bacilli, 
all  experiments  being  conducted  upon  guinea  pigs. 
He  comes  to  the  conclusion  that  the  retention 
induced  by  the  ligation  of  the  ureters  exerts  a  power- 
ful influence  upon  the  occurrence  of  pyogenic  infec- 
tion of  the  kidney  irrespective  of  whether  the  infec- 
tious material  is  introduced  by  the  ascending  or 
by  the  haematogenous  route.  The  last  series  of 
experiments  in  which  the  ureter  alone  was  ligated 
and  no  infectious  material  introduced  have  shown 
that  the  aseptic  hydronephrosis  induced  present 
pathological  changes,  such  as  ephithelial  injury  and 
interstitial  proliferation  induced  entirely  by  the 
urinary  obstruction  and  not  by  the  bacterial  action, 
as  all  the  cultures  made  from  these  cases  remained 
sterile.  By  these  processes  the  tissues  have  lost 
some  of  their  power  of  resistance  and  are  unable  to 
resist  invasion  by  bacteria.  Even  though  the  infec- 
tious agents  introduced  cannot  in  some  cases  be 
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demonstrated,  nevertheless  the  severe  change  re- 
sulting from  the  later  infection  must  have  been 
induced  by  them  or  their  toxins.  It  is  immaterial 
for  the  proper  estimation  of  the  influence  exerted  by 
obstruction  whether  the  bacteria  are  introduced  by 
the  ascending  or  by  the  haematogenous  route.  That 
obstruction  produces  conditions  favorable  for  the 
bacterial  development,  experiments  have  proven 
conclusively,  if  we  compare  the  results  obtained  in 
the  obstructed  with  those  of  the  unobstructed 
kidney. 

Two  important  questions  arise:  Which  of  the 
two  possible  routes  of  infection  is  the  more  frequent 
in  the  production  of  the  kidney  infection?  This 
will  be  decided  later.  From  the  series  of  experiments 
the  author  is  unable  to  state.  The  other  question 
is:  Is  it  possible  to  determine  from  the  changed 
kidney  whether  the  case  is  one  of  ha;matogenous  or 
ascending  infection?  From  the  author's  experi- 
ments he  thinks  he  may  state  that  it  is.  He  de- 
termined that  in  the  haematogenous  form  of  infec- 
tion the  cortex  was  primarily  involved  and  most 
severely  involved,  whereas  in  the  ascending  type  of 
infection  the  pelvis  of  the  kidney  showed  the  graver 
changes.  On  the  other  hand,  it  must  be  stated 
that  in  some  cases  the  changes  were  not  of  a  decisive 
nature.  In  these  cases  the  microscopic  examination 
renders  valuable  information.  The  question  will  be 
taken  up  later  and  discussed  more  fully  from  a 
clinical  point  of  view.  L.  A.  Juhnke. 

Fowler,  O.  S.:  A  Plausible  Etiology  of  Some  Forms 
of  Renal  Haemorrhage,  Usually  Called  Either 
"Essential    Haematuria"    or    "Renal    Varix." 

Denver  M.  Times,  1915,  xxxiv,  298. 

By  Surg.,  Gynec.  &  Obst. 

Fowler  discourages  the  use  of  such  terms  as 
"essential  hasmaturia"  and  synonymous  terms  on 
the  ground  that  they  are  used  to  cover  our  ignorance. 

Renal  varix  describes  a  definite  lesion,  but  the 
author  thinks  it  unwisely  chosen,  believing  that  the 
condition  is  not  a  varicosity  but  an  inflammation 
with  ulceration,  the  infection  being  difficult  to 
demonstrate  because  of  the  presence  of  large  num- 
bers of  blood-cells. 

So-called  "essential  haematuria"  may  be  from  one 
or  both  kidneys.  Localized  nephritis  has  been 
demonstrated  in  some  cases  (Albarran). 

The  author  found  ureteral  obstruction  and  infec- 
tion in  some  of  his  cases.  Floating  kidney  and 
pregnancy  may  give  rise  to  this  condition,  and  in 
these  it  is  probably  caused  by  obstruction  and 
infection. 

The  suggestion  that  essential  haematuria  is  due 
to  passive  congestion  he  doubts  on  the  ground  that 
haemorrhage  is  never  produced  in  other  organs  from 
this  cause,  also  that  haemorrhage  is  not  produced 
by  the  passive  congestion  following  ligation  of  a 
large  aberrant  renal  vein. 

The  condition  described  as  renal  varices,  the 
author  believes  to  be  only  that  due  to  inflamma- 
tion and  ulceration. 


As  to  treatment,  rest  in  bed,  urinary  anti- 
septics, increased  fluids,  and  proper  diet  as  indi- 
cated in  other  forms  of  pyelitis  are  of  temporary 
value. 

The  results  of  renal  lavage  and  the  instillation 
of  epinephrin  do  not  justify  general  adoption. 

Nephrectomy  is  justifiable  only  where  haemor- 
rhage is  uncontrollable  by  any  other  means  and 
when  proven  to  be  coming  from  only  one  kidney. 

Nephrotomy  and  pyelotomy  give  temporary 
relief  by  the  effect  of  drainage  on  the  infection. 

Serum  may  also  be  of  temporary  value.  Vaccines 
have  seemed  to  be  of  more  value  after  the  kidney  is 
replaced  in  proper  position. 

The  author  believes  that  infection  is  the  causative 
factor  in  these  cases,  and  advocates  drainage,  which 
he  thinks  is  best  accomplished  by  nephropexy,  the 
kidney  being  anchored  in  an  oblique  position,  by 
means  of  strips  of  fascia  lata,  to  give  free  drainage. 
He  has  used  this  method  on  forty  kidneys  with  satis- 
factory results.     His  conclusions  are: 

1.  "Essential  haematuria"  and  synonymous 
meaningless  terms  should  be  eliminated  from  our 
medical  vocabulary. 

2.  We  believe  infection  of  the  pelvis  or  paren- 
chyma is  at  the  bottom  of  all  these  obscure  renal 
haemorrhages. 

3.  The  term  "renal  varix"  has  been  given  to  a 
condition  that  is  accurately  descriptive  of  localized 
inflammation  with  ulceration,  and  the  old  term 
ulceration  should  be  used  instead  of  using  the  new 
term  "renal  varix." 

4.  Haemorrhage  may  come  from  an  ulcerated 
area,  microscopic  or  macroscopic  in  size. 

5.  Nephrectomy  should  never  be  done  except 
where  life  is  endangered  by  the  haemorrhage. 

6.  Medical  treatment  may  give  temporary  relief 
in  a  small  per  cent  of  cases. 

7.  We  must  modify  our  laboratory  technique, 
on  account  of  the  large  number  of  blood-cells,  by 
not  centrifuging  the  urine.  This  will  facilitate 
the  detection  of  casts,  pus,  and  micro-organisms 
that  would  otherwise  be  overlooked. 

H.  G.  Hamer. 

Jaschke,  R.  T. :  Diagnosis  and  Treatment  of  Kid- 
ney Tuberculosis  in  Women  (Zur  Diagnose  und 
Therapie  der  Nierentuberkulose  bei  Frauen). 
Zischr.  f.  gynak.  Urol.,  1914,  v,  No.  i. 

By  Surg.,  Gynec.  &  Obst. 

In  general  the  author  confirms  the  experience  of 
other  men  and  emphasizes  in  particular  the  neces- 
sity of  early  diagnosis  and  early  operation.  Of  the 
six  cases  described,  two  deserve  closer  study:  one 
because  it  commenced  ten  years  previously  with  a 
primary  haemorrhage  and  because  in  spite  of  its  long 
duration,  the  process  remained  unilateral  and  did 
not  even  involve  the  bladder;  the  other  because  it 
was  followed  three  weeks  after  operation  by  a  dis- 
seminating microscopically  positive  tuberculosis 
of  the  vulva,  which  responded  to  X-ray  therapy. 

L.  A.  Juhnke. 
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Gordon,  G.  S. :  The  Silence  of  Renal  Tuberculosis. 

Surg.,Gynec.  b"  Obst.,  1915,  xx,  216. 

By  Surg.,  Gynec.  &  Obst. 

There  is  a  large  percentage  of  cases  of  renal 
tuberculosis  in  which  pain  over  the  affected  organ 
is  lacking  throughout  the  whole  course  of  the 
disease.  Tension,  which  is  a  frequent  cause  of  pain, 
is  not  so  apt  to  occur  in  renal  inflammations  be- 
cause of  free  natural  drainage  through  tubules, 
calyces,  pelvis,  and  ureter,  and  because  these  con- 
duits are  constantly  flushed  with  urine.  When 
these  passages  are  suddenly  blocked  pain  does  occur 
(renal  colic),  but  gradual  obstruction  may  cause 
only  an  ache  or  even  no  discomfort  at  all.  Even 
tenderness  on  pressure  may  be  absent. 

Four  cases  of  silent  renal  tuberculosis  are  re- 
ported. Three  of  these  ended  fatally,  and  of  these 
only  two  were  diagnosed  during  life  and  very  late 
in  their  course.  The  fourth  case  was  apparently 
one  of  simple  cystitis,  for  which  nephrectomy  and 
ureterectomy  were  done  with  good  result. 

The  object  of  the  paper  is  to  lay  stress  on  the 
fact  that  the  presence  of  renal  tuberculosis  is  often 
overlooked  when  pain  or  tenderness  over  the  kidney 
is  absent,  and  to  urge  more  careful  examination  of 
all  cases  of  haematuria  or  cystitis.  Also  a  patient 
suffering  from  loss  of  weight  and  strength  without 
manifest  cause  should  always  have  the  urine  ex- 
amined for  pus,  which  may  be  of  renal  origin  and 
come  from  a  tuberculous  process  there.  The 
methods  of  diagnosis  in  obscure  cases  are  discussed. 

Hess,  O.:  Experiences  with  the  Phenolsulphone- 
phthalein  Method  of  Testing  the  Function  of 
the  Kidney.  Bull.  Johns  Hopkins  Hasp.,  1915, 
xxvi,  52.  By  Surg.,  Gynec.  &  Obst. 

The  experience  of  Hess  with  the  phenolsulphone- 
phthalein  test  of  kidney  function  agrees  in  the 
main  with  the  published  reports  of  other  observers. 
He  finds  that  there  exists  for  the  healthy  kidney 
a  typical  curve  of  excretion  for  the  first  four  15- 
minute  periods.  Under  normal  conditions,  the 
quantity  excreted  during  the  first  i  s-minute  period 
is  increased  during  the  second,  rarely  increases 
during  the  third,  decreases  during  the  fourth,  and 
then  steadily  drops  to  zero.  However,  even  normal 
kidneys  may  show  certain  variations  in  excretion. 

He  has  found  in  every  case  of  kidney  disease  con- 
firmed by  autopsy  or  operation  an  abnormal 
phenolsulphonephthalein  excretion  closely  paralleled 
by  the  severity  of  the  condition.  This  is  most 
striking  in  chronic  nephritis.  Every  case  of  ab- 
normally low  or  entirely  absent  excretion  allows 
of  a  very  bad  prognosis. 

In  acute  disease  of  the  kidney,  in  toxic  derange- 
ment thereof,  and  in  amyloid  kidney,  the  results  of 
the  test  are  not  so  clear,  being  occasionally  con- 
tradictory. In  cardiac  insufficiency  the  excretion 
is  delayed  —  to  become  normal  again  as  the  cardiac 
condition  improves. 

The  excretion  is  abnormal  where  NaCl  or  urea 
excretion  is  below  normal.     There  is  also  a  parallel 


between  the  excretion  of  phenolsulphonephthalein 
and  the  diastase  contents  of  the  urine. 

In  unilateral  kidney  disease,  the  test  is  of  value 
in  determining  the  work  each  kidney  can  do. 

He  believes  that  we  are  justified  in  concluding 
that  the  phthalein  test  surpasses  all  other  similar 
methods  in  its  simplicity.  A.  Nelken. 

Patton,  J.  A.:   Surgical  Kidney  and  Life  Expecta- 
tion.     Urol.  &•  Cutan.  Rev.,  1915,  xix,  81. 

By  Surg.,  Gynec.  &  Obst. 

In  a  circular  letter  to  64  medical  directors  of  life 
insurance  companies,  52  of  whom  responded,  the 
author  put  the  following  questions: 

"What  has  been  the  practice  of  your  department 
with  reference  to  applicants  giving  a  history  of 
nephropexy,  nephrotomy,  and  nephrectomy? 

"If  considered  favorably,  what  investigation  do 
you  make  and  what  length  of  time  do  you  require 
following  the  operation?  What  effect  upon  your 
action  has  the  following  causes  of  the  nephrotomy 
or  nephrectomy:  (i)  abscess;  (2)  calculus;  (3)  in- 
jury; (4)  tuberculosis;  (5)  tumor?" 

The  replies  for  cases  of  nephropexy  can  be  easily 
summarized:  Four  failed  to  answer;  5  had  had  no  ex- 
perience; 8  would  decline;  4  would  treat  each  case 
individually;  one  stated  that  they  must  trust  to  luck. 
Simple  cases,  where  the  statements  showed  re- 
covery, were  accepted  by  one,  in  six  months;  6 
after  one  year;  5  after  two  years;  3  after  three 
years;  4  after  five  years;  8  after  sufficient  (?)  time  to 
insure  recovery;  2  would  refuse  them  for  term  in- 
surance; I  would  get  off  the  risk  by  age  50  to  55;  2 
did  not  think  mortality  was  increased;  i  treated  the 
nephrectomy  as  a  case  of  appendectomy;  2  would 
issue  at  standard  rates. 

Nephrotomy  cases  would  be  declined  by  16  com- 
panies; nephrectomy  cases  would  be  refused  by  34 
companies  without  any  consideration;  and  all  were 
united  on  the  rejection  of  tubercular  or  malignant 
tumor  or  diseased  cases  that  had  had  either  a 
nephrotomy  or  nephrectomy.  The  cases  would  be 
considered  on  their  merits  or  individually  by  8 
companies  in  nephrotomy  and  by  4  in  nephrectomy. 

Nephrotomy  cases,  because  of  abscess,  are  de- 
clined outright  by  5  companies;  i  considered  them 
extremely  hazardous;  i  stated  no  rule,  but  did  not 
favor  such  cases.  One  took  cured  cases  after  one 
year;  2  after  two  years,  but  i  on  substandard  forms 
only;  i  after  three  years;  i  after  three  to  five  years, 
depending  upon  the  case;  3  after  five  years;  i  stated 
that  single  abscess  was  not  a  factor.  The  action  in 
nephrectomies  due  to  abscess  is  not  stated  with 
sufficient  clearness  to  permit  any  definite  classifica- 
tion. The  nephrotomies  for  calculus  would  be  de- 
clined by  two  companies.  I.  S.  Koll. 

Herrick,  F.  C:  Chronic  Pyelitis;  Its  Cause, 
Clinical  Course,  and  Treatment.  Ohio  St.  M. 
J.,  1915,  xi,  173.  By  Surg.,  Gynec.  &  Obst. 

After  enumerating  the  various  causes  of  pyelitis, 
the  author  calls  attention  to  some  facts  proven  by 
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recent  experimental  work  (Draper,  Barber,  Braasch, 
and  Koll).  First,  a  simple  cutting  of  the  ureteral 
sphincter  is  not  necessarily  followed  by  renal  in- 
fection. (Braasch).  Again,  a  paralysis  of  ureteral 
prostalsis  by  stripping  the  ureter  from  the  surround- 
ing tissues  is  followed  in  75  per  cent  of  cases  by 
hydronephrosis.  This  evidently  must  be  ex- 
plained by  assuming  the  ureter  to  be  a  propulsive 
organ  and  not  a  simple  conducting  tube.  There  is 
nothing  in  this  work  to  show  that  a  spasmodic 
stricture  did  not  exist  at  the  beginning  or  end  of  the 
ureter  or  that  congestion  attendant  upon  manipula- 
tion and  surrounding  scar  formation  did  not  produce 
an  actual  ureteral  obstruction.  And,  finally,  a 
cutting  of  the  sphincter  plus  a  ureteral  paralysis, 
as  above,  was  followed  by  renal  infection  without 
hydronephrosis. 

He  emphasizes  the  fact  that  injury  to  the  kidney 
seems  as  necessary  for  the  development  of  the  or- 
ganisms and  a  pyelitis  as  does  injury  to  the  lower 
urinary  tract  for  their  entrance  into  the  renal 
pelvis. 

In  the  treatment  of  the  chronic  condition  he 
recommends  the  following  procedure: 

1.  Determine  the  source  of  the  infection.  A 
pus-tube,  troublesome  prostate,  fibroid  uterus, 
diverticulitis,  or  an  inflamed  appendix  lying  on  the 
ureter  must  be  removed,  a  cholecystitis  drained;  a 
cystocele  or  involvement  of  the  lower  ureter  in  a 
pelvic  scar  must  be  corrected. 

2.  Correct  any  mechanical  obstruction  along  the 
urinary  tract  from  urethral  stricture  to  renal  ptosis. 
Special  attention  must  be  paid  to  hydronephrosis 
of  however  small  capacity. 

3.  There  remains  a  large  group  of  cases  due  to 
an  ascending  infection  from  a  more  or  less  badly 
infected  bladder  which  requires  local  treatment. 
Therapeutic  injections  into  the  renal  pelvis  have 
been  used  for  about  ten  years  but  only  more  re- 
cently has  their  real  value  been  recognized.  The 
passage  of  a  ureteral  catheter  and  the  irrigation  of 
the  pelvis  with  some  solution  of  a  silver  salt,  silver 
nitrate  1:500  to  1:3000;  protargol  5  per  cent,  argyrol 
25  per  cent  (Pilcher),  have  given  splendid  results. 
Koll  advises  liquid  aluminum  acetatis,  2  per  cent, 
since  the  acid  radical  of  this  drug  is  especially  del- 
eterious to  the  colon  bacillus.  Good  results  have 
been  obtained  by  continuous  bladder  irrigation  for 
eight  to  ten  hours  at  a  time  with  a  warm  one  per 
cent  boric  acid  solution  in  sterile  filtered  water. 

4.  If  such  treatment  is  not  effective  and  the  acute 
attacks  are  recurrent  and  the  disease  unilateral, 
nephrectomy  is  justified.  W.  E.  Lower. 

Bar  bat,  J.  H.:  Ureteral  Defect  Repaired  with  Loop 
of  Intestines.     Calif.  St.  J.  Med.,  1915,  xiii,  70. 

By  Surg.,  Gynec.  &  Obst. 

This  case  is  interesting  because  it  shows  that 
with  proper  technique  the  intestine  may  be  used 
to  bridge  any  defect  of  the  ureter  between  the  kidney 
and  the  bladder. 

The  patient,  a  woman  aged  30  years,  had  been 


operated  upon  early  in  1911  for  chronic  pelvic  in- 
flammation. The  operation  was  extremely  difficult 
and  the  anatomy  much  distorted,  and  the  surgeon 
had  the  misfortune  to  include  the  right  ureter  in 
one  of  the  ligatures.  Thirteen  days  later  an  in- 
cision near  McBurney's  point  gave  exit  to  a  large 
amount  of  bloody  urine.  The  urine  continued 
to  be  discharged  through  the  wound,  and  two  weeks 
later  an  operation  was  attempted  to  repair  the 
severed  ureter.  It  was  found  that  about  one  and 
one-half  inches  of  the  right  ureter  was  necrosed, 
and  the  ends  could  not  be  brought  together;  so  a 
ureteral  catheter  was  passed  up  through  the  bladder 
and  into  the  proximal  end  of  the  ureter,  and  the 
tissues  sewed  over  it  in  an  attempt  to  restore  the 
continuity  of  the  ureter.  This  procedure  was  not 
successful,  and  the  urine  continued  to  flow  through 
the  abdominal  wound. 

The  author  saw  the  patient  first  on  May  27,  191 1, 
at  which  time  her  general  condition  was  fair.  She 
presented  a  central  abdominal  scar  in  very  good 
condition,  and  a  small  fistulous  opening  near 
McBurney's  point  leading  directly  back  three  inches, 
from  which  clear  urine  flowed;  with  indigo-carmin, 
colored  urine  appeared  almost  simultaneously 
from  the  left  ureter  and  the  fistula,  showing  the 
competence  of  the  right  kidney.  The  urine  was 
free  from  bacteria,  and  the  chemical  composition 
identical  with  that  of  the  left  kidney.  The  question 
arose  as  to  whether  the  kidney  should  be  removed 
or  conserved.  In  view  of  its  perfect  condition  the 
author  determined  to  attempt  its  conservation. 

The  patient  was  prepared  by  being  given  10  grains 
of  hexamethylene  tetramine  three  times  a  day  for 
six  days  before  the  operation,  and  having  the  bowels 
thoroughly  cleaned  out,  five  grains  of  guaiacol  car- 
bonate being  administered  every  four  hours  for  two 
days  before  the  operation.  The  bladder  and  fistula 
were  washed  out  with  10  per  cent  barolyptol  solu- 
tion, and  the  bladder  left  full.  A  long  right  rectus 
incision  was  made,  and  the  intestines  were  found 
matted  together  by  numerous  adhesions,  which  were 
rapidly  cut  apart  with  a  scalpel,  and  the  raw  places 
sewed  over  with  fine  catgut.  The  ureter  was  found 
and  traced  down  to  a  mass  corresponding  to  the 
bottom  of  the  fistula.  It  was  ligated  close  to  the 
mass  and  cut;  the  proximal  end  was  lifted  up  and 
clamped.  A  loop  of  ileum  seven  inches  long  was 
isolated  from  the  faecal  tract,  the  continuity  of 
which  was  restored  by  joining  the  cut  ends  with  a 
Murphy  button.  Great  care  was  exercised  to 
preserve  the  blood  supply  of  the  isolated  loop  and 
avoid  tension  on  its  mesentery  throughout  the  opera- 
tion. The  loop  was  flushed  out  with  a  large  amount 
of  1 :  1000  formalin  solution,  and  the  upper  end  closed 
by  inversion.  The  lower  end  was  sewed  to  a  slit 
in  the  bladder  by  means  of  continuous  through-and- 
through  catgut  sutures.  With  a  von  Graeffe  knife, 
directed  downward,  a  small  obUque  puncture  was 
then  made  in  the  side  of  the  intestinal  wall,  one 
inch  from  the  closed  end.  The  end  of  the  ureter 
was  split  in  half  for  a  distance  of  one-third  of  an 
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inch,  and  by  means  of  two  sutures  of  very  fine 
catgut  the  split  ends  were  drawn  into  the  lumen  of 
the  intestine  and  firmly  anchored.  The  muscularis 
and  peritoneum  of  the  intestine  were  drawn  over 
the  ureter  at  the  upper  part  of  its  emergence 
from  the  intestinal  puncture.  The  abdominal  wall 
was  closed  in  tiers. 

Cystoscopic  examination  three  weeks  after  the 
operation  showed  that  the  right  ureter  commu- 
nicated with  the  old  fistula  and  permitted  some 
urine  to  flow  backward.  This  fistula  closed  three 
months  after  the  operation.  The  patient  went  home 
after  six  weeks  with  both  fistulae  discharging  very 
small  quantities  of  urine,  which  caused  her  very 
little  inconvenience. 

Cystoscopic  examination  on  November  12,  19 13, 
showed  urine  from  the  left  ureter  to  be  sterile,  while 
urine  from  the  bladder  showed  colon  bacilli  and 
shreds  of  mucus.  The  bladder  was  not  tender  and 
its  walls  did  not  show  any  signs  of  an  inflammatory 
process.  The  patient  has  gained  25  pounds  since 
the  operation,  and  is  enjoying  the  best  of  health. 
The  quantity  of  urine  secreted  has  been  normal 
throughout  the  entire  time,  and  with  the  exception 
of  the  mucous  shreds  and  the  colon  bacilli  is  perfectly 
normal.  The  author  therefore  concludes  that  the 
right  kidney  is  functionating  normally  and  has  not 
yet  become  infected.  It  is  now  over  three  years 
since  the  operation  and  there  is  good  reason  to  be- 
lieve that  the  patient  will  continue  in  good  health. 

H.  A.  Moore. 

BLADDER,  URETHRA,  AND  PENIS 

Cabot,  H. :  Some  Observations  upon  Diverticulum 
of  the  Bladder.  Boston  M.  b°  S.  J.,  191 5,  clxxii, 
300.  By  Surg.,  Gynec.  &  Obst. 

The  routine  use  of  the  cystoscope  has  led  to  the 
discovery  of  many  cases  of  diverticulum  of  the  blad- 
der that  otherwise  would  have  remained  un- 
recognized due  to  the  fact  that  diverticula  of  this 
viscus,  in  the  early  stages,  produce  no  recognizable 
symptoms. 

Cabot  believes  that  the  term  "diverticulum" 
should  be  confined  to  those  pouches,  always  con- 
genital in  origin,  occurring  most  frequently  in  certain 
positions,  but  occasionally  seen  in  almost  any  por- 
tion of  the  bladder  and  not  due  to  defective  develop- 
ment or  lack  of  closure  of  any  recognized  structure. 
The  author  cannot  agree  with  Chute  that  they  orig- 
inate in  the  little  pouches  normally  seen  just  above 
the  ureteric  orifice,  and  that  they  become  important 
only  when  this  pouch  is  exaggerated  as  the  result 
of  obstructive  pressure.  Cabot  says  that  divertic- 
ula are  so  frequently  found  in  individuals  in  whom 
obstruction  is  totally  absent,  in  whom,  in  fact,  the 
symptoms  of  obstruction  are  due,  not  to  any  ob- 
struction, but  to  the  diverticulum.  He  is  inclined 
to  the  view  that  when  found  in  individuals  with 
urinary  obstruction,  they  are  an  accidental  finding 
and  of  no  etiological  significance.  That  they  are  due 
to  some  embryonic  defect  is  clear,  but  Cabot  has 


as  yet  seen  no  adequate  explanation  of  their  forma- 
tion beyond  the  fact  that  they  are  associated  with 
peculiarities  of  the  closure  of  the  cloaca,  perhaps 
with  a  tendency  to  budding  from  this  structure.  It 
is  to  be  hoped  that  some  embryologist  will  furnish 
an  explanation. 

Bladder  diverticula  are  covered  by  the  normal 
coats  of  the  bladder,  though  the  contractility  of  their 
muscular  fibers  is  at  times  certainly  defective. 
The  position  of  election  seems  to  be  in  the  immediate 
neighborhood  of  the  ureteral  openings,  on  the  blad- 
der base,  on  the  sides,  and  even  near  the  vertex. 
The  effects  of  bladder  diverticula  upon  the  urinary 
apparatus  are  largely  from  (i)  those  arising  from 
pressure  upon  the  ureter,  and  (2)  from  those  arising 
from  the  inability  of  the  diverticulum  to  empty 
itself  completely,  and  therefore  its  great  liability 
to  infection. 

The  importance  of  diverticula  in  the  production 
of  hydronephrosis  has  not,  so  Cabot  thinks,  been 
sufficiently  emphasized.  The  frequency  with 
which  they  occur  in  relation  to  the  ureter,  and  the 
tendency  of  the  ureter  orifices  to  lie  in  the  divertic- 
ulum or  to  be  drawn  into  it,  at  once  puts  the  in- 
tegrity of  the  kidney  upon  that  side  in  jeopardy. 

The  author  reports  three  cases  of  bladder  divertic- 
ulum, one  being  diagnosed  only  at  autopsy;  the 
other  two  cases  were  operated  upon  by  Cabot. 

In  the  first  operated  case,  a  diverticulum  of 
considerable  size  lay  just  above  the  left  ureter, 
which  followed  its  lower  margin  and  opened  just  at 
its  orifice.  The  distention  of  the  diverticulum 
produced  a  valvelike  obstruction  of  the  ureter,  which 
was  much  dilated  and  thickened.  The  diverticulum 
was  excised,  followed  by  recovery.  The  second  case 
showed,  at  cystoscopy,  a  diverticulum  on  the  right 
lateral  wall  of  the  bladder.  Suprapubic  extraperi- 
toneal cystotomy  was  done,  the  diverticulum  excised 
extra-peritoneally,  and  the  bladder  closed  with  inter- 
rupted sutures,  a  tube  drain  being  left  in  the  blad- 
der.    Recovery  followed.  H.  W.  E.  Walther. 

Ballenger,  E.  G.,  and  Elder,  O.  F.:  Soft  Tumor  of 
the  Urinary  Bladder.  J.  Am.  M.  Ass.,  1915,  Ixiv, 
580.  By  Surg.,  Gynec.  &  Obst. 

After  having  diagnosed  by  cystoscopic  examina- 
tion a  bladder  papillomata,  Ballenger  and  Elder, 
in  order  to  judge  the  thickness  of  the  bladder  wall 
at  the  tumor  base,  radiographed  the  tumor  during 
air-distention  of  the  bladder.  The  shadow  in- 
dicated a  possible  malignancy,  and  excision  in- 
stead of  fulguration  was  done.  The  pathologist's 
report  was  negative  to  carcinoma.  Fulguration 
should  be  used  in  case  of  a  recurrence. 

C.  E.  Barnett. 

Hyman,  A. :  Experiences  with  the  High-Frequency 
Current  in  Vesical  Tumors.  Urol.  &•  Cutan. 
Rev.,  1915,  xix,  61.  By  Surg.,  Gynec.  &  Obst. 

The  author  reports  his  personal  experiences  in 
15  cases.  In  his  opinion,  a  correct  differential  diag- 
nosis can  be  made  between  benign  and  malignant 
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growths  of  the  bladder.  He  finds  that  recurrences 
are  less  frequent  following  high-frequency  treat- 
ment than  after  operation,  but  that  it  is  important 
to  have  all  patients  report  for  reexamination  at 
intervals  of  three  to  six  months.  The  following 
class  of  cases  are  not  adapted  to  this  form  of  treat- 
ment: 

1.  Cases  complicated  by  severe  cystitis  with  a 
small  bladder  capacity. 

2.  Tumors  at  the  neck  of  the  bladder  which  bleed 
profusely  at  each  instrumentation. 

3.  Tumors  that  show  no  tendency  toward  dis- 
integration after  several  treatments,  and  operable 
carcinoma  of  the  bladder.  H.  L.  Sanford. 

Buerger,  L.:  Certain  Problems  in  Urethrovesical 
Diagnosis  and  Treatment;  Description  of  a 
New  Instrument.    Am.  J.  Surg.,  1915,  xxix,  54. 

By  Surg.,  Gynec.  &  Obst. 

The  author  calls  attention  to  some  of  the  difficul- 
ties that  have  confronted  the  cystoscopist,  both  in 
methods  of  observation,  cystoscopy,  and  intra- 
vesical operative  work.  A  decided  impetus  has 
been  given  to  cystoscopic  diagnosis  by  the  develop- 
ment of  certain  types  of  cystoscopic  instruments. 
The  difficulties  in  observation  cystoscopy  and  ure- 
teral catheterization  have  been  overcome  by  the 
construction  of  an  instrument  in  which  the  mechani- 
cal assemblage  of  parts  makes  ureteral  catheteriza- 
tion an  extremely  easy  procedure.  The  develop- 
ment of  a  new  lens  system  also  gave  so  much  more 
light  in  the  interior  of  the  bladder  that  the  problem 
of  adequate  illumination,  too,  has  been  completely 
solved.  With  the  invention  of  a  cysto-urethroscope 
the  posterior  urethra  was  revealed  to  us  in  an  entire- 
ly new  light.  Perhaps  the  only  region  of  the  urethro- 
vesical tract  that  was  still  difficult  of  access  for  in- 
travesical operative  treatment  was  the  region  of  the 
sphincter.  By  making  certain  changes  in  the  cysto- 
urethroscope,  Buerger  was  able  to  construct  an  in- 
strument by  means  of  which  papillomata  at  the 
neck  of  the  bladder  could  be  easily  fulgurated  and 
lesions  in  the  posterior  urethra  and  doubtful  tumors 
could  be  attacked  with  a  punch  forceps  in  a  manner 
similar  to  that  employed  in  the  operating  cysto- 
scope.  In  a  number  of  cases  he  was  able  to  com- 
pletely cure  papillomata  at  the  neck  of  the  bladder 
which  were  wholly  inaccessible  to  the  operating 
cystoscope. 

Russell,  R.  H.:  Treatment  of  Urethral  Stricture 
by  Excision.    Brit.  J.  Surg.,  1915,  ii,  375. 

By  Surg.,  Gynec.  &  Obst. 

The  author  describes  the  technique  which  he 
employs  in  cases  of  urethral  stricture  requiring 
operative  treatment.  He  would  use  this  operation 
where  any  cutting  operation  is  indicated. 

He  believes  that  external  urethrotomy,  which 
gives  immediate  relief  in  conditions  of  great  urgency, 
has  proved  in  a  large  number  of  cases  to  be  elusive 
and  disastrous  in  the  long  run,  eventuating  in  the 
most  intractable  kind  of  cicatricial  stricture. 


In  his  conclusions  he  makes  the  statement  that 
in  all  cases  of  stricture  that  are  not  easily  managed 
by  dilatation,  excision  of  the  stricture  is  advised. 
In  his  opinion  the  operation  which  he  has  described 
should  entirely  supersede  both  external  and  internal 
urethrotomy. 

The  article  is  very  well  illustrated,  the  illustra- 
tions showing  the  various  steps  in  the  technique. 
The  formal  operation  is  carried  out  in  the  extreme 
lithotomy  position,  with  the  pelvis  well  raised,  and 
is  done  in  the  following  three  stages: 

1.  The  first  stage  consists  in  exposure  and  open- 
ing of  the  membranous  urethra  and  slitting  it  up 
forward  toward  the  stricture;  incision  as  for  perineal 
prostatectomy  —  an  inverted  V  having  the  apex  at 
the  central  point  of  the  perineum.  The  ischio- 
rectal fossa  is  opened  up  on  either  side,  and  a  bifid 
retractor  used  to  draw  the  external  sphincter  back- 
ward, while  that  muscle  is  detached  at  the  central 
tendon  connecting  it  with  the  bulbocavernosus 
muscle;  the  bulb  and  the  transverse  perinei  muscles 
are  drawn  forward,  and  the  membranous  urethra 
and  apex  of  the  prostate  exposed  exactly  as  in  the 
operation  of  perineal  prostatectomy.  The  mem- 
branous urethra  is  next  opened  longitudinally,  a 
silk-thread  retractor  introduced  into  either  side  of 
the  opening,  and  the  urethra  then  slit  up  forward 
until  the  back  of  the  stricture  is  encountered. 

2.  This  stage  consists  in  the  exposure  and  open- 
ing of  the  urethra  in  front  of  the  stricture  and  slitting 
it  up  backward  toward  the  stricture;  median  in- 
cision, meeting  the  apex  of  the  former  incision.  A 
director  or  Wheelhouse  staff  is  passed,  and  the 
urethra  opened  upon  it  in  front  of  the  stricture. 
Silk-thread  retractors  are  introduced  into  the  mar- 
gins of  this  opening  also,  and  the  urethra  is  slit  up 
backward  to  the  stricture,  so  that  the  length  of  the 
urethra,  including  the  strictured  portion  and  an 
inch  or  two  behind  and  in  front  of  it,  will  be  plainly 
exposed. 

3.  The  third  and  last  stage  consists  in  excision 
of  the  stricture  and  suturing  the  urethra.  The 
strictured  portion  of  the  urethra  together  with  the 
fibrous  extra-urethral  masses  is  then  excised  com- 
pletely; the  cut  ends  are  then  loosened  and  freed 
by  undercutting  and  brought  together  accurately  by 
five  interrupted  sutures  of  catgut. 

Leaving  the  urethra  without  any  further  sutures, 
a  rubber  catheter  is  fastened  in  the  bladder,  and  the 
two  lateral  incisions  in  the  perineum  are  sutured 
with  deep  silkworm-gut  sutures,  two  on  either  side. 
No  sutures  are  placed  in  the  perineal  wound  in  front 
of  the  catheter.  The  catheter  must  be  left  for  at 
least  a  week;  it  may  then  be  removed  and  the 
perineal  wound  allowed  to  heal. 

The  foregoing  sets  forth  briefly  the  steps  of  the 
operation;  there  are,  however,  one  or  two  matters 
which  should  be  alluded  to  in  greater  detail. 

When  the  stricture  is  fully  exposed  in  the  opera- 
tion, the  following  points  must  be  specially  noticed: 
(i)  The  peri-urethral  masses  of  fibrous  tissue  which 
caused  the  obstruction;  (2)  the  dilatation  of  the 
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urethra  behind  the  obstruction;  (3)  owing  to  the 
pressure  of  the  urine  forward  against  the  stricture 
it  will  frequently  be  observed  that  the  urethra,  in 
addition  to  being  dilated  behind  the  stricture,  will 
have  become  somewhat  pushed  to  one  side,  so  that 
a  condition  approaching  to  an  S-curve  appears  in 
the  channel  at  the  point  of  obstruction,  and  the 
directions  of  the  urethral  channels  behind  and  in 
front  of  the  stricture  no  longer  correspond,  but  are 
out  of  alignment;  in  fact,  the  posterior  urethra  tends 
to  be  pushed  forward  and  to  one  side  of  the  stricture, 
greatly  aggravating  the  difficulty  of  micturition, 
and  rendering  the  introduction  of  an  instrument 
almost  impossible. 

Again,  the  surgeon  must  decide  as  to  his  exact 
procedure  after  the  stricture  is  exposed  to  view;  the 
urethra  will  appear  as  a  "strip,"  interrupted  and 
damaged  at  the  seat  of  stricture,  and  the  exact 
amount  necessary  to  remove  must  be  determined 
at  once.  If  the  mucous  membrane  seems  but  little 
damaged,  only  the  peri-urethral  masses  need  be  cut 
away.  As  a  rule,  however,  it  is  necessary  to  excise 
a  portion  of  ragged  and  injured  mucous  membrane. 
It  will  be  found  that  the  completeness  of  the  expo- 
sure renders  it  easy  to  conserve  the  mucous  mem- 
brane to  the  utmost;  nevertheless,  he  has  on  more 
than  one  occasion  removed  upwards  of  an  inch  of 
the  urethra. 

The  position  of  the  catheter  insures  that  the 
urethral  wound  which  has  been  sutured  shall  be 
protected  from  contact  with  urine  during  healing; 
when  the  catheter  is  taken  out  it  will  be  found  that 
the  wound  will  close  very  rapidly,  and  healing  will 
be  complete  in  a  few  days.  In  brief,  the  restoration 
of  the  urethral  tube  is  left  entirely  to  natural  pro- 
cesses, as  stated  at  the  outset.  When  healing  has 
taken  place  it  is  always  found  that  the  patient 
passes  water  naturally  in  a  full  stream. 

Several  weeks  are  allowed  to  elapse  after  the 
operation  before  an  instrument  is  passed  to  ascer- 
tain the  exact  condition  of  the  urethra  at  the  point 
of  suture.  As  a  rule  this  spot  can  be  felt,  and  but 
little  more,  with  a  good-sized  bougie;  in  any  case 
it  is  at  once  dilated  gently  up  to  the  full  size. 

The  further  management  of  the  case  is  very  easy, 
and  resolves  itself  into  the  occasional  passage  of  a 
full-sized  instrument  as  a  precautionary  measure, 
the  intervals  being  quite  long  —  altogether  a  very 
different  kind  of  procedure  from  that  required  in 
an  ordinary  case  of  stricture  treated  by  dilatation. 
Herman  L.  Kretschmer. 

GENITAL  ORGANS 

Wolfer,  J.  A.:  The  Treatment  of  Undescended 
Testis;  Some  Suggestions  and  Modifications  in 
the  Surgical  Technique.  Surg.,  Gynec.  6^  Obst., 
1915,  XX,  228.  By  Surg.,  Gynec.  &  Obst. 

It  is  the  impression  of  the  author  that  surgeons 
sacrifice  essential  structures  in  their  endeavor  to 
replace  a  testicle.  The  operation  he  advocates  is 
very  similar  to  the  Davison  operation.    The  inguinal 


canal  is  opened  as  in  the  Bassini  operation  for  the 
cure  of  inguinal  hernia.  The  testis  is  found  and  the 
cord  liberated.  The  scrotal  wall  is  well  stretched 
and  a  gauze  pack  is  inserted  which  is  left  in  position 
for  the  time  being.  The  deep  epigastric  vessels  are 
dissected  out  and  the  testicle  slipped  behind  them, 
thus  advancing  the  internal  ring  toward  the  median 
line.  The  spermatic  vessels  are  separated  from  the 
peritoneum  and  pushed  behind  the  bulge  of  the 
peritoneal  sac,  and  when  in  this  manner  sufficient 
length  has  been  given  the  cord,  the  pack  is  removed 
from  the  scrotum  and  the  testicle  placed  therein. 
The  scrotal  outlet  is  closed  by  a  suture  placed  from 
Poupart's  ligament  to  the  structures  over  the  pubic 
spine.  The  testicle  is  not  fastened  in  the  scrotum 
but  remains  there  because  of  a  sufficient  length  of 
cord  and  a  roomy  scrotal  fossa. 

This  operation  has  been  successfully  performed  in 
three  instances.  Drawings  and  photographs  are 
used  to  illustrate  the  technique. 

Gallant,  A.  E. :  Sterilization  of  the  Unfit  by  Vasec- 
tomy.    Med.  Times,  1915,  xliii,  38. 

By  Surg.,  Gynec.  &  Obst. 

The  author  quotes  the  following  "rational  guide 
to  the  eugenic  movement"  from  Professor  M. 
Gruber:  "People  afflicted  with  serious  maladies 
and  malformations;  degenerates,  such  as  idiots,  im- 
beciles, lunatics,  epileptics,  drunkards,  habitual 
criminals;  and  chronic  sufferers,  such  as  tuber- 
cular persons  and  syphilitics  in  the  secondary 
stages,  should  be  absolutely  excluded  from  pro- 
creation. Only  such  persons  should  beget  children 
as  are  perfectly  strong,  healthy,  and  well  nourished." 

We  have,  today,  so  far  endorsed  this  law  as  to 
provide  suitable  hospitals,  asylums,  and  educational 
institutions  for  the  care  of  the  physically  and  men- 
tally below  par,  but  it  will  be  many  decades,  ap- 
parently, before  we  accept  the  Spartan  idea  that 
children  do  not  belong  to  the  individual  parents  but 
to  the  state. 

If  the  state  has  a  right  and  deems  it  wise  for  the 
welfare  of  the  community  as  a  whole  to  extend 
existing  laws  defining  who  shall  and  who  shall  not 
marry  among  our  free,  self-supporting  citizens, 
proscribing  those  infected,  primarily  or  hereditarily, 
with  communicable  diseases,  there  can  be  but  little 
doubt  as  to  its  right  of  going  a  step  further  by 
enforcing  laws  whereby  incorrigible  and  diseased 
criminals,  mental  defectives,  etc.,  may  be  rendered 
powerless  to  multiply  their  kind,  and  limit  the 
burden  of  their  care  to  the  smallest  possible  number. 

Students  of  sociology  have  called  attention  to  the 
fact  that  the  birth-rate  of  the  criminal  and  defective 
classes  is  increasing  much  faster  than  that  of  intel- 
ligent and  law-abiding  citizens,  probably  because 
these  defectives  have  no  sense  of  responsibility  and 
seek  only  the  gratification  of  their  animal  natures. 
Some  states  have  forbidden  the  marriage  of  persons 
who  are  epileptic,  feeble-minded,  or  afflicted  with 
insanity;  but  unfortunately  the  race  can  be  propa- 
gated without  marriage. 
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Castration  unsexes  the  individual,  and  while 
possibly  advisable,  according  to  Chandler,  as  an 
additional  punishment  for  a  limited  number  of 
criminals,  it  is  objectionable  as  a  general  measure. 
The  above-mentioned  author,  however,  recom- 
mends vasectomy  as  a  simple,  safe,  and  thoroughly 
efficient  measure. 

The  operation  described  in  this  article  is  that  of 
Sharp  of  Indianapolis,  and  is  briefly  as  follows: 
The  scrotum  is  cleansed  with  soap,  water,  and 
alcohol;  the  spermatic  cord  grasped  between  the 
thumb  and  index-finger  of  the  left  hand,  the  vas  is 
detected,  and  cut  down  upon,  drawn  through  the 
wound  with  a  tenaculum  hook,  stripped  of  vessels 
and  membranes,  ligated  above  and  severed,  cutting 
away  any  portion  of  the  vas  that  may  have  become 
damaged.  This  is  done  in  order  that  the  end  next 
the  testicle  may  not  become  closed.  It  is  very 
important  that  it  remain  open,  in  order  that  the 
secretion  of  the  testicle  may  be  emptied  around  the 
I  vessels  of  the  pampiniform  plexus,  and  there  ab- 
sorbed, for  it  is  through  this  source  that  the  economy 
receives  the  tonic  effect  of  the  secretion.  Also, 
where  the  end  is  closed  there  is  likely  to  be  cystic 
degeneration. 

Sharp  has  performed  456  of  these  operations  and 
has  noted  no  unfavorable  symptoms.  There  is  no 
atrophy  of  the  testicles,  no  cystic  degeneration,  no 
disturbed  mental  or  nervous  condition,  and  the 
operation  is  invariably  endorsed  by  those  who 
f       have  been  subjected  to  it. 

Belfield  maintains  that  vasectomy  sterilizes  with- 
out the  slightest  impairment  of  sexual  power  or 
pleasure. 

The  operation  on  the  female  is  more  difficult, 

but,  if  skillfully  done,  no  more  hazardous.     The 

i      oviduct  is  reached  through  a  median  incision,  the 

f       tube  ligated  near  the  uterus  and  severed  beyond 

the  ligature.  H.  W.  Plaggemeyer. 

Comer,  E.  M.:  A  Case  of  Calculus  in  the  Vesiculae 
Seminales  in  a  Man  with  Enlarged  Prostate. 

Med.  Press  &"  Circ,  1915,  xcix,  134. 

By  Surg.,  Gynec.  &  Obst. 

Corner  reports  the  case  of  a  man,  aged  70,  who 
had  for  years  suffered  with  symptoms  of  prostatic 
obstruction  of  such  a  nature  as  to  demand  prosta- 
tectomy. Haematospermia  had  also  been  present 
for  ten  years.  Suprapubic  cystotomy  was  done,  the 
bladder  then  being  explored  by  the  finger.  The 
prostate  was  found  enlarged  with  multiple  adeno- 
mata. No  stone  was  found  in  the  bladder  and  the 
urethra  was  also  free  of  calculus  or  other  obstruc- 
tion. In  the  enucleation  of  the  prostate  the  finger 
of  the  operator  tore  across  the  ejaculatory  ducts 
and  from  them  expressed  a  calculus.  The  vesiculae 
were  then  examined  and  the  right  one  found  full  of 
gritty  material. 

The  examination  of  the  stone  showed  it  to  be 

I  composed  largely  of  phosphate  of  lime  deposited  on 
a  nucleus  of  mucus.  Its  color  was  white.  It  was 
situated  in  the  ejaculatory  duct   just   below  the 


junction  of  the  vas  deferens  with  the  duct  of  the  right 
seminal  vesicle.  This  case  suggests  that  a  stone  in 
the  vesiculae  may  not  infrequently  have  been  the 
explanation  of  those  instances  where,  prior  to 
enucleating  the  prostate,  no  stone  has  been  found 
in  the  bladder,  but  when  the  posterior  part  of  the 
prostate  has  been  enucleated  a  stone  is  suddenly 
felt.  According  to  Corner,  such  stones  are  only 
likely  to  come  from  the  prostatic  urethra,  the 
prostate,  or  the  vesiculae  seminales.  He  distin- 
guishes them  in  the  following  way: 

Prostatic  calculi  are  small,  frequently  faceted, 
polished,  multiple,  brown  and  black  in  color. 

Calculi  from  the  vesiculae  seminales  are  larger, 
single,  soft,  and  white  at  first,  then  fawn-colored, 
and  later  a  brown  black.  They  consist  of  lime  salts 
deposited  on  a  relatively  large  loose  nucleus,  as 
seen  in  a  skiagraph. 

Vesical  or  urethral  calculi  are  commonly  larger 
still,  and  instead  of  consisting  of  lime  salts,  contain 
some  urinary  salts;  e.g.,  ammonium  urate. 

Upon  the  general  character  of  these  calculi 
there  is  no  need  to  dilate. 

An  interesting  point  clinically  is  the  occurrence 
of  blood  in  the  semen  in  this  case,  associated  with 
the  presence  of  grit  in  the  vesicula  seminalis  and  a 
calculus  in  the  duct.  In  the  great  majority  of  cases 
of  haematospermia  no  cause  for  the  condition  is  to 
be  found.  Tuberculosis  of  the  vesiculae  is  com- 
monly taught  to  be  a  frequent  cause  of  haemato- 
spermia, but  in  Corner's  experience,  in  secondary  to 
tuberculous  testicle,  this  is  not  so,  and  where  the 
symptom  does  exist  it  is  unusual  to  find  any  cause 
for  its  existence.  There  might  be  a  naevoid  con- 
dition. Therefore  the  presence  of  haematospermia 
unassociated  with  haematuria  in  a  man  suffering 
from  an  enlarged  prostate,  suggests  the  presence 
of  a  calculus  in  the  vesicula  and  the  need  of  opera- 
tion. H.  W.  E.  Walther. 

Lowsley,  O.  S.:  The  Gross  Anatomy  of  the  Human 
Prostate  Gland  and  Contiguous   Structures. 

Surg.,  Gynec.  &*  Obst.,  1915,  xx,  183. 

By  Surg.,  Gynec.  &  Obst. 

The  median  groove  of  the  prostate  is  found  only 
in  the  posterior  two-thirds  of  that  structure.  The 
width  of  the  gland  is  always  greater  and  the  height 
always  less  than  the  length.  There  is  a  gradual 
increase  in  the  size  of  the  prostate  from  birth  to  the 
fifth  year.  The  size  increases  rapidly  at  puberty, 
and  during  the  third  decade  the  gland  reaches  its 
maximum  size.  There  is  a  slight  decrease  in  size  in 
old  age. 

Abnormality  of  the  structures  causing  obstruc- 
tion at  the  vesical  orifice  occurred  in  61  of  the  au- 
thor's cases;  14.7  per  cent  of  specimens  show  this 
abnormality.  General  enlargement  of  the  prostate 
occurs  in  ii.i  per  cent  of  all  cases.  Albarran's 
group  enlargement  may  be  unilobular  or  trilobular. 
There  are  two  types  of  obstruction  at  the  floor  of 
the  vesical  orifice.  The  most  common  is  enlargement 
of  the  subcervical  group  with  projections  from  within 
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the  sphincter.  The  second  type  is  enlargement  of 
the  middle  lobe  which  develops  the  outside  sphincter 
and  projects  into  the  bladder  by  lifting  the  apex  of 
the  trigonum  vesicae. 

The  length  of  the  ureter  contained  within  the 
bladder  musculature  varies  from  .75  cm.  in  the  first 
decade  to  1.7  cm.  in  adult  life. 

The  trigonum  vesicae  reaches  adult  proportions 
during  the  third  decade;  26.3  per  cent  of  the  speci- 
mens show  asymmetry  of  the  trigonum  vesicae. 
The  length  of  the  trigonum  in  adults  varies  from 
1.5  cm.  to  5  cm.  Hypertrophy  of  the  trigone  some- 
times occurs  after  the  fortieth  year. 

The  distance  between  the  vesical  orifice  and  the 
upper  margin  of  the  verumontanum  varies  from 
.55  cm.  in  the  first  decade  to  1.85  cm.  in  old  age. 

The  verumontanum  reaches  adult  size  during  the 
third  decade.  It  is  attached  to  the  trigone  above 
by  small  bundles  of  fibers. 

The  seminal  vesicles  and  vasa  deferentia  are  bound 
together  by  a  structure  composed  of  the  anterior 
middle  and  posterior  lamellae.  This  fascia  prevents 
the  dissemination  of  carcinoma  of  the  seminal 
vesicles;  it  causes  middle  lobe  hypertrophy  of  the 
prostate  to  project  into  the  bladder  and  supports 
the  base  of  that  viscus.  Seminal  vesicles  attain  adult 
size  during  the  third  decade.  Enlargement  occurs 
in  32.4  per  cent  of  cases  over  twenty  years  of  age. 
The  right  side  is  enlarged  three  times  as  often  as 
the  left.  Atrophy  of  the  seminal  vesicles  rarely 
occurs. 

There  was  not  a  single  case  in  this  series  in  which 
an  ejaculatory  duct  opened  into  the  utricle.  The 
utricle  is  usually  contained  within  the  summit  of 
the  verumontanum,  but  it  occasionally  extends  to 
the  base  of  the  gland.  There  is  a  great  variation 
in  the  size  and  shape  of  the  mouth  of  the  utricle. 
There  were  no  cases  of  hypertrophy  of  either  the 
ventral  lobe  of  the  prostate  or  the  apex  group  of 
tubules  in  the  series. 

Lewis,    B.:     Prostatic    Obstruction    and    Vesical 
Atony.     Ann.  Surg.,  Phila.,  1915,  Ixi,  276. 

By  Surg.,  Gynec.  &  Obst. 

The  author  maintains  that  the  cause  of  every  case 
of  urinary  obstruction  and  vesical  atony  is  to  be 
found  under  one  or  two  heads:  either  physical 
obstruction  or  disturbance  of  the  nervous  mechanism 
controlling  urination.  The  cases  characterized 
as  "unaccountable"  represent  incomplete  diagnosis. 
He  believes  that  the  only  cases  of  atony  which  are 
really  incurable  are  those  due  to  nerve  degeneration, 
and  even  in  these  cases  much  can  be  done  in  the 
way  of  treatment  to  improve  the  prevailing  con- 
ditions. 

He  also  believes  that  the  most  frequent  and  im- 
portant of  the  obscure,  unrecognized  causes  of 
obstruction  are  (i)  ill-defined  contracture  at  the 
vesical  neck  (demonstrable  sometimes  only  by 
palpation  through  the  opened  bladder  or  urethra); 
(2)  unrecognized  syphilis,  acquired  or  hereditary, 
affecting  the  spinal  centers. 


Such  conditions  are  by  no  means  confined  to  adult 
life,  and  should  be  looked  for  and  recognized  at  any 
age,  from  infancy  up,  and  should  be  diagnosed  and 
treated  in  accordance  with  the  refined  diagnosis 
always  demanded  by  cases  of  urinary  obstruction. 

Syphilis  is  a  surprisingly  frequent  cause  of  such 
conditions.  Lack  of  syphilitic  history  or  of  general 
nerve  symptoms,  in  obscure  cases,  should  not  pre- 
clude investigation  by  means  of  a  Wassermann 
blood  test;  if  this  proves  doubtful,  a  Wassermann 
test  of  the  spinal  fluid  should  be  made  as  well. 

H.  L.  Sanfokd. 

Judd,  E.  S. :  Cancer  of  the  Prostate.    Surg. ,  Gynec. 
df  ObsL,  1915,  XX,  274.       By  Surg.,  Gynec.  &  Obst. 

Judd  states  that  it  is  difficult  to  estimate  the 
frequency  of  occurrence  of  cancer  in  the  prostate 
from  operative  records,  since  the  cancerous  tumor 
in  this  gland  is  very  often  small  and  may  not  produce 
local  symptoms,  but  it  is  generally  reported  that 
one  case  in  five  of  prostatic  enlargement  causing 
obstruction  in  old  men  is  due  to  cancer.  In  his 
series  of  878  prostatectomies,  there  were  93  cancers. 
The  youngest  of  these  patients  was  51  years,  the 
oldest  82.  In  addition  to  these,  84  cases  were 
diagnosed  cancer  but  were  not  operated  on  because 
too  far  advanced. 

In  many  cases  the  symptoms  of  early  cancer  of 
the  prostate  cannot  be  differentiated  from  adenoma- 
tous hypertrophy.  Pain  associated  with  cancer  is 
usually  more  constant  and  more  marked  in  the 
region  of  the  prostate  and  is  not  necessarily  as- 
sociated with  micturition.  Frequency  of  urination 
is  also  a  prominent  symptom  and  usually  one  of  the 
first  to  appear.  Haematuria  was  noted  in  21.9  per 
cent  of  the  cases  and  was  a  comparatively  late  symp- 
tom. The  specific  gravity  was  unusually  low,  in 
many  instances  ranging  from  1,002  to  1,005.  Physi- 
cal examination  in  these  cases  may  reveal  a  small 
prostatic  gland  or,  if  hypertrophy  is  associated 
with  the  cancer,  the  enlargement  may  be  quite 
marked.  If  on  palpation  the  surface  of  the  prostate 
is  rough  with  hard  nodules,  cancer  may  always  be 
suspected,  since  in  benign  cases  the  prostates  are 
nearly  always  smooth.  In  some  of  the  cases  in  the 
series  the  gland  was  soft  on  palpation,  due  to  the  fact 
that  the  adenomatous  hypertrophy  predominated 
and  the  cancer  could  not  be  felt. 

A  characteristic  cystoscopic  picture  is  a  small 
prostatic  bar,  unless  adenomatous  hypertrophy  exists 
at  the  same  time.  Cystoscopic  examination  is  of 
great  aid  in  these  cases  but  should  not  be  made  in 
evidently  hopeless  cases,  since  the  reaction  following 
may  be  quite  severe.  A  study  of  the  specimens  re- 
moved at  operation  showed  that  in  about  75  per  cent 
of  cases  cancer  was  associated  with  hypertrophy, 
and  in  the  remaining  25  per  cent  cancer  occurred  in 
the  prostates  in  which  evidence  of  hypertrophy 
could  not  be  found.  The  benignly  hypertrophied 
gland  in  some  of  these  cases  is  quite  as  readily 
enucleated  as  in  the  ordinary  case,  and  unless  the 
posterior  segment  is  enlarged  the  malignant  process 
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may  easily  be  overlooked.  If  the  hypertrophied 
part  is  more  firmly  attached  posteriorly  or  shells 
out  with  difficulty,  there  is  always  suspicion  of 
cancer. 

Radical  operations  for  cancer  of  the  prostate  have 
gained  favor  slowly,  not  because  it  is  impossible  to 
remove  the  growth  within  a  reasonable  degree  of 
mortality,  but  largely  because  it  is  impossible  to  do  a 
thorough  radical  removal  of  the  cancerous  prostate 
and  the  adjoining  part  of  the  bladder  without  com- 
pletely destroying  the  mechanism  of  urinary  con- 
trol. Patients  who  are  incurable  but  fairly  com- 
fortable either  with  or  without  the  catheter  should 
not  be  operated  on,  although  certain  of  those  who 
have  not  used  catheters  should  be  advised  to  do  so 
since  they  may  be  made  more  comfortable  by  its 
use.  In  many  cases  the  obstruction  to  urination  is 
due  to  a  benign  hypertrophy.  Removing  the  ob- 
struction and  also  a  part  of  the  cancer  will  entirely 
relieve  the  patients  for  a  time. 

Through  correspondence  and  personal  commu- 
nication the  end-results  in  82  of  the  93  patients 
operated  on  have  been  traced. 

8  have  lived  more  than  3  years. 

1 2  have  lived  more  than  2  years. 

13  have  lived  more  than  i  year. 
24  died  within  the  first  6  months. 

S  died,  date  unknown. 

Patients  still  living  after  6  months 3 

Patients  still  living  after  i  year 7 

Patients  still  living  after  2  years 4 

Patients  still  living  after  3  years 3 

Patients  still  living  after  4  years 2 

Patients  still  living  after  9  years r 

The  patient  who  is  living  and  free  from  symptoms 
nine  years  after  the  operation  had  a  very  small 
cancerous  nodule  removed.  Many  of  the  patients 
living  at  the  present  time  are  entirely  free  from 
symptoms.  Three  that  were  operated  on  within 
the  year,  yet  more  than  six  months  ago,  are  well. 
In  the  cases  of  recurrence,  haematuria  was  one  of  the 
first  evidences  of  the  recurrence.  Difficulty  of 
urination  was  also  an  early  symptom  and  became 
rapidly  marked  in  a  number  of  cases,  necessitating 
suprapubic  cystotomy.  Several  patients  lived  more 
than  three  years  without  evidence  of  trouble  when 
there  was  a  return  of  all  of  their  symptoms. 


MISCELLANEOUS 


Walker,  J.  W.  T. 

191S,  xliv,  33. 


Urinary  Antiseptics.     Clin.  J., 
By  Surg.,  Gynec.  &  Obst. 


In  the  concluding  installment  of  his  paper  on 
urinary  antiseptics  Walker  discusses  the  method  of 
treatment  when  the  urine  is  strongly  alkaline  as  the 
result  of  bacterial  decomposition,  the  effects  of 
diluents  and  dilute  urine  on  the  action  of  urotropin, 
idiosyncracies  in  regard  to  the  formaldehyde  series, 
urinary  antiseptics  as  a  prophylactic  agent,  and  the 
limits  of  urinary  antiseptics. 

Sodium  acid  phosphate  and  ammonium  benzoate 


are  the  only  drugs  which  act  powerfully  in  turn- 
ing alkaline  urine  acid.  The  first  is  given  in  20 
grain  doses  three  times  a  day  and  the  reaction  of 
the  urine  noted.  The  dose  may  be  increased  to  150 
grains,  the  increase  being  limited  by  the  effect  on 
the  bowels.  When  the  dose  reaches  360  grains  a  day 
a  little  diarrhoea  usually  appears.  The  antiseptic 
drug  which  acts  most  powerfully  in  an  alkaline 
urine  is  boric  acid.  A  useful  combination  in 
alkaline  urine  is  ammonium  benzoate  and  boric 
acid  in  doses  of  10  or  15  grains  each.  The  dose  of 
ammonium  benzoate  may  be  increased,  and  when 
the  action  of  the  urine  becomes  acid,  urotropin 
should  be  substituted  for  the  boric  acid.  The 
effect  on  an  alkaline  cystitis  of  successfully  turning 
the  ammoniacal  urine  into  an  acid  urine  is  remark- 
able, not  only  on  the  symptoms  but  also  on  the 
urine  itself. 

The  administration  of  diuretic  drugs  and  waters 
forms  an  important  part  in  the  routine  treatment 
of  urinary  infections.  Where  the  drugs  render  the 
urine  alkaline,  their  use  in  combination  with  urotro- 
pin is  to  be  avoided.  It  is  necessary,  therefore, 
to  choose  between  the  two  methods  of  treatment: 
(i)  powerful  diuresis,  and  (2)  antiseptic  action  by 
means  of  the  formaldehyde  series. 

In  advanced  renal  disease  the  efficacy  of  urotropin 
is  reduced  for  two  reasons:  (i)  there  is  diminished 
excretion  of  the  drug,  and  (2)  when  well  excreted 
the  condition  of  the  urine  is  unfavorable  to  the 
liberation  of  formaldehyde.  The  urine  is  copious 
and  neutral  or  faintly  acid,  and  it  is  difficult  or  im- 
possible to  increase  its  acidity.  Walker  does  not 
agree  with  the  results  obtained  by  Burnam  and  by 
L'Esperance.  He  gives  the  analysis  of  230  personal 
cases  in  which  79,  or  34.3  per  cent,  gave  a  negative 
formaldehyde  test.  A  close  analysis  of  these  cases 
substantiates  Walker's  contention  that  the  alkalinity 
of  the  urine  is  the  important  factor  in  the  non- 
appearance of  formaldehyde  in  the  urine  after  the 
ingestion  of  urotropin  in  sufficiently  large  doses — • 
10  grains  or  more  four  times  a  day.  The  3  cases 
where  urotropin  was  excreted  in  an  acid  urine  but 
formaldehyde  was  not  liberated  he  is  unable  to 
explain,  but  suggests  that  this  was  probably  due 
partly  to  an  idiosyncrasy  of  the  patient  and  partly 
to  the  action  of  the  gastric  juice  in  splitting  the 
urotropin  so  that  no  formaldehyde  was  absorbed. 

The  use  of  urotropine  as  a  prophylactic  in  all  cases 
of  instrumentation  of  the  urethra  and  bladder  is 
strongly  recommended. 

In  addition  to  an  idiosyncrasy  of  some  patients 
to  urotropin,  other  limitations  are  found  in  that 
type  in  which  infection  is  associated  with  such  lesions 
as  stone,  enlarged  prostate,  chronic  prostatitis, 
stricture,  pyonephrosis,  etc.  The  associated  con- 
dition should  receive  attention  before  the  urinary 
antiseptics  can  be  expected  to  free  the  urinary 
tract  from  infection.  H.  A.  Fowler. 
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Critchett,  A. :  Small  Optical  Iridectomies  in  a  Case 
of  Lamellar  Cataract.  Proc.  Roy.  Soc.  Med., 
1915,  viii,  Sect.  Ophlh.,  27. 

By  Surg.,  Gynec.  &  Obst. 

Critchett  reports  a  case  of  lamellar  cataract  in 
which  he  did  small  iridectomies  with  good  results. 
He  advises  this  operation  in  cases  where  there 
is  a  small  well-defined  nucleus  with  clear  margin. 
The  operation  is  done  under  a  general  anaesthetic 
with  a  small  very  sharp  needle  bent  at  an  angle. 
The  patient  is  well  in  24  hours  and  the  reaction  is 
nil.  W.  G.  Reeder. 

Clark,  C.  F.:  Congenital  Cataract;  a  Study  of  a 
Few  Interesting  Cases.  Ohio  St.  M.  J.,  1915,  xi, 
79.  By  Surg.,  Gynec.  &  Obst. 

In  estimating  the  result  we  may  hope  for  after 
operation  for  congenital  cataract  we  must  take  into 
consideration  that  we  are  generally  dealing  with 
a  patient  in  whom  there  has  existed  some  abnormal 
element  in  foetal  development,  and  not  infrequently 
other  portions  of  the  eye  are  affected  as  well  as  the 
crystalline  lens,  and  for  this  reason  perfect  vision 
may  not  be  possible  even  though  the  lens  be  re- 
moved and  a  clear  pupil  obtained. 

In  regard  to  the  surgical  treatment  of  this  con- 
dition the  author  advocates  the  rapid  or  radical 
method  of  treatment.  This  consists  of  a  free 
division  of  the  capsule  and  stirring  up  of  the  lens 
substance  at  the  first  operation,  followed  by  linear 
extraction  of  the  broken-up  lens  material  in  a  few 
days,  usually  7  to  10.  This  procedure  may  lead 
to  a  temporary  glaucomatous  process  being  es- 
tablished. A  child's  eye,  however,  being  elastic 
is  capable  to  a  certain  degree  of  resisting  this 
tendency  to  acute  glaucoma,  and  from  his  experi- 
ence the  author  considers  it  safer  to  subject  the 
eye  to  this  brief  state  of  increased  tension  than  to  the 
prolonged  and  repeated  risks  from  infection  re- 
quired by  the  older  technique  of  repeated  discissions. 

J.  A.  Winter. 

Wylie,  C.  B.:  Acquired  Non-Traumatic  Cataract  of 
the  Young.     W.  Virg.  M.  J.,  1915,  ix,  298. 

By  Surg.,  Gynec.  &  Obst. 

The  author  discusses  the  relationship  between 
acquired  non-traumatic  cataract  of  the  young  and 
intranasal  pressure.  He  has  had  11  cases  in  5 
years,  the  condition  of  the  various  lenses  varying 
from  slight  opacity  to  complete  cataract. 

A  brief  account  of  the  relationship  of  the  nerves 
supplying  the  nasal  cavity  and  ocular  structures 
is  given.     The  ophthalmic  and  superior  maxillary 


nerves  respectively  supply  the  ocular  and  nasal 
cavities  with  sensory  impulses;  the  sympathetic 
system  anastomoses  abundantly  with  these  sensory 
nerves  through  their  ganglionic  centers;  i.e.,  the 
ciliary  or  ophthalmic  ganglion  and  the  spheno- 
palatine or  Meckel's  ganglion.  This  close  relation- 
ship between  these  sensory  nerves  and  the  sympa- 
thetic ganglions  and  the  fact  of  the  sympathetic 
nerves  being  also  vasomotor  in  function  give  to 
them  a  controlling  influence  over  nutrition.  Con- 
tinued pressure  within  the  nasal  cavity  causes  an 
atrophic  condition  of  these  so-called  trophic  nerves, 
which  in  turn  interferes  with  the  nutrition  of  the 
crystalline  lens  and  capsule,  leading  to  opacity  forma- 
tion. 

The  author  cites  11  cases  with  the  lenses  in 
various  stages  of  cataract  formation  and  summarizes 
as  follows:  6  cases  showed  marked  improvement 
following  nasal  operation  and  constitutional  treat- 
ment; 5  cases  with  disturbance  of  vision  ranging 
from  3  to  6  years  showed  no  improvement.  Lens 
extraction,  however,  gave  fairly  useful  vision.  The 
conclusion  drawn  is  that  the  earlier  the  operative 
procedure  within  the  nasal  chamber  the  better  the 
result.  J.  A.  Winter. 

Smith,  P. :  The  Technique  of  Iridectomy  and  Its 
Performance  as  a  Preliminary  to  Cataract 
Extraction.     Ophth.  Rec,  1915,  xxiv,  120. 

By  Surg.,  Gynec.  &  Obst. 

The  author  is  in  favor  of  the  two-stage  operation 
because  he  thinks  there  is  less  risk  and  he  feels 
more  confident  of  a  good  result  when  he  follows 
this  procedure.  A  4  mm.  broad  keratome  and  a 
Tyrrel  iris  hook,  instead  of  an  iris  forceps,  are 
employed  by  Smith. 

The  scissors  are  held  transversely  across  the 
wound  so  that  when  they  close  they  are  over  the 
vertical  meridian  of  the  cornea.  The  room  is 
darkened  a  little  and  a  lighted  candle  held  by  a 
nurse  is  used  as  a  fixation  object.  Artificial  light 
is  used  to  illuminate  the  field  of  operation  and  the 
author  operates  with  the  patient  in  bed. 

G.  I.  Hogite. 

Posey,  W.  C:  Some  Unusual  Forms  of  Congenital 
Cataract;    Remarks   on   Their   Management. 

Penn.  M.  J.,  1915,  xviii,  357. 

By  Surg.,  Gynec.  &  Obst. 

Congenital  cataracts  present  few  difficulties  in 
diagnosis  and  treatment.  Mooted  points  are  the 
age  at  which  operation  should  be  done  and  the 
manner  of  operating.  The  age  at  which  operation 
should  be  attempted  depends  on  the  amount  of 
lens  opacity  and  the  degree  of  vision.     Posey  does 
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not  operate  before  the  child  is  tea  months  old,  as 
structures  making  up  the  anterior  segment  of  the 
eye  are  poorly  developed  before  that  age. 

Where  the  degree  of  vision  is  fairly  good,  one 
should  postpone  the  operation  until  the  patient  is 
three  or  four  years  old.  The  author  advises  extreme 
conservatism  when  operating  and  prefers  cautious 
and  repeated  needlings  on  one  eye  at  a  time. 

The  above  refers  to  the  majority  of  cases  of 
congenital  cataract  and  includes  the  usual  zonular 
varieties  and  the  forms  of  total  lens  opacity.  The 
author  treated  a  recent  case  of  total  binocular 
cataracts  by  removal  of  a  fragment  of  lens  capsule 
with  capsule  forceps  and  by  division  of  iritic  mem- 
brane, blocking  the  pupil  by  iridotomy.  The 
tough  resistant  membranes  met  with  in  some 
congenital  cataracts  are  treated  by  displacement 
downward  of  the  opaque  tissue.  Where  the  pupil 
is  small  and  does  not  dilate  well  with  atropine,  an 
iridectomy  should  be  done  first.         J.  A.  Winter. 

Lewis,  A.  C:  A  Case  of  Complete  Bilateral  Iridere- 
mia  in  a  Child  Whose  Father  Has  Bilateral 
Coloboma  of  the  Iris.  Ophth.  Rec,  1915,  xxiv, 
134.  By  Surg.,  Gynec.  &  Obst. 

Lewis  reports  a  case  of  a  boy  with  complete 
irideremia,  the  margin  of  the  lens  being  visible  in 
any  light.  The  media  are  clear  and  the  fundus 
negative.  Photophobia  is  marked  in  solar  light; 
vision  is  reduced.  The  boy's  father  has  a  bilateral 
nasal  coloboma  of  the  iris.  The  heredity  acquire- 
ment of  such  a  condition  is  more  apt  to  occur  where 
the  female  parent  is  affected.  E.  B.  Fowler. 

McGuire,  H.  H.:  Hydrophthalmos  Following 
Trauma.     Ophth.  Rec,  1915,  xxiv,  127. 

By  Surg.,  Gynec.  &  Obst. 

The  patient,  a  boy  four  years  of  age,  was  struck 
in  the  right  eye  by  the  pointed  end  of  a  piece  of 
steel  wire.  Upon  examination  there  was  found  to 
be  present  a  perforating  wound  of  the  cornea  with 
rupture  of  the  anterior  capsule  of  the  lens  and  a 
beginning  traumatic  cataract;  there  was  a  slight 
inflammatory  reaction  but  no  increased  tension. 
Two  years  later  a  secondary  glaucoma  developed 
with  a  pressure  of  54.  Tension  became  normal 
after  a  large  iridectomy  had  been  performed.  One 
month  later  the  tension  rose  again  and  an  Elliot 
trephine  operation  was  done  with  good  results. 
One  year  later  the  globe  was  enormously  enlarged 
and  an  enucleation  was  performed.      G.  I.  Hogue. 

Moore,  R.  F. :  Lipaemia  Retinalis.  Lancet,  Lond., 
1915,  clxxxviii,  366.  By  Surg.,  Gynec.  &  Obst. 

Moore  adds  to  the  literature  two  cases  of  this 
rare  affection,  both  occurring  in  young  individuals 
suffering  from  diabetes  mellitus.  The  appearance 
of  the  eye  ground  is  striking  and  characteristic, 
and  in  addition  it  forms  the  only  means,  apart  from 
a  blood  analysis,  of  diagnosing  the  condition  of 
lipaemia. 

The  fundi  of  Case  i  were  studied  27  hours  and 


again  20  hours  before  death,  and  the  condition  of 
the  blood  was  recognized  by  this  means.  The 
abnormal  features  were  almost  entirely  limited  to 
the  appearance  of  the  retinal  vessels.  These  were 
of  a  salmon  color  on  the  disc  and  for  a  short  distance 
beyond;  but  when  traced  toward  the  periphery  the 
color  became  much  less  saturated,  and  gradually 
merged  into  a  cream  color  with  almost  no  pink 
tinge.  The  color  of  the  arteries  and  veins  did  not 
differ  at  all.  In  the  center  of  the  disc  a  faint 
central  light  streak  was  seen  on  the  arteries,  and 
by  this  means,  but  by  no  other,  could  the  arteries 
be  distinguished  from  the  veins;  toward  the  per- 
iphery both  sets  of  vessels  were  identical  in  appear- 
ance. Both  arteries  and  veins  were  well  filled, 
perhaps  a  little  abnormally  so,  but  there  was  no 
turgidity  or  obvious  distention.  The  general  tint 
of  the  fundus  was  rather  pale.  The  optic  disc 
was  normal  in  appearance,  its  edges  were  perfectly 
sharp  and  clear-cut,  and  neither  haemorrhages  nor 
exudates  were  anywhere  to  be  seen. 

The  description  of  Case  2  applies  in  every  es- 
sential particular  to  Case  i,  but  there  were  two 
differences  of  degree.  The  color  of  the  vessels  was 
of  a  more  saturated  salmon-pink  and  extended 
farther  outward  into  the  peripheral  vessels;  and  all 
the  vessels,  whether  arteries  or  veins,  were  markedly 
distended  and  therefore  tortuous;  they  were  about 
twice  their  normal  diameter. 

So  far  as  can  be  judged  from  the  descriptions  of 
all  reported  cases,  the  intensity  and  extent  of  this 
salmon  tint  was  greatest  in  the  author's  Case  2. 
While  at  the  other  extreme,  in  Heine's  case  the 
vessels  looked  as  though  they  contained  milk  and 
not  blood. 

The  marked  change  in  color  of  the  retinal  vessels 
was  due  probably  to  the  condition  of  the  plasma,  and 
does  not  imply  a  change  in  the  blood  pigment. 

Moore's  bibliography  includes  30  cases  to  date  of 
writings,  but  omits  the  one  reported  by  Darling  of 
Chicago.  G.  D.  Theobald. 

Lister,  W.  T. :  Removal  of  Eyes  in  the  Presence  of 
Orbital  Cellulitis.    Brit.  M.  J.,  1915,  i,  418. 

By  Surg.,  Gynec.  &  Obst. 

It  is  well  known,  says  Lister,  that  to  remove 
an  eye  in  which  there  is  panophthalmitis  and  an  open 
wound  in  the  globe  is  a  risky  procedure  and  liable 
to  be  followed  by  septic  meningitis  if  the  operation 
is  carried  out  in  the  ordinary  way  with  division 
of  the  optic  nerve  and  consequent  opening  of  its 
sheath. 

If  in  dealing  with  such  eyes  an  orbital  cellulitis 
already  exists,  it  is  reasonable  to  believe  that  a  still 
greater  risk  of  infection  of  the  sheath  of  the  nerve 
might  supervene  and  be  followed  by  meningitis 
if  the  eye  is  enucleated  after  the  customary  manner. 
To  prevent  such  a  serious  complication.  Lister 
advises  that  the  contents  of  the  globe  be  thoroughly 
eviscerated,  taking  extreme  care  that  all  traces  of 
the  retina,  and  especially  the  choroid,  are  scraped 
away  to  avoid  any  chance  of  sympathetic  inflam- 
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mation;  then  the  tendons  are  divided;  and  as  a 
final  step  the  sclerotic  is  pulled  out  of  the  orbit  and 
cut  off  far  back,  leaving  only  a  frill  around  the 
intact  optic  nerve. 

Certain  circumstances  might  modify  such  an  ex- 
act procedure;  for  instance,  (i)  if  the  penetrating 
wound  is  small  or  if  it  has  healed,  it  would  simplify 
matters  if  the  conjunctiva  and  tendon  were  first 
divided  while  the  globe  is  tense,  then  proceed  as 
above;  or  (2)  if  the  globe  is  collapsed,  before  pro- 
ceeding with  the  second  step  of  severing  the  tendon, 
pack  the  sclerotic  with  gauze;  or  (3)  if  the  globe 
is  mutilated,  carry  out  the  second  step  by  picking 
up  the  separate  portions  of  the  sclera  with  pressure 
forceps,  making  them  taut  by  pulling  forward, 
and  then  cut  off  the  muscles. 

The  points  to  be  borne  in  mind  are:  (i)  Remove 
all  trace  of  retina  and  choroid;  (2)  cut  away  the 
bulk  of  the  sclera;  but  (3)  leave  a  narrow  rim  of 
sclera  around  the  intact  optic  nerve. 

G.  D.  Theobald. 

Verhoeff,  F.  H.:  Histological  Findings  After  Suc- 
cessful Sclerostoniy.  Arch.  Ophth.,  191 5,  xliv, 
129.  By  Surg.,  Gynec.  &  Obst. 

The  author  points  out  that  during  the  past  five 
years  only  a  small  percentage  of  eyes  operated 
upon  for  relief  of  glaucoma  ever  come  to  microscopic 
examination,  and  most  of  these  have  been  unsuc- 
cessful cases.  The  literature  shows  but  three  eyes 
successfully  operated  upon  by  this  method,  all 
of  which  were  removed  after  death.  In  the  follow- 
ing cases  the  eye  was  removed  during  life  seven  and 
one-half  weeks  following  the  sclerostomy  on  ac- 
count of  a  spindle-cell  sarcoma  of  the  ciliary  body. 

Examination  showed  the  right  eye  normal, 
tension  20  mm.  (Schiotz).  Four  days  before  enter- 
ing the  hospital  the  patient  noticed  for  the  first 
time  a  marked  reduction  in  vision  of  the  left  eye 
with  pain  in  the  eye.  The  pain  yielded  to  miotics, 
but  vision  remained  unchanged,  20/200;  the  cornea 
was  hazy;  the  anterior  chamber  showed  a  supposed 
small  hyphaema;  the  pupil  was  dilated  and  some- 
what eccentric;  the  fundus  could  not  be  seen; 
tension  60  mm.  (Schiotz). 

On  May  24,  1914,  sclerostomy,  with  large  button- 
hole iridectomy,  was  done  in  accordance  with  the 
Verhoeff  method;  an  atropine  solution  was  used  at 
the  completion  of  the  operation.  Seven  days  after 
the  operation  a  bilateral  detachment  of  the  choroid 
occurred  with  a  marked  reduction  in  tension,  all  of 
which  disappeared  in  a  few  days.  July  15,  1914, 
the  left  eye  was  enucleated  for  supposed  sarcoma 
of  ciliary  body. 

The  author  emphasizes  the  importance  of  remov- 
ing the  episcleral  tissue  about  the  site  of  operation, 
as  it  tends  to  interfere  with  the  closure  of  the  scleral 
opening.  The  fistula  is  partly  filled  with  an  ex- 
tremely delicate  connective  tissue  almost  free  from 
cells.  Caught  within  its  meshes  are  a  few  tumor- 
cells  evidently  deposited  from  the  aqueous.  The 
tissue  has  evidently  originated,  not  from  the  sclera, 


but  from  the  tissue  of  the  bleb.  Within  it  are 
numerous,  irregular,  ill-defined  empty  spaces,  which 
communicate  with  other  spaces  which  open  directly 
into  the  anterior  chamber.  The  latter  are  thus 
analogous  to  iris  crypts.  The  free  surface  of  the 
tissue  is  not  covered  with  endothelium,  nor  are  the 
spaces  or  crypts. 

The  edges  of  the  scleral  fistula  show  evidence  of 
recent  proliferation,  with  formation  of  new  fibrous 
tissue  and  increase  in  the  number  of  fixed  cells. 
This,  no  doubt,  has  resulted  from  the  truama  of  the 
operation.  The  lumen  is  therefore  somewhat 
smaller  than  it  originally  was  (i  mm.).  There  has 
also  been  some  proliferation  from  the  outer  surface 
of  the  sclera  everywhere  beneath  the  bleb.  The 
new  tissue  resulting  has  a  much  denser  character 
than  that  of  the  bleb  itself,  and  in  places  has  ex- 
tended as  a  thin  layer  over  the  outer  end  of  the 
fistula,  thus  becoming  a  sort  of  cribriform  plate  with 
wide  irregular  openings.  Descemet's  membrane 
ends  abruptly  0.5  mm.  from  the  edge  of  the  fistula, 
apparently  having  retracted  from  the  opening. 
The  corneal  endothelium  continues  almost  to  the 
edge  of  the  fistula,  but  nowhere  extends  into  the 
latter.  The  outer  edge  of  the  fistula  is  about  0.5 
mm.  from  the  canal  of  Schlemm.  The  root  of  the 
iris  remaining  after  the  iridectomy  is  firmly  ad- 
herent to  the  corneosclera  and  is  much  thinned. 
It  does  not  quite  reach  the  edge  of  the  fistula.  In 
the  line  of  adhesion  are  a  number  of  sarcoma  cells. 

The  bleb  over  the  fistula  consists  of  a  highly 
oedematous  delicate  connective-tissue  meshwork 
containing  stellate  fixed  cells,  and  closely  resembles 
the  unpigmented  stroma  of  a  normal  iris.  It  con- 
tains few  blood-vessels  and  shows  no  infiltration 
with  chronic  inflammatory  cells.  Within  it  occur 
irregular  communicating  spaces  which  at  first 
sight  appear  entirely  empty,  but  which  on  closer 
examination  are  found  to  be  partly  filled  with  a 
barely  visible  connective  tissue,  free  from  fixed 
cells,  continuous  with  the  surrounding  stroma.  The 
tissue  is  even  more  delicate  than  that  within  the 
fistula.  None  of  the  spaces  is  lined  with  endothelium. 
Some  of  the  large  spaces  extend  up  immediately 
beneath  the  epithelium. 

The  epithelium  over  the  bleb  is  thinner  than  that 
of  a  normal  conjunctiva,  due  to  a  reduction  in  the 
thickness  and  number  of  the  squamous  cells  of  the 
surface.  Another  noticeable  change  is  that  the 
basal  cells  are  evidently  swollen,  being  increased  in 
size  and  having  a  more  transparent  and  less  deeply 
staining  cytoplasm  than  is  normal.  These  changes 
are  especially  marked  in  the  epithelium  over  the 
large  spaces  just  described.  C.  A.  Maghy. 

Eason,  H.  L.:  Case  of  Bilateral  Temporary  Hemi- 
anopia;  Rapid  and  Permanent  Recovery  of 
Vision  After  the  Administration  of  Thyroid 
Extract.  Proc.  Roy.  Soc.  Med.,  19 15,  viii,  Sect. 
Ophth.,  2,2.  By  Surg.,  Gynec.  &  Obst. 

Eason  reports  a  case  that  came  under  observa- 
tion nine  years  ago;  although  practically  blind  the 
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patient  improved  rapidly  under  thyroid  extract 
treatment.  At  present  the  right  eye  has  normal 
form,  field,  and  vision.  The  hemianopia  persists 
in  the  left  eye  and  the  vision  is  6/60.  An  abnor- 
mally deep  sella  turcica  is  shown.     W.  G.  Reeder. 

Napier,    F.    H.:     The    Treatment    of    Glaucoma. 

Med.  J.  South  Africa,  19 15,  x,  118. 

By  Surg.,  Gynec.  &  Obst. 

Napier  gives  a  concise  resume  of  the  important 
operative  procedures  devised  for  the  relief  of  glau- 
coma since  the  introduction  of  iridectomy  by  von 
Graefe.  He  has  arrived  at  the  definite  conclusion 
that  the  Fergus-Elliot  operation  has  but  one  ob- 
jection; namely,  it  takes  longer  to  perform  than  any 
other,  but  that  this  objection  is  counterbalanced  by 
its  safety.  He  regards  the  trephine  operation  as  (i) 
comparatively  easy  to  perform;  (2)  it  is  practically 
painless  except  at  the  moment  of  escape  of  aqueous 
(in  ordinary  iridectomy  or  in  Lagrange's  operation 
the  escape  of  aqueous  occurs  at  an  early  and  critical 
point  in  the  operation  and  is  often  the  cause  of 
accidents);  (3)  it  is  not  complicated  by  those 
immediate  risks  which  are  attendant  upon  the  in- 
sertion of  a  knife  into  the  anterior  chamber,  which 
is  too  often  a  potential  space;  (4)  it  can  be  per- 
formed for  every  variety  of  the  disease  and  at  any 
stage  with  safety. 

It  would  appear  that  the  so-called  "quiet  iritis," 
which  somewhat  frequently  occurs  on  the  third  or 
fourth  day,  should  be  regarded  as  an  objection  to 
the  operation,  but  the  author  claims  that  such  a 
complication  is  not  a  new  thing,  inasmuch  as  it  has 
been  recognized  for  many  years  in  every  operation 
in  which  the  iris  is  injured  or  excised,  and  that  it 
can  be  successfully  combated  with  atropin. 

He  concludes  by  saying  that  we  are  indebted  to 
Lagrange  for  the  conception  of  an  iris-free  fistula  in 
the  sclerotic;  to  Elliot  for  the  elaboration  of  an 
operation  founded  upon  the  same  principle  but 
simpler  and  safer.  G.  D.  Theobald. 

Spicer,  W.  T.:  Angioid  Streaks  in  Brother  and 
Sister;  a  Suggestion  that  the  Strealcs  are  Non- 
Vascular.  Proc.  Roy.  Soc.  Med.,  1915,  viii.  Sect. 
Ophth.,  33.  By  Surg.,  Gynec.  &  Obst. 

Spicer  reports  two  cases  of  so-called  angioid 
streaks  in  the  retina  in  brother  and  sister.  In  each 
the  loss  of  vision  had  first  appeared  at  the  age  of  35. 
There  was  extensive  macular  degeneration  with 
peculiar  lines  of  pigment  stretching  out  after  the 
manner  of  retinal  vessels.  The  presence  of  a  spot 
of  choroidal  atrophy  which  interrupted  the  con- 
tinuity of  one  of  these  streaks  supports  the  view 
that  they  are  not  angioid.  W.  G.  Reeder. 

EAR 

Simon,  R.  M.:  A  Case  of  Meniere's  Disease.  Brit. 
M.  J.,  1915,  i,  282.  By  Surg.,  Gynec.  &  Obst. 

After  reporting  a  typical  case  of  this  affection,  the 
author  makes  the  following  observations: 


1.  The  only  useful  treatment  consists  in  the 
correction  of  imperfect  digestion,  hypermetropia, 
anaemia,  and  any  other  symptomatic  conditions, 
but  chiefly  in  the  avoidance  of  fatigue. 

2.  Haemorrhage  is  not  the  cause  of  every  attack 
of  giddiness  occurring  in  this  affection. 

3.  Most  cases  occur  in  people  of  advanced 
middle  age,  and  a  large  proportion  of  them  have 
acquired  gout  or  the  structures  of  the  internal  ear 
are  undergoing  ossification.  While  such  changes 
might  predispose  to  the  attacks,  these  are  almost 
certainly  not  the  cause. 

4.  Many  things  point  to  a  vasomotor  disturbance 
being  at  the  root  of  the  trouble. 

5.  It  is  in  the  highest  degree  important  to  dis- 
criminate between  the  vertigo  of  Meniere's  disease 
and  that  due  to  gastric  causes,  aortic  disease,  and 
arteriosclerosis.  As  many  people  are  unaware  that 
they  are  deaf  on  one  side  the  examination  of  the 
ear  should  be  a  routine  procedure  in  every  case  of 
vertigo. 

6.  It  has  been  said  that  deafness  follows 
Meniere's  disease;  it  might  if  haemorrhages  occurred, 
but  it  is  infinitely  more  common  to  find  deafness, 
slowly  and  hopelessly  progressing,  preceding 
Meniere's  disease.  Otto  M.  Rott. 

Stucky,  J.  A.:  The  Relation  of  Pathological  Con- 
ditions in  Otorhinology  to  General  Medicine 
and  Surgery.     Kentucky  M.  J.,  1915,  xiii,  147. 

By  Surg.,  Gynec.  &  Obst. 

The  author  pleads  for  a  more  intimate  relation- 
ship between  the  internist,  neurologist,  and  general 
surgeon  on  the  one  hand  and  the  otorhinologist  on 
the  other.  Various  conditions  in  the  field  of  each 
are  mentioned  as  having  a  bearing  on  the  conditions 
under  treatment  by  one  or  the  other  group  of  physi- 
cians, and  the  patient  can  be  properly  treated  only 
when  there  is  more  cooperation  among  the  men 
practicing  the  various  specialties.     Otto  M.  Rott. 

Clay,  J.  V.  F.:    Syphilitic  Lesions  of  the  Ear.    /. 

Ophth.,  Otol.  &'  Laryngol.,  1915,  xxi,  99. 

By  Surg.,  Gynec.  &  Obst. 

Syphilis  may  manifest  itself  in  any  portion  of  the 
ear,  although  primary  syphilis  of  the  external  ear  is 
seldom  observed. 

Gumma  of  the  auricle  has  been  observed  by  a 
number  of  investigators.  These  occurred  in  the 
tertiary  period  of  the  disease,  and  in  the  majority 
of  instances  the  lesion  was  located  on  the  anterior 
aspect  of  the  auricle.  One  observer  saw  it  on  the 
posterior  aspect.  Usually,  under  adequate  treat- 
ment, the  ulcer  heals  with  little  deformity.  The 
occurrence  of  chancre  of  the  pinna  may  be  mistaken 
for  malignancy,  and  the  presence  of  gummata  may 
arouse  suspicion  of  malignant  growths. 

Secondary  manifestations  of  the  external  auditory 
canal  occur  as  macular,  papular,  and  pustular 
lesions,  associated  with  general  skin  manifestations. 
We  also  find  condylomata,  ulceration,  and  chronic 
diffuse  inflammation.     These  lesions  give  rise  to 
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the  usual  symptoms.  If  discharge  is  present,  it 
is  usually  of  a  peculiar  fetid  odor  foreign  to  aural 
discharge  from  non-syphilitic  lesions.  Condyloma- 
ta are  found  frequently  in  association  with  middle 
ear  suppuration. 

Ulcerative  lesions  have  been  studied  by  Schwartze, 
who  describes  them  as  usually  annular  and  covered 
with  dirty  grayish-white  exudate.  The  swollen 
edges  of  the  ulcer  cause  a  marked  narrowing  of  the 
lumen  of  the  canal.  They  are  usually  situated  in  the 
outer  part  of  the  canal.  He  found  these  lesions 
in  ears  with  normal  drums  as  well  as  in  cases  with 
associated  suppurative  middle  ear  disease.  The 
glands  in  the  vicinity  of  the  ear  are  usually 
swollen. 

Syphilitic  conditions  of  the  middle  ear  tract  do 
not,  unfortunately,  present  distinctive  or  pathogno- 
monic manifestations  by  which  they  might  be 
recognized.  For  this  reason,  too  often,  these  lesions 
progress  to  hopeless  and  sometimes  total  destruc- 
tion of  all  functional  possibilities  through  either  a 
proliferative  adhesive  inflammation  or  a  suppurative 
destructive  process. 

Congenital  lues  is  frequently  a  cause  of  rapidly 
progressive  tympanic  disease  in  the  young.  It  is 
found  associated  with  interstitial  keratitis,  but, 
unlike  the  ocular  lesion,  its  tendency  is  to  become 
progressively  worse,  with  ultimate  extension  to  the 
labyrinth. 

Suppurative  lesions  of  the  ear  of  syphilitic  origin 
are  also  without  characteristics  to  guide  us  in  the 
diagnosis.  The  process  is  rapidly  destructive  and 
tends  to  early  involvement  of  the  bone.  The  drum 
and  ossicles  break  down  rapidly,  and  there  may  be 
early  extension  to  the  internal  ear,  or  involvement 
of  the  brain,  lateral  sinus,  or  facial  nerve.  Bruck 
speaks  of  a  "melting"  of  the  tissues  that  is  foreign 
to  suppuration  non-syphilitic  in  origin. 

Syphilitic  invasion  of  the  internal  ear  and  auditory 
nerve  usually  occurs  in  the  latter  part  of  the  second 
stage,  or  later.  It  may  occur  alone  or  in  connection 
with  tympanic  disease.  It  constitutes  one  of  the 
most  frequent  forms  of  primary  disease  of  the  aural 
perceptive  apparatus  and  occurs  in  hereditary  or 
acquired  lues. 

There  are  three  clinical  types  of  acquired  syphilis 
of  the  internal  ear:  (i)  that  which  appears  in  the 
late  secondary  or  in  the  tertiary  periods;  (2)  another 
type  may  be  called  the  chronic  syphilitic  labyrin- 
thitis; (3)  the  third  type  of  labyrinthine  involve- 
ment of  acquired  lues  is  that  secondary  to  chronic 
suppurative  middle  ear  disease. 

The  prognosis  of  luetic  infection  of  the  internal 
ear  depends  upon  the  type  present.  Congenital 
syphilitic  labyrinthitis  offers  a  hopeless  prognosis 
so  far  as  hearing  is  concerned.  The  acute  acquired 
type  offers  a  good  prognosis  if  the  condition  is  early 
recognized  and  active  antisyphilitic  medication 
administered.  The  chronic  constitutional  labyrin- 
thitis offers  a  less  favorable  prognosis  than  the 
acute  variety.  The  treatment  of  syphilis  of  the 
ear  is  that  of  syphilis  in  general. 


Cleanliness  and  dryness  are  of  great  importance 
in  the  lesions  of  the  external  canal;  in  the  middle 
ear  suppuration,  careful  toilet  of  the  canal,  removing 
all  discharge  from  this  and  the  middle  ear,  is  im- 
portant. If  necrosis  has  occurred,  a  cure  cannot 
be  hoped  for,  except  through  radical  operative 
interference  combined  with  active  constitutional 
treatment.  The  adhesive  middle  ear  conditions 
usually  prove  very  resistant.  The  process  is  so 
rapid  that  marked  changes  have  occurred  before 
treatment  has  been  established.  In  congenital 
cases  treatment  is  disappointing.  In  acquired 
cases  of  non-suppurative  middle  ear  lues,  early 
antispecific  treatment  and  proper  local  measures, 
such  as  keeping  the  eustachian  tube  patulous  and 
attention  to  the  pharynx,  bring  about  happy  re- 
sults. 

It  would  seem  that  the  indications  are  not  quite 
clear  as  to  the  use  of  salvarsan  in  syphilis  of  the 
labyrinth  and  auditory  nerve,  but  the  opinions 
advanced,  and  observations  made,  seem  to  favor 
the  theory  of  syphilitic  poisoning  of  the  nerve  rather 
than  a  toxic  action  of  the  drug. 

Beck,  J.  C:  Diagnosis  of  Intracranial  Complica- 
tions in  Diseases  of  the  Middle  Ear  and  Acces- 
sory Sinuses  of  the  Nose.  J.-Lancet,  1915,  xxxv, 
119.  By  Surg.,  Gynec.  &  Obst. 

The  intracranial  complications  considered  are: 
(i)  meningitis,  (2)  sinus  thrombosis,  and  (3)  brain 
abscess. 

The  cardinal  symptoms  of  any  of  the  above  are: 

1.  Pain  or  headache  —  very  persistent  and  quite 
intense. 

2.  Nausea  and  vomiting  —  constant,  especially 
early  in  the  disease. 

3.  General  septic  appearance  —  quite  manifest. 

4.  Impaired  vision  due  to  choked  disc. 

5.  Disturbance  of  temperature,  pulse,  and  res- 
piration. 

6.  Definite  focal  symptoms  of  brain  localiza- 
tion. 

7.  Data  from  blood  and  spinal  fluid  examinations. 

8.  Rontgenographic  findings. 

9.  Exploratory  operation  and  treatment,  some- 
times necessary  to  make  a  diagnosis.  &'j 

The  author  then  takes  up  the  discussion  of  (i) 
serous  meningitis,  (2)  septic  meningitis,  localized 
and  diffuse,  (3)  sinus  thrombosis,  and  (4)  brain 
abscess,  stating  in  detail  the  findings  peculiar  to 
each  condition. 

He  concludes  with  a  helpful  quotation  from 
Neumann  as  to  the  differential  diagnosis  between 
meningitis,  sinus  thrombosis,  and  brain  abscess: 

"A  patient  that  has  meningitis  is  one  that  wishes 
to  be  left  alone  and  allowed  to  sleep,  although 
when  roused  is  not  particularly  irritable.  If  he 
has  brain  abscess  he  is  constantly  very  irritable  and 
difficult  to  manage;  while  a  patient  that  has  sinus 
thrombosis,  when  he  is  free  from  the  chill  and  fever, 
is  very  pleasant,  apparently  well." 

Otto  M.  Rott. 
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Lillie,  H.  I.:  Fulminating  Otitis  Media;  Mas- 
toiditis; Extensive  Sigmoid  Sinus  Thrombosis; 
Ligation  of  Internal  Jugular  Vein;  Recovery. 

J .  Mich.  St.  M.  Soc,  1915,  xiv,  183. 

By  Surg.,  Gynec.  &  Obst. 

The  author  reports  the  case  of  a  male,  aged  19 
years,  who  complained  of  pain  and  fullness  in  the 
right  ear.  Examination  showed  that  the  mucous 
membrane  of  the  tonsils,  pharynx,  and  epipharynx 
was  red  and  oedematous.  The  canal  of  the  right 
ear  was  tender,  the  membrana  tympani  red  along 
the  handle  of  the  malleus  and  Schrappnell's  mem- 
brane. Four  hours  later  the  symptoms  increased 
and  the  membrana  tympani  became  bulged;  freely 
incised,  it  evacuated  pus  and  blood.  The  symptoms 
increased  for  5  days,  when  the  patient  had  a  chill; 
temperature  105.2°,  leucocytes  27,750. 

Complete  operation  was  performed;  there  was  no 
septic  clot  in  the  sinus;  no  haemorrhage  from  the 
lower  end;  the  jugular  vein  was  ligated.  Six  days 
after  operation  the  patient  complained  of  being  very 
chilly  and  had  a  temperature  of  105°;  2  days  later, 
leucocytes  23,000;  neck  wound  reopened  and  a 
large  clot  removed  from  the  upper  end  of  the  jugular. 

The  author  emphasizes  the  following  points: 
mastoiditis  occurs  within  48  hours,  and  sinus  in- 
volvement in  96;  the  importance  of  the  leucocyte 
count  and  graphic  chart  as  guides;  the  necessity  for 
early  operation;  the  presence  of  acute  nephritis  in 
5  days  and  the  cessation  6  days  later;  the  use  of 
collodion  and  gauze  dressing  to  reduce  the  size  of 
the  scar  from  open  wounds;  and  the  favorable  prog- 
nosis if  operated  upon  early,  the  mortality  being 
reduced  from  45  per  cent  to  5  per  cent. 

A.  Spencer  Kaufman. 

Welton,  C.  B.:  Mastoiditis  and  Mastoid  Abscess 
Without  Suppuration  from  the  Middle  Ear 
and  Without  Any  Apparent  Ear  Inflammation. 

J.  Ophth.  df  Olo-Laryngol.,  1915,  x,  86. 

By  Surg.,  Gynec.  &  Obst. 

The  author  reports  seven  cases  of  acute  mastoid- 
itis without  otitis  media  occurring  in  his  practice 
during  1914.  Two  cases  showed  no  signs  of  otitis 
media,  three  cases  showed  some  slight  injection  or 
bulging  of  the  membrana  tympani,  but  no  suppura- 
tion. One  case  had  discharge  before  mastoid  in- 
volvement, but  was  dry  when  examined.  Two 
cases  recovered  without  operation. 


In  the  first  case,  that  of  a  man  38  years  old,  the 
membrana  tympani  was  normal  in  appearance. 
Operation  was  followed  by  recovery. 

In  the  second  case,  a  woman,  aged  25,  the  mem- 
brana tympani  was  normal.  She  had  difficulty  in 
deglutition,  due  to  paralysis  of  the  pharyngeal 
muscles;  two  days  later  facial  paralysis  set  in,  7 
days  later  diplopia  and  left  optic  neuritis  developed, 
accompanied  by  pain  and  tenderness  of  the  left  mas- 
toid. Pneumonia  was  present.  The  patient  re- 
covered without  operation. 

The  third  case,  a  male,  aged  3  years,  had  had  some 
discharge  for  two  days,  a  week  before  the  author 
saw  him.  Six  days  later  he  had  a  number  of  con- 
vulsions. The  convulsions  could  be  produced  by 
mastoid  pressure;  the  patient  was  in  a  semicomatose 
condition,  the  pupils  dilated,  there  was  paralytic 
strabismus,  temperature  102°,  Kernig  and  Babinski's 
signs  were  present,  there  was  rigidity  of  the  neck 
muscles.  The  membrana  tympani  was  normal. 
Operation  was  followed  by  death.  No  post-mortem 
was  held. 

The  fourth  case,  a  girl,  10  years  old,  had  an  at- 
tack of  acute  coryza,  followed  by  pain  in  the  right 
ear  for  5  days.  When  the  author  saw  the  child 
the  membrana  tympani  was  red  and  bulging,  and 
there  was  postertier  superior  swelling  of  the  canal. 
Operation  was  followed  by  recovery. 

In  the  fifth  case,  a  male,  13  months  old,  the 
membrana  tympani  was  red,  and  there  was  swelling 
behind  the  ear.     Recovery  followed  the  operation. 

In  the  sixth  case,  a  female,  aged  28,  the  membrana 
tympani  was  red,  following  an  attack  of  influenza 
two  weeks  before.  The  mastoid  was  tender;  para- 
centesis gave  no  relief;  mastoid  operation  was  fol- 
lowed by  recovery. 

The  seventh  case,  a  female,  aged  48  years,  had 
had  influenza  two  weeks  before;  for  4  days  before 
examination  she  had  had  severe  pain  in  the  left 
ear;  she  was  semiconscious,  had  facial  paralysis; 
showed  slight  Kernig's  sign;  increased  knee-jerk; 
membrana  tympani  red;  Schrappnell's  membrane 
swollen.     The  patient  recovered  without  operation. 

The  author  found  one  reference  to  this  condition 
by  MacKenzie.  In  cases  of  this  kind  he  feels 
there  has  been  a  "fugitive"  otitis  media,  but  in- 
volvement of  the  mastoid  progressed.  He  urges 
careful  examination  of  the  auricle,  canal,  drum,  and 
mastoid.  A.  Spencer  Kaufman. 
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Metzenbaum,    M.:     Scopolamine    in    Nose    and 

Throat  Operations.    Laryngoscope,  1915,  xxv,  95. 

By  Surg.,  Gynec.  &  Obst. 

The  author's  observations  are  drawn  from  the 
use  of  scopolamine  given  before  2,200  operations  on 
the  ear,  nose,  throat,  and  neck  during  the  past  five 
years. 

Adults  receive  .01  gr.  usually  by  mouth  one-half 
to  one  hour  preceding  all  operations. 

Children  are  given  a  .02  gr.  coated  pill  with  a  little 
water  one-half  to  one  hour  before  operation. 

The  conclusions  reached  are: 

1.  In  operations  on  the  nose  and  throat  under 
'cocaine  or  novocaine  the  preliminary  administration 

of  scopolamine  is  of  the  greatest  value.  The  usual 
fretful,  excited,  restless  patient  becomes  quiet, 
interested,  and  helpful,  so  that  in  the  removal  of 
tonsils  or  foreign  bodies  from  the  throat,  the  pa- 
tient will  often  hold  the  tongue-depressor  and  be 
entirely  free  from  the  usual  constant  desire  to  spit, 
cough,  gag,  and  explode  the  breath. 

2.  In  nasal  operations  the  preliminary  adminis- 
tration of  scopolamine  lessens  the  amount  and 
strength  of  cocaine  or  novocaine  required,  and 
anaesthesia  of  the  bony  areas  is  decidedly  more 
effective,  as  in  the  opening  of  the  antrum  or 
sinuses. 

3.  When  scopolamine  is  administered  in  phys- 
iological doses  it  seems  free  from  any  immediate  or 
remote  detrimental  effects,  while  its  benefits  are  to 
quiet  the  patient,  benumb  his  sensibilities,  lessen 
the  amount  of  mucus  in  the  throat,  and  lessen  his 
irritability  to  such  a  degree  that  he  requires  less 
local  or  general  anaesthesia  to  complete  the  opera- 
tion. Otto  M.  Rott. 

Gundelacli,  C.  A.:  Posterior  Nasal  Operation  by 
Means  of  the  Nasopharyngoscope.  Laryngo- 
scope, 1915,  xxv,  83.  By  Surg.,  Gynec.  &  Obst. 

The  author  advocates  the  use  of  the  nasopha- 
ryngoscope  to  facilitate  and  render  more  thorough 
operations  in  the  posterior  region  of  the  nasal 
cavity  and  also  to  aid  in  diagnostic  work  in  this 
region. 

By  means  of  the  nasopharyngoscope  the  follow- 
ing has  been  accomplished: 

1.  The  line  and  angle  of  attachment  of  the 
middle  turbinate  with  the  nasal  wall  has  been  de- 
termined, and  this  is  of  value  in  making  injections 
into  the  nasal  ganglion  for  neuralgias. 

2.  Much  valuable  information  is  obtainable  after 
operation  on  ethmoid  cells  to  determine  the  result 
of  the  work. 


3.  A  sphenoidal  sinus  can  be  entered  by  the  in- 
strument and  its  interior  examined,  as  can  also  the 
antrum.  By  this  means  a  hyperplastic  sphenoiditis 
can  be  diagnosticated  with  certainty. 

In  this  connection  the  author  states  that  the 
nasopharyngoscope  means  to  the  rhinologist  what 
the  introduction  of  the  ophthalmoscope  meant  for 
the  ophthalmologist.  Otto  M.  Rott. 

Guggenheim,  L.  K. :    Coccobacillus  Foetidus  Ozse- 
n£e  Perez  Vaccine  in  the  Treatment  of  Ozaena. 

Interst.  M.J.,  1915,  xxii,  129. 

By  Surg.,  Gynec.  &  Obst. 

Concerning  the  results  of  this  method  of  treatment 
the  author  quotes  from  the  work  of  Hofer  and  re- 
ports on  25  cases  which  he  personally  observed. 

The  following  general  conclusions  are  reached: 

1.  The  author  is  convinced  by  the  results  of 
Hofer's  animal  experimentation  that  the  cocco- 
bacillus foetidus  ozaenae  Perez  is  the  true  cause  of 
ozaena. 

2.  The  vaccine  made  with  the  Perez  organism 
exerts  a  beneficial  effect  in  the  majority  of  ozaena 
cases. 

3.  The  Hofer  method  of  treatment  is  in  its  in- 
fancy, so  we  may  expect  far  better  results  as  the 
technique  in  the  preparation  of  the  vaccine  and  in 
its  administration  improves. 

4.  Because  of  the  soluble  toxin  produced  by  the 
Perez  organism,  we  have  every  reason  to  believe 
that  in  time  a  successful  antitoxin  will  be  produced 
which  will,  of  course,  be  preferable  to  the  vaccine 
now  used.  Otto  M.  Ron. 

Grayson,  C.  P.:   The  Exploratory  Opening  of  the 
Sphenoid  Sinus.    Laryngoscope,  1915,  xxv,  65. 

By  Surg.,  Gynec.  &  Obst. 

By  "exploratory"  the  author  means  an  opening 
that  can  be  made  so  extemporaneously  with  so  little 
discomfort  to  the  patient  and  so  little  derangement 
of  his  ordinary  pursuits  that  it  may  be  employed 
for  merely  exploratory  or  diagnostic  purposes. 

The  point  of  exploration  advocated  as  being  the 
one  most  free  from  danger  is  2  or  3  mm.  above  the 
line  which  divides  the  anterior  from  the  inferior 
surface  of  the  sphenoid  body  and  close  to  the  attach- 
ment of  the  ethmoid  plate  in  the  middle  line.  The 
instrument  used  is  a  straight  drill,  tipped  with  a 
conical  burr  6  mm.  in  length  and  measuring  2.5 
mm.  from  its  point  to  its  greatest  diameter.  The 
drill  which  makes  an  opening  2  mm.  in  diameter  is 
intended  to  be  manipulated  by  the  hand  only,  the 
thumb  and  finger  being  sufficient  to  rotate  it. 

In  the  following  conditions  the  author  has  found 
exploration  of  the  sphenoid  of  great  use: 
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1.  When  there  is  present  a  stream  of  pus  in  the 
recessus  spheno-ethmoidal. 

2.  Certain  cases  of  neuralgia  of  the  fifth  nerve. 

3.  Nasopharyngeal  catarrhs,  those  of  distinctly 
mucopurulent  and  irritative  type.     Otto  M.  Rott. 

Gary,  E.  H. :  Spontaneous  Rupture  of  Lateral  Sinus 
with  General  Septicsemia  in  Ulcerating  Sinu- 
sitis.    South.  M.  J.,  1915,  viii,  147. 

By  Surg.,  Gynec.  &  Obst. 

This  case  was  one  in  which  there  was  a  neglected 
purulent  middle  ear  and  mastoid  infection  accom- 
panied by  severe  headaches  and  mastoid  pains,  fol- 
lowed by  a  rapid  and  profuse  haemorrhage  from  the 
affected  ear;  about  two  teacups  of  dark  blood  was 
lost,  after  which  symptoms  of  septicaemia  developed. 
Four  days  later  the  patient  was  brought  to  the 
hospital  and  an  operation  performed.  Immediately 
after  removal  of  the  first  strip  of  thin  cortex  there 
was  profuse  haemorrhage.  The  thin  cortex  im- 
mediately over  the  area  where  the  lateral  sinus 
should  have  been  could  not  be  removed  on  account 
of  bleeding.  The  wound  was  packed  and  the  patient 
put  to  bed  with  the  hope  of  attacking  the  region  after 
a  clot  had  formed.  The  internal  jugular  vein  had 
at  first  been  excised,  at  which  time  it  was  seen 
to  be  collapsed.  In  the  afternoon  of  the  third 
day  the  patient  was  taken  to  the  operating  room  and 
in  ten  minutes  was  dead.  Exploration  of  the  field 
revealed  the  absence  of  an  anterior  wall  of  the  sinus. 

The  author  concluded  that  death  was  due  to 
embolus  caused  by  release  of  pressure  when  the 
cortex  was  removed  at  the  second  operation.  The 
emboli  passed  from  the  remaining  part  of  the  sinus 
back  into  the  torcular  herophili,  thence  into  the 
sinus  of  the  other  side,  on  to  the  heart,  and  likely  to 
the  coronary  artery.  Otto  M.  Rott. 

Bliss,  M.  A.:  The  Importance  of  the  Paranasal 
Sinuses  in  the  Explanation  of  Pain  in  the  Face, 
Head,  Neck,  and    Shoulders.     Am.  J.  M.  Sc, 

1915,  cxlix,  230.  By  Surg.,  Gynec.  &  Obst. 

In  order  to  illustrate  the  influence  of  air  sinus 
infections  on  the  nerve-trunks  and  ganglia,  causing 
widespread  referred  pain  which  can  be  relieved 
only  by  recognizing  its  origin,  the  author  presents 
reports  of  three  clear  types,  with  the  method  of 
treatment  employed. 

The  following  observations  are  appended: 

1.  The  sphenopalatine  ganglion  is  small  (5  mm.) 
and  by  no  means  easily  struck,  whether  approached 
with  a  straight  needle  from  below  the  posterior 
tip  of  the  middle  turbinate  or  by  means  of  a  curved 
needle  entering  through  the  sphenopalatine  fora- 
men, and  whether  these  attempts  be  made  under 
the  view  of  the  Holmes  pharyngoscope,  because  it  is 
impossible  to  know  the  exact  position  of  the  gan- 
glion in  any  case. 

2.  It  is  probable  that  instillation  of  alcohol  into 
its  immediate  environment  is  efficacious,  but  not 
to  the  same  degree  that  follows  when  it  is  placed 
directly  in  its  substance. 


3.  It  requires  three  months  before  conclusions 
can  be  reached  regarding  the  result  of  the  injection. 

Otto  M.  Rott. 

Milligan,  W.:  Inoperable  Angiofibroma;  Maxillary 
Antral  Sarcoma.  Proc.  Roy.  Soc.  Med.,  1915, 
viii,  Laryngol.  Sect.,  42.       By  Surg.,  Gynec.  &  Obst. 

The  left  nasal  cavity  was  firmly  blocked  by  a 
polypoid  growth  traversed  by  somewhat  enlarged 
blood-vessels,  the  soft  palate  was  pushed  forward, 
and  the  left  side  of  the  face  was  swollen. 

Operation  was  attempted  but  had  to  be  abandoned 
because  of  the  furious  haemorrhage.  Removing  the 
packing  after  48  hours  caused  more  bleeding.  A 
radium  emanation  tube  was  inserted  into  the  mid- 
dle of  the  growth.  There  was  no  return  of  haemor- 
rhage, and  in  three  weeks  no  trace  of  the  growth 
was  present.  Otto  M.  Rott. 

Lewis,  J.  D.:  Empyema  of  the  Nasal  Accessory 
Sinuses.     Si.  Paul  M.  J.,  1915,  xvii,  61. 

By  Surg.,  Gynec.  &  Obst. 

The  author's  views  are  as  follows: 

1.  Diseases  of  the  nasal  accessory  sinuses  are 
more  prevalent  than  generally  supposed. 

2.  The  subjective  symptoms  are  never  clear, 
and  are  frequently  misleading. 

3.  The  objective  symptoms  are  almost  always 
pathognomonic. 

4.  The  present  methods  of  diagnosis  leave  little 
to  be  desired. 

5.  These  diseases  are  frequently  responsible  for 
impairments  of  the  general  health. 

6.  Complications,  unless  induced  by  faulty 
surgical  technique,  seldom  prove  fatal. 

7.  Appropriate  treatment  rarely  fails  to  effect 
a  cure. 

The  principle  of  treatment  is  to  establish  per- 
manent drainage,  insure  ventilation  of  the  cavities, 
and  remove  all  diseased  parts  with  a  minimum 
sacrifice  of  tissue  and  the  avoidance  of  deforming 
external  operations. 

Conservative  measures  comprise  the  following 
procedures: 

1.  Local  applications  of  cocaine  and  adrenalin. 

2.  Suction. 

3.  Infraction  of  the  middle  turbinate  or  removal 
of  the  anterior  end. 

4.  Remove  septal  deformities  when  necessary. 

5.  Curettage  of  the  anterior  ethmoidal  cells 
and  the  naso-frontal  duct. 

Where  radical  methods  are  demanded  the  author 
prefers  the  Knapp  or  Davis  modification  of  the  Killian 
operation  for  frontal  sinus  work. 

For  ethmoidal  work  the  Mosher  intranasal  pro- 
cedure is  advised. 

For  sphenoidal,  when  involved  without  the  eth- 
moids,  the  Grayson  drill  method  is  selected. 

For  antrum  work  the  author  prefers  the  pretur- 
binal  method,  which  conserves  the  inferior  turbinate. 

All  of  these  methods  are  described  in  detail. 

Otto  M.  Rott. 
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Watson-Williams,  P. :  The  Pernasal  Operation  for 
Frontal  Sinus  Suppuration  by  the  Anterior 
Route.    Lancet,  Land.,  1915,  clxxxviii,  362. 

By  Surg.,  Gynec.  &  Obst. 

The  author  believes  that  the  external  (Killian) 
operation  on  the  frontal  sinus  has  not  fulfilled  the 
brilliant  hopes  that  were  raised  at  the  time  of  its 
introduction,  and  that  the  earlier  successes  reported 
have  been  discounted  by  instances  of  septic  osteo- 
myelitis, an  almost  universally  fatal  complication, 
even  in  the  hands  of  skillful  operators.  In  many 
cases  very  grave  deformity  has  resulted,  and,  in 
addition,  the  operation  often  fails  to  give  the  relief 
sought. 

Intranasal  methods  for  obtaining  drainage  and 
space  for  lavage  by  the  removal  of  the  anterior  end 
of  the  middle  turbinate  have  long  been  practiced 
and  are  of  value,  but  are  often,  also,  insufficient  to 
effect  a  cure.  To  Ingals  is  due  the  credit  of  intro- 
ducing the  method  of  following  up  the  frontonasal 
duct  and  entering  the  sinus  through  the  normal 
ostium.  All  subsequent  intranasal  methods  are 
developments  of  the  Ingals  operation.  The  author 
believes  most  of  these  to  be  dangerous,  and  advances 
his  own  operation  as  being  comparatively  safe. 
After  a  review  of  the  topographical  anatomy  and 
calling  attention  to  the  agger  nasi  cells  lying  in 
front  of  the  free  end  of  the  middle  turbinate,  he 
points  out  that  it  is  the  presence  of  these  cells  that 
Mosher  has  utilized  in  his  well-known  operation, 
but  Mosher  works  from  above  downward,  while  the 
operation  advocated  by  the  author  begins  below 
and  anterior  to  the  middle  turbinate  and  continues 
upward  to  the  frontal  sinus,  "without  destroying 
any  part  of  the  vertical  plate  of  the  ethmoid," 
a  point  he  thinks  of  much  importance,  since  he  says 
it  does  not  involve  fracturing  through  the  vertical 
plate  in  close  proximity  to  the  cribriform  plate  and 
laying  open  venules  and  lymphatics  in  this  danger- 
ous area  to  infection.  Williams'  operation  may 
be  done  with  cocaine,  but  he  much  prefers  general 
anaesthesia.  His  technique  is  simply  to  cut  through 
the  most  anterior  attachment  of  the  middle  tur- 
binate with  a  conchotome  and  continue  biting  up- 
ward through  the  anterior  cells  to  the  crista  nasalis. 
In  the  same  manner  the  cells  lying  behind  the 
duct  are  then  removed  to  any  necessary  extent. 
Sounds  are  passed  into  the  sinus  and  all  project- 
ing edges  removed.  Often  this  will  suffice,  but 
if  enough  room  has  not  been  secured  by  these 
measures,  the  nasal  crest  may  be  rasped  away,  but 
it  is  much  preferable  to  use  a  guarded  burr  for 
this  purpose.  The  advantage  claimed  for  the 
burr  is  that  the  mucous  membrane  of  the  posterior 
wall  is  left  intact  and  the  bone  only  laid  bare 
anteriorly. 

He  advocates  the  use  of  from  30  to  50  ccm.  of 
polyvalent  antistreptococcus  serum  immediately 
before  the  operation,  followed  by  the  administra- 
tion of  sensitized  vaccines.  Sounds  should  also 
be  passed  at  regular  intervals  after  the  operation 
to  ensure  the  permanency  of  the  opening  made. 


Over  one  hundred  frontal  sinuses  have  been  treat- 
ed in  this  way  by  the  author,  who  claims  that  many 
have  been  cured  and  nearly  all  relieved.  In  a  few 
instances  he  was  unable  to  reach  the  sinus  per- 
nasally.  George  M.  Coaxes. 

Warren,  E.  L.:  Plastic  Operation  for  Dislocated 
Columnar  Cartilage  of  the  Nose.  Laryngo- 
scope, 1915,  XXV,  81.  By  Surg.,  Gynec.  &  Obst. 

After  injecting  the  region  of  the  deformity  sub- 
cutaneously  with  2  per  cent  cocaine  or  novocaine, 
a  vertical  incision  is  made  through  the  skin  just  in 
front  of  the  mucocutaneous  junction.  Dissection 
is  carried  out  by  means  of  a  dull  narrow-bladed 
scalpel  down  to  the  posterior  edge  of  the  columnar 
cartilage,  which  edge  is  then  grasped  with  a  small, 
curved  haemostat  forceps.  The  perichondrium  is 
separated  from  the  cartilage  below  to  its  lower  end 
and  above  to  the  upper  limits  of  the  deformity, 
where  the  cartilage  is  cut  across  and  the  piece  re- 
moved en  masse.  The  redundant  strip  of  skin  is 
removed  and  the  wound  closed  with  three  inter- 
rupted sutures.     No  packing  is  used. 

Otto  M.  Rott. 

THROAT 

Casselberry,  W.  E.:    Infective  Lymphoid  Growths 
of  the  Laryngopharynx,  Secondary  to  Sinus 
Suppuration.    /.  Am.  M.  Ass.,  1915,  Ixiv,  576. 
By  Surg.,  Gynec.  &  Obst. 

The  qualities  characterizing  this  type  of  lym- 
phoid hyperplasia  are: 

1.  A  conspicuous  enlargement  of  the  smaller 
clusters  and  single  follicles. 

2.  An  apparently  diffused  lymphoid  infiltration 
of  adjoining  tissue. 

3.  A  decided  disposition  to  redevelopment  after 
excision. 

4.  A  recognition  of  its  situation  as  being  in  the 
pathway  of  a  sinus  discharge. 

The  sinus  discharge  need  not  amount  to  actual 
pus;  hence  the  source  may  often  be  overlooked 
while  the  disease  is  present  but  in  attenuated  yet 
virulent  forms. 

The  following  are  favorite  sites  for  this  type  of 
hyperplasia: 

1.  In  the  vicinity  of  the  eustachian  orifice. 

2.  In  the  lateral  angles  of  the  pharynx. 

3.  In  the  tonsillar  region. 

4.  In  the  tonsil  itself  (a)  as  an  infective  tonsillitis 
with  semipurulent  instead  of  cheesy  substance  in       1 
the  crypts,  or  (b)  as  a  perniciously  active  hyper-      I 
plasia  overlapping  the  usual  bounds. 

5.  In  the  larynx,  where  the  small  follicles  on  the 
rim  of  the  larynx  may  undergo  an  immense  hyper- 
plasia, developing  into  tumor-like  growths,  which 
occupy  the  space  of  the  laryngopharynx,  and  here- 
tofore known  as  "lymphoma."  In  two  cases  the 
author  found  this  mass,  by  cultural,  microscopic 
and  vaccine  methods,  to  be  of  microbic  origin. 

Otto  M.  Rott. 
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MOUTH 

New,  G.  B.:  Cystic  Odontotnata.    /.  Am.  M.  Ass., 
1915,  Ixiv,  34.  By  Surg.,  Gynec.  &  Obst. 

The  author  considers  the  subject  under  two 
classes — the  simple  cysts  and  the  adamantinomata. 
The  simple  cysts  are  divided  into  two  types: 
(i)  those  including  dental  or  root-cysts,  and  (2) 
those  usually  called  follicular.  This  paper  reviews 
26  cystic  odontomata:  21  are  of  the  simple  type  i, 
6  are  of  type  2,  and  8  are  adamantinomata;  all 
are  from  the  Mayo  Clinic.  Simple  cysts  of  type  i 
are  the  most  common  in  the  jaws.  Magitot  in 
1872  published  the  first  important  work  on  the 
subject  of  cystic  odontomata  and  attributed  their 
origin  to  the  development  of  embryonal  dental 
tissue.  Molassez  in  1885  found  masses  of  cells 
about  the  roots  of  teeth  in  adult  jaws  and  concluded 
that  they  were  the  remains  of  the  dental  ridge,  the 
epithelial  cord,  and  the  outer  layer  of  the  enamel 
organ,  and  concluded  that  all  cystic  odontomata 
were  derived  from  this  group  of  cells.  In  this 
series  of  12  cases  6  occurred  in  the  upper  jaw  and 
6  in  the  lower.  Of  those  in  the  upper  jaw  4 
were  in  the  incisor  region  and  one  in  the  bicuspid. 

In  the  lower  jaw  3  were  in  the  incisor  region,  2 
in  the  bicuspid,  and  one  in  the  molar  region. 

It  is  a  debatable  point  whether  these  cysts  are 
derived  from  supernumerary  anlagen  or  not,  as 
they  are  frequently  in  the  same  location.  Their 
development,  according  to  consensus  of  opinion, 
is  due  to  irritation  or  stimulation,  as  they  are  most 
frequently  found  in  connection  with  teeth  whose 
pulps  have  been  lost,  but  may  occur  from  irritation 
of  erupting  teeth  or  other  peridental  inflammation. 
They  occur  at  almost  any  age;  they  contain  fluid 
and  leave  an  epithelial  lining,  which  may  in  some 
places  be  lost. 

Type  2,  according  to  Bland-Sutton,  represents 
an  expanded  tooth  follicle.  They  occur  with  equal 
frequency  in  either  jaw  and  are  usually  in  the 
bicuspid  and  molar  regions. 

This  type  occurs  during  or  shortly  after  second 
dentition,  except  those  in  connection  with  the  third 
molar,  which  develop  later  in  life. 

It  was  noted  that  a  tooth  was  missing  from  the 
arch  and  that  a  partially  developed  tooth  was  found 
in  the  cyst,  the  crown  being  usually  completed  and 
the  root  partially  formed.  While  the  cysts  are 
formed  in  early  life  they  are  of  slow  growth.  In 
one  of  the  cases  here  reported  the  patient,  a  man 
69  years  of  age,  who  had  had  a  tumor  of  the  angle 
of  the  jaw  for  42  years,  which  within  the  last  6 


months  began  to  enlarge.  It  contained  a  partially 
developed  molar  and  a  specimen  from  the  growth 
proved  to  be  epithelioma. 

The  author  reports  a  number  of  cases  of  adaman- 
tinomata from  the  literature  and  then  takes  up  the 
pathology  as  follows:  The  adamantinomata  on 
section  present  solid  and  cystic  areas,  the  cystic 
areas  being  from  pin-head  to  walnut  size.  They 
appear  to  have  a  smooth  lining,  and  fibrous  or  bony 
septa  are  seen  separating  the  various  cysts  which 
contain  a  thin  yellowish  fluid.  The  solid  areas 
have  a  red  tint  and  are  granular  owing  to  many 
minute  cysts. 

Microscopically  the  solid  areas  consist  of  a 
fibrous  tissue  stroma  and  columns  of  epithelial  cells. 
These  columns  may  be  elongated,  rounded,  or 
arranged  in  the  form  of  acini,  and  may  present  many 
irregular  forms.  Two  types  of  epithelial  cells  are 
found:  the  typical  columnar  cell  with  the  nucleus 
placed  near  the  pole  away  from  the  stroma,  and  the 
differentiated  cells  from  this  type  —  the  polygonal 
cell  and  a  stellate  cell,  which  form  the  main  mass 
of  the  epithelial  columns.  These  cells  are  analogous 
to  the  cells  that  form  the  enamel  organ.  Areas  of 
transitional  forms  from  the  solid  cords  to  the  small 
cysts  are  seen.  The  stellate  cells  are  seen  under- 
going disintegration,  their  place  being  taken  by 
cystic  cavities,  at  first  quite  small,  then  becoming 
larger. 

Stellate  cells  gradually  disappear  and  are  replaced 
by  the  fluid  of  the  cyst.  As  the  cyst  increases  in 
size  the  columnar  cells  are  left  alone  to  line  the  cyst, 
while  in  the  yet  larger  cyst  these  have  disappeared 
and  the  wall  consists  of  fibrous  tissue  only. 

Diagnosis  and  treatment  of  types  i  and  2  are 
not  difficult  with  the  aid  of  the  rontgenogram. 
The  adamantinoma  will  show  a  multilocular  forma- 
tion and  with  the  history  and  examination  will  offer 
little  difficulty,  except  in  cases  of  giant-cell  sarcoma, 
where  at  times  the  differentiation  must  be  made  at 
the  operation  or  by  the  microscope. 

The  treatment  of  cysts  of  the  first  group  requires 
only  thorough  curettage  and  packing. 

The  adamantinomata  require  a  more  radical 
treatment,  as  the  condition  will  recur  if  a  small 
portion  of  the  tumor  is  left;  consequently  a  resec- 
tion, if  possible,  followed  by  the  implantation  of  a 
portion  of  a  rib,  is  most  satisfactory. 

All  of  the  8  cases  operated  upon  in  the  Mayo 
Clinic  have  been  operated  upon  within  the  last 
two  and  one-half  years,  and  as  recurrence  is  fre- 
quent the  cure  of  these  cases  can  as  yet  not  be 
determined.  H.  A.  Pons. 
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THE   PRESENT   STATUS   OF   RADIOTHERAPY 

By  a.  HOWARD  PIRIE,  M.D.,  Montreal 


AS  the  terms  "dose"  and  "filtration"  will 
be  frequently  mentioned  it  will  be  well  to 
define  what  is  meant  by  X-ray  dose  and 
filtered  rays. 

The  unit  dose  of  X-rays  is  known  as  10  X. 
This  is  the  quantity  which  causes  temporary 
epilation.  Half  this  dose  is  5  X,  and  double  it 
is  20  X.  As  ordinary  white  light  is  a  mixture  of 
light  of  varying  wave-lengths  separable  into  the 
colors  of  the  rainbow,  so  the  rays  coming  from  an 
X-ray  bulb  are  a  mixture  of  rays  of  varpng  wave- 
length. Those  of  long  wave-length  are  non- 
penetrating and  are  called  soft  rays,  while  those 
of  short  wave-length  penetrate  the  tissues  and 
are  called  hard  rays.  Both  kinds  of  rays  can  be 
used  for  superficial  treatment,  but  for  deep  treat- 
ment only  the  penetrating  waves  are  of  value. 
Therefore,  for  all  deep  treatments  the  non-pene- 
trating rays  are  removed  so  as  to  preserve  the 
integrity  of  the  skin.  This  is  accomplished  by 
placing  a  sheet  of  aluminum  from  1  to  3  milli- 
meters thick  between  the  X-ray  tube  and  the 
skin.  The  rays  are  then  referred  to  as  being 
filtered. 

SPLENIC  LEUKAEMIA 

Splenic  leukaemia  has  been  treated  by  injections 
of  mesotherium,  but  the  results  reported  are  some- 
what discordant.  Rosenow  reports  5  cases.  He 
injected  an  amount  of  mesotherium  intravenously 
equal  to  0,5  mg.  radium  bromide.  In  one  case 
the  leucocytes  dropped  after  5  injections  (one 
per  week)  from  110,800  to  47,000.  The  patient 
was  not  improved  in  proportion,  and  the  count 
soon  mounted  to  116,000.     Under  X-ray  treat- 


ment improvement  was  noted,  and  the  leucocytes 
fell  to  19,000.  Later  no  therapeutic  measure 
was  of  value,  and  the  patient  died. 

External  application  of  radium  has  been  tried 
in  myeloid  leukaemia,  30  to  33  centigrams  of  ra- 
dium sulphate  filtered  through  2  millimeters  of 
lead  being  allowed  to  act  for  from  24  to  48  hours 
over  an  area  of  500  to  600  square  centimeters 
(Renon,  Degrais,  and  Dreyfus). 

Spleens  occupying  the  whole  cavity  of  the 
abdomen  (sic)  shrank  to  normal  size  in  3  to  4 
applications.  Leucoctyes  dropped  in  5  to  10 
days  from  330,000  to  70,000.  Myelocytes  dis- 
appeared, the  red  blood  corpuscles  increased, 
the  general  condition  improved,  the  fever  disap- 
peared, and  weight  increased  one  kilo  per  week. 
Two  to  18  months  after  the  treatment  was  dis- 
continued the  symptoms  returned,  and  the  same 
treatment  repeated  did  not  produce  the  same 
results.  The  body  seems  to  become  accustomed 
to  the  radium,  and  it  loses  its  power.  The 
authors  advise  alternating  the  treatment,  using 
radium  for  a  time,  benzole  for  a  period,  and  then 
X-rays  for  another  period. 

Schiiller  reports  favorably  on  the  action  of 
radium  in  splenic  leukaemia.  In  one  case  radium 
and  emanation,  in  all  350,000  milligram-hours, 
caused  a  fall  in  white  blood  corpuscles  from  673,- 
500  to  26,000  in  two  months,  the  patient  gaining 
8  kilos  in  weight  in  three  months. 

Another  case  treated  by  X-ray  therapy,  and 
kept  alive  from  1906  to  191 2,  had  reached  a  stage 
where  X-rays  seemed  to  be  powerless  and  the  pa- 
tient's condition  hopeless.     At  this  period  ra- 
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dium,  mesotherium,  and  emanations  were  used, 
in  all  32,000  milligram-hours,  as  a  result  of  which 
the  patient  improved,  and  six  months  later  ap- 
peared to  be  cured.  Another  case  Schiiller  re- 
ports is  of  interest  in  that  it  was  a  case  of  Banti's 
disease,  with  a  very  large  spleen.  The  use  of 
radium  in  this  case  caused  diminution  in  the  size 
of  the  spleen  so  that  splenectomy  was  performed, 
and  a  month  later  the  patient  was  apparently 
cured. 

Renon,  Degrais,  and  Tournemelle  report  a 
case  of  splenic  leukaemia  as  follows:  The  count 
showed  white  blood  corpuscles  264,000;  after 
3  applications  made  over  the  spleen  in  24 
hours,  using  25  centigrams  of  radium  sulphate  at 
15-day  intervals,  the  white  blood  corpuscles  fell 
to  8,620,  and  at  the  end  of  a  month  the  spleen 
became  of  normal  size. 

Cases  which  have  ceased  to  respond  to  X-ray 
treatment  do  respond  to  radium,  according  to 
Renon.  The  difference  in  the  effect  produced  by 
radium  may  be  due  to  the  blood  passing  and  re- 
passing during  the  long  application  of  the  radium, 
and  so  becoming  impregnated  with  its  energy. 

A.  David  says  that  radiotherapy  produces 
rapid  change  in  the  leucocytic  formula,  but  a 
time  comes  when  radiotherapy  is  powerless.  By 
the  use  of  benzole  the  destruction  was  checked 
in  the  majority  of  cases,  but  anaemia  did  not  dis- 
appear completely,  as  the  drug  acts  on  the  red 
blood  corpuscles  and  haemoglobin.  Improper  use 
of  benzole  is  liable  to  cause  lesions  of  the  liver 
and  kidneys. 

Parkes  Weber  reports  a  case  of  myeloid  leu- 
kaemia which  had  already  been  treated  by  X- 
rays.  The  treatment  was  discontinued  and 
benzole  given  for  70  days  without  result.  After 
that  X-ray  treatment  was  begun  again,  and 
marked  improvement  followed,  with  diminution 
in  the  size  of  the  spleen  and  liver  and  improve- 
ment in  the  blood  count. 

From  a  review  of  recent  literature  and  our  per- 
sonal experience  one  need  feel  no  hesitancy  in 
stating  that  radiotherapy  is  the  best  treatment  at 
present  known  for  splenic  leukaemia. 

GYNECOLOGY 

Radiotherapy  in  gynecology  is  of  value  in 
haemorrhagic  metritis  and  in  fibroma  uteri.  In 
1908  Albers-Schonberg  reported  the  cure  of  uterine 
fibroids  by  means  of  rays.  Since  then  several 
thousand  cases  have  been  reported  by  many  ob- 
servers. Among  the ,  later  reports  is  that  of 
Beclere,  in  which  he  states  that  he  has  treated 
74  cases  of  uterine  fibroids.  His  technique  is  a 
sitting  once  a  week,  raying  the  right  and  then  the 


left  side,  each  area  being  10  cm.  in  diameter.  A 
third  portal  of  entry  over  the  sacrum  was  often 
used.  When  the  tumor  is  large,  the  abdomen  is 
divided  into  three  or  four  sections,  each  of  which 
receives  an  application  of  the  rays.  The  median 
line  is  not  rayed.  The  skin  focus  distance  is  18  to 
20  cm.,  and  an  aluminum  filter  i  or  2  mm.  thick 
is  placed  8  cm.  from  the  skin. 

The  superficial  dose  is  6  X;  hardness  of  rays 
used  is  9  to  10  Benoist. 

Becl^re's  results  in  60  cases  are  tabulated. 
Two  cases  52  to  56  years  of  age  showed  no  dimi- 
nution in  volume,  but  haemorrhage  was  lessened, 
although  it  remained  persistent.  The  anatomi- 
cal changes  in  50  cases  are  as  follows: 

No  change  in  2  cases. 

Diminution  of  2  cm.  in  height  in  i  case. 

Diminution  of  4  cm.  in  height  in  i  case. 

Diminution  of  5  to  6  cm.  in  height  in  12  cases. 

Diminution  of  7  to  9  cm.  in  height  in  1 1  cases. 

Diminution  of  10  to  13  cm.  in  height  in  9  cases. 

In  8  cases  the  disappearance  of  the  tumor  was 
almost  complete,  although  it  had  extended  from 
6  to  II  cm.  above  the  pubis.  Thus  the  success 
attained  was  96  to  97  per  cent.  All  the  cases 
had  been  chosen  by  gynecologists.  Beclere 
believes  in  a  direct  action  of  the  rays  on  the  actual 
tumor.  Before  the  menopause  diminution  of 
the  fibroid  occurs  almost  without  exception  after 
the  first  few  weeks.  This  is  noted  before  sup- 
pression of  the  menses.  After  the  menopause 
fibroids  which  develop  or  which  continue  to  grow 
begin  to  grow  less  under  X-ray  treatment.  Dimi- 
nution in  volume  occurs  in  all  directions  in  the 
tumor.  Beclere  lays  stress  on  the  prognosis 
which  can  be  given  after  the  first  few  weeks.  If 
he  notes  diminution  in  the  volume  after  the  first 
few  weeks,  the  prognosis  is  good;  if  not,  it  is  un- 
favorable. He  believes  that  the  rays  should  be 
directed  to  the  uterus  more  than  to  the  ovaries, 
and  also  that  intravaginal  application  of  radium 
should  be  used  along  with  the  external  applica- 
tion of  the  rays. 

Von  Seuflfert  states  that  of  23  cases  treated  for 
fibroid,  in  22  cases  amenorrhoea  and  in  one  case 
oligomenorrhoea  followed  either  immediately 
(3  cases)  or  after  a  variable  period,  of  which  the 
longest  was  142  days  in  a  woman  of  31  years. 
The  dose  varied  from  68  X  to  761  X  spread  over 
different  portals  of  entry. 

Alexandroff  obtained  interesting  results  in  15 
cases  of  fibroids.  He  considers  radiotherapy  the 
best  treatment  in  uterine  fibroids.  The  ovary 
produces  a  substance  which  causes  metrorrhagia. 
X-rays  acting  on  the  ovaries  retard  the  formation 
of  this  substance,  and  so  metrorrhagia  ceases. 
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This  is  of  course  a  theory,  but  it  is  borne  out  by 
the  observation  recently  reported,  that  the  blood 
of  a  healthy  woman  just  about  to  menstruate 
when  injected  into  the  veins  of  a  woman  suffering 
from  amenorrhoea  brings  on  a  flow  of  blood  in  the 
latter. 

Reiflferscheid  relates  his  results  in  the  X-ray 
treatment  of  49  cases  of  myoma  from  April,  191 1, 
to  September,  1913: 

II  are  still  under  treatment. 

31  are  cured;  of  these  27  developed  complete 
amenorrhoea  and  4  oligomenorrhoea. 
2  showed  marked  improvement. 

2  stopped  taking  treatment. 

3  cases  were  operated  on  for  different  reasons. 
The  duration  of  treatment  was  6  months  at 

first,  and  4  months  later  on,  when  he  used  larger 
doses:  430  X  instead  of  210. 

Of  42  cases  of  menorrhagia,  7  are  still  under 
treatment,  27  are  cured,  i  improved,  2  stopped 
taking  treatment,  and  4  were  operated  on. 

The  literature  at  present  is  so  full  of  reports  of 
successful  X-ray  treatment  of  myoma  uteri  and 
metrorrhagia  that  the  writer  feels  that  he  need 
not  enlarge  on  it  further.  He  has  omitted  any 
comment  on  the  work  of  such  men  as  von  Graff, 
40  cases,  with  success  in  31  of  36  cases;  Kreuz- 
fuchs,  29  cases  treated,  with  26  successes;  and 
many  other  writers  on  this  subject. 

Analysis  of  these  successes  establishes  the  fact 
that  myomata  and  menorrhagia  in  women  over 
40  are  best  treated  by  X-rays,  and  for  younger 
women  it  is  the  treatment  of  choice  where 
operation  is  contra-indicated. 

The  writer's  experience  confirms  the  results 
reported.  He  has  seen  myomata  decrease  in 
size  and  disappear  and  menorrhagia  cease  under 
X-ray  treatment.  He  has  seen  complete  cessa- 
tion of  menstruation  follow  X-ray  treatment, 
and  has  also  seen  it  reappear  after  cessation  of 
treatment,  after  menstruation  had  been  sup- 
pressed for  three  months.  In  fact,  the  ovaries 
behave  under  X-rays  somewhat  as  the  hairs  of 
the  head  do.  The  hairs  may  be  made  to  fall  for 
two  months  and  then  grow  again,  or  may  be  made 
to  fall  out  permanently.  In  the  same  way  the 
ovaries  may  be  made  to  cease  their  function  for 
three  months  or  permanently,  according  to  the 
dosage  applied. 

MALIGNANT  DISEASE 

Max  Levy  Dorn  reports  on  the  action  of  X- 
rays  on  malignant  tumors  in  mice.  When  an 
infected  mouse  was  irradiated  with  80  X  all  over 
its  body,  it  died,  but  when  the  rays  were  limited 
to  the  tumor  alone,  and  as  much  as  100  X  and 


more  were  given,  the  tumor  disappeared  in  a  few 
weeks  and  the  mouse  lived.  Dorn  uses  very  hard 
rays  and  long  sittings  with  long  intervals.  He 
reports  two  cases  of  sarcoma  cured  by  X-rays, 
one  after  two  years  of  treatment  and  the  other 
after  ten  months.  He  also  reports  a  case  of  lym- 
phosarcoma cured  after  four  months'  treatment. 

Cases  of  sarcoma  and  lymphosarcoma  have 
frequently  been  reported  cured  by  X-rays.  The 
characteristic  of  these  tumors  must  be  determined, 
so  that  one  may  be  able  to  recognize  which  are 
suitable  for  X-ray  treatment. 

Uterine  and  vaginal  carcinoma  have  been 
treated  by  H.  Cheron  and  Rubens-Duval.  Their 
statistics  are  based  on  the  treatment  of  158 
cases  during  the  last  five  years.  Their  technique 
was  to  use  as  much  radium  as  possible,  with  as 
much  filtration  as  practical,  in  massive  doses. 
In  the  158  cases  treated,  comprising  mainly  in- 
operable cases  or  post-operative  recurrences,  they 
succeeded  in  having  one  certain  cure  anatomically 
verified,  93  very  important  regressions,  of  which 
46  were  apparent  cures,  and  62  marked  improve- 
ments in  particularly  grave  cases  or  irregularly 
treated  cases.  In  some  cases  radiotherapy  al- 
lowed surgical  intervention,  which  had  been 
previously  impossible. 

Malignant  disease  is  being  extensively  treated 
by  radium  and  mesotherium  at  present,  and  re- 
ports are  appearing  from  time  to  time  in  medical 
literature.  For  a  successful  result  the  whole 
tumor  should  receive  an  intense  treatment  so 
that  a  severe  reaction  follows  which  destroys  the 
tumor.  Four  such  cases  are  reported  by  Kellock. 
In  treating  uterine  carcinoma  with  massive  doses 
of  radium  it  is  necessary  to  shield  the  surround- 
ing healthy  tissue,  otherwise  perforation  into  the 
bladder  (Keitler)  may  occur. 

Allmann  also  reports  a  rectovaginal  fistula 
after  10,000  milligram-hours,  and  a  fistula  into 
the  small  intestine  after  26,000  milligram-hours. 

The  use  of  radiotherapy  in  malignant  disease 
may  be  summed  up  as  follows: 

1.  When  the  disease  is  removable  by  surgery 
let  the  surgeon  remove  it. 

2.  When  entire  removal  is  not  possible  let  the 
surgeon  remove  as  much  as  he  can  and  leave  the 
way  open  for  radium  to  reach  what  he  cannot 
remove. 

3.  Surgery  may  become  possible  after  the  use 
of  radium  in  a  case  inoperable  before  its  use. 

Radium  should  not  be  looked  on  merely  as  an 
"also  ran"  to  an  incomplete  operation;  but  like 
a  boring  in  the  rock  for  the  reception  of  dyna- 
mite the  operation  should  be  a  preparation  for 
the  use  of  radium. 
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Hayward  Pinch  recommends  i  millimeter  of 
silver  as  the  best  filter  for  radium,  and  urges  the 
protection  of  healthy  tissues,  especially  in  the  va- 
gina. Packing  with  gauze  is  sufficient  protection 
so  as  to  afford  the  protective  effect  of  distance. 
Pinch,  who  has  charge  of  the  Radium  Institute 
in  London,  with  a  large  quantity  of  radium  at 
his  command,  recommends  that  every  removable 
carcinoma  should  be  removed  by  the  surgeon. 
Treatment  by  radium  yields  most  gratifying 
results  in  carcinoma  of  the  uterus,  and  the 
effects  of  this  treatment  in  inoperable  cases  are 
far  in  advance  of  those  obtained  by  any  other 
known  medical  or  surgical  method.  He  says 
that  the  complete  disappearance  of  fungating 
growth,  arrest  of  haemorrhage  and  discharge, 
healing  of  ulceration,  and  relief  from  pain  are 
phenomena  of  almost  daily  occurrence.  Care 
must  be  taken  not  to  use  too  much  radium  or 
destructive  reaction  may  follow.  After  the  treat- 
ment the  patient  must  use  a  douche  twice  a  day 
in  order  to  prevent  adhesive  vaginitis.  In 
carcinoma  of  the  breast  Pinch  is  less  enthusiastic 
in  his  comment.  Many  patients  exhibit  a  great 
susceptibility  to  radium,  the  primary  growth  be- 
comes smaller,  and  infected  glands  and  subcuta- 
neous nodules  lessen  or  even  disappear.  Little 
or  no  effect  appears  to  be  exerted  in  the  preven- 
tion of  metastatic  deposits.  In  a  few  patients 
who  had  been  under  treatment  for  two  years  he 
noted  that  a  stage  was  reached  in  the  treatment 
when  the  response  to  radium  failed,  and  the 
benefit  derived  became  negligible.  In  Paget's 
disease  he  says  the  superficial  lesion  is  usually 
speedily  cured  by  radium,  but  in  cases  in  which 
the  patient  is  willing  to  submit  to  operation,  that 
procedure  should  always  be  adopted. 

Sarcoma  and  lymphosarcoma  give  excellent 
results  from  radium  treatment,  but  melanotic 
sarcoma  is  uninfluenced  by  it.  It  is  important 
to  use  large  quantities  of  radium  inside  and  out- 
side of  the  growths.  The  best  results  are  secured 
in  sarcomata  of  the  tonsil  and  the  post-nasal  space, 
the  growths  disappearing  completely  with  six 
weeks'  treatment  (Pinch). 

Petersen  states  that  X-rays  have  a  very  vary- 
ing effect  on  sarcomata.  Some  are  refractory 
and  increase  in  spite  of  X-ray  treatment,  while 
others  show  an  astonishing  sensitiveness  to  the 
rays  and  melt  away  like  snow  before  the  sun. 
Hitherto  it  has  not  been  possible  to  establish  the 
definite  relationship  between  histological  struc- 
ture and  radiosensitiveness.  Petersen  has  col- 
lected 45  cases  of  sarcomata,  recorded  in  the 
literature,  reported  cured  by  X-rays.  These 
cases  are  the  work  of  25  radiologists.     Some  of 


these  apparent  cures  must  be  discounted,  but 
others  are  cured  undoubtedly,  have  stood  the 
test  of  microscopic  examination,  and  had  no 
relapse  for  several  years.  Cases  of  fibrosarcoma, 
round-celled  sarcoma,  and  spindle-celled  sarcoma 
have  remained  cured  for  from  3  to  8  years.  But 
it  must  be  admitted  that  the  percentage  of  per- 
manent cures  of  sarcoma  by  X-rays  is  as  yet  small. 
Heineke  at  the  Tenth  Congress  of  the  German 
Society  of  Radiology  gave  some  suggestions  on 
the  biological  action  of  X-rays.  Tumors  have 
the  same  sensitiveness  to  X-rays  as  their  parent 
cells;  thus  carcinoma  of  epitheUal  origin  is  less 
sensitive  than  lymphosarcoma.  Periosteal  sar- 
coma is  very  refractory  to  X-rays. 

SKIN   DISEASES 

Ten  years  ago  it  was  the  custom  to  treat  cer- 
tain skin  diseases  by  unmeasured  doses  of  X-rays 
every  few  days  until  a  reaction  occurred.  Now 
a  similar  procedure  is  often  used,  but  each  small 
dose  is  measured,  so  that  the  radiologist  knows 
what  to  expect  from  his  treatment;  whereas 
formerly  he  continued  the  treatment  until  a  re- 
action appeared  and  then  discontinued  it.  Dore 
recommends  such  doses  as  2.5  X  every  two  or 
three  days  for  superficial  ulcers;  5  X  every  week 
for  psoriasis;  10  X  every  3  to  4  weeks  for  sycosis, 
ringworm,  favus,  certain  alopecias,  hyperidrosis, 
acne,  and  pruritus;  10  X  at  shorter  intervals  for 
rodent  ulcer,  carcinoma,  and  uterine  myoma. 
The  statement  that  ringworm  and  favus  are  effi- 
ciently cured  by  X-rays  needs  no  comment. 
This  has  now  been  established  for  many  years. 

Hypertrichosis.  When  a  hair  is  pulled  out,  the 
root  remaining  soon  becomes  a  mass  of  young 
proliferating  cells,  which  are  more  sensitive  to  the 
action  of  X-rays  than  the  cells  at  the  root  of  an 
indolent  hair.  It  has  therefore  been  proposed 
that  the  hairs  be  pulled  out  5  days  before  the 
application  of  the  rays,  so  that  the  proliferating 
cells  of  the  new  root  may  be  easily  killed  by  the 
rays.  Chilaiditis  has  used  this  on  upwards  of 
30  cases,  and  during  two  and  one-half  years  has 
seen  no  late  bad  effects.  The  more  numerous 
and  strong  the  hairs  are  the  longer  time  should 
the  epilation  be  performed  before  raying.  He 
filters  the  rays  through  3  to  4  mm.  of  aluminum, 
and  gives  16  to  24  X  in  a  single  sitting;  15  to 
20  days  afterward  reaction  appears  and  remains 
for  two  to  three  days. 

Keloid  was  one  of  the  early  skin  diseases  treated 
by  X-rays,  and  the  method  has  proved  of  great 
value.  The  treatment  should  not  be  given 
oftener  than  once  a  week,  using  3  X  hard  rays. 
Two  months'  treatment  will  cure  a  mild  case. 
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It  is  essential  for  good  results  to  have  patience 
and  go  slowly.  No  reaction  should  ever  be  pro- 
duced, but  slight  pigmentation  may  be  produced. 
An  extensive  keloid  may  be  removed  by  the 
surgeon,  and  thereafter  X-ray  treatment  will 
prevent  its  recurrence. 

Lupus  vulgaris.  An  excellent  article  on  radio- 
therapy and  radium  therapy  in  the  treatment  of 
lupus  vulgaris  is  given  by  Belot  and  Nahan. 
Radiotherapy  may  be  used  as  a  destructant  of 
the  tubercles  and  the  surrounding  tissue  or  as  a 
stimulant.  The  latter  might  be  called  the  per- 
suasive method. 

The  destructive  method  is  attained  by  a  dose 
of  40  X.  This  method  should  not  be  used  owing 
to  the  pain  caused  and  the  long  time  required  to 
heal  the  burn.  Certain  lupus  patches  exhibit 
a  violent  reaction  after  the  application  of  14  to 
20  X.  Even  when  a  cure  is  brought  about  by  the 
destructive  method  the  resulting  scar  is  apt  to  be 
unsatisfactory  for  several  reasons.  Two  or 
three  years  after  such  a  cure  necrosis  of  the  skin 
has  been  known  to  occur.  Freund  aims  at  avoid- 
ing any  intense  reaction,  and  uses  small  doses 
and  hard  rays. 

The  persuasive  method  is  attained  by  giving 
6  to  10  X  with  or  without  filters  of  i  to  2  mm.  of 
aluminum,  according  to  the  depth  of  the  tuber- 
cles. In  ID  to  15  days  a  slight  erythema  follows, 
with  slight  swelling.  When  the  reaction  has 
subsided  another  treatment  is  given.  Marked 
improvement  is  soon  evident,  but  it  is  not  a  cure, 
for  the  tubercles  remain.  The  surrounding  tis- 
sue is  modified,  the  tubercles  become  isolated,  and 
another  method  of  destroying  them  must  be  used. 
When  this  improvement  is  noted  radiotherapy 
should  be  discontinued  in  order  to  avoid  atrophy 
due  to  excessive  radiotherapy.  A  combined 
treatment,  i.e.,  radiotherapy  up  to  a  certain 
limit  and  then  destruction  of  the  tubercle  by 
electrolysis  or  Finsen  light,  brings  about  a  real 
cure.  This  method  is  applicable  in  lupus  tumidus 
non  exedens,  lupus  ulcer,  serpiginous  non- 
ulcerative lupus,  lupus  vorax  exedens,  lupus  of 
the  orifices,  and  in  severe  ulcerated  cases  of 
lupus. 

Lupus  tumidus  non  exedens  should  be  treated 
by  radiotherapy  until  improvement  is  noted 
and  the  tubercle  becomes  apparent.  The  latter 
should  be  destroyed  by  electrolysis.  Lupus 
ulcer  should  be  treated  as  above  in  the  same  way; 
Finsen  light  may  replace  the  electrolysis.  If  the 
radiotherapy  has  been  too  prolonged  and  atrophy 
of  the  skin  has  occurred  Finsen  light  may  produce 
a  severe  ulceration.  The  following  is  Brocq's 
every-day  treatment  at  Hopital  St.  Louis,  Paris. 


After  one  or  two  treatments  of  8  to  10  X  the  ap- 
parent nodules  are  scarified  once  a  week.  Im- 
mediately after  this  scarifying  6  to  8  X  of  hard- 
ness No.  7  Benoist  is  given  every  two  weeks.  A 
filter  is  used  if  the  nodules  are  deeply  placed. 
The  mildest  reaction  is  aimed  at.  If  the  reaction 
is  greater  than  was  expected,  it  is  best  to  wait 
till  it  has  quite  subsided  before  giving  the  next 
treatment.  The  X-ray  treatments  are  discon- 
tinued when  the  lesion  is  replaced  by  a  white 
cicatrix.  Serpiginous  non-ulcerated  lupus  is 
treated  by  the  same  method.  Lupus  vorax 
exedens  is  treated  by  a  combination  of  scarifica- 
tion and  radiotherapy. 

Lupus  of  the  orifices  is  treated  by  radiotherapy 
until  improvement  occurs  and  the  tubercles  be- 
come evident,  when  they  are  destroyed  by  elec- 
trolysis. Lupus  on  mucous  surfaces  is  treated 
in  the  same  way,  but  here  radium  should  be  used 
where  the  X-rays  cannot  be  well  applied. 

Lupus  secondary  to  deep  tuberculosis  should 
be  treated  by  radiotherapy  for  one  or  two  months 
until  marked  improvement  is  noted.  Filtration 
through  2  to  3  mm.  of  aluminum  should  be  used. 
Scarification  or  the  galvanocautery  should  be 
used  to  complete  the  treatment.  Lupus  intrac- 
tabilis  of  Finsen  occurs  in  2  per  cent  or  3  per  cent 
of  the  cases,  and  resists  all  treatment  by  X-rays 
and  Finsen  light. 

Radium  has  just  the  same  power  as  X-rays 
in  the  treatment  of  lupus,  and  no  more  should  be 
expected  from  it  than  from  X-rays.  Wickham 
says  that  radium  alone  rarely  cures  lupus. 

Mycosis  fungoides  yields  to  X-ray  treatment. 
A  case  is  reported  by  Rajat  in  which  the  dose 
used  was  8  to  10  X  every  8  to  15  days  on  different 
parts  of  the  body.  The  improvement  was  rapid. 
Other  cases  are  reported  by  Adamson  and 
Pringle.  Pringle  observed  a  case  for  15  years, 
giving  the  patient  short  irregular  treatments 
whenever  a  new  lesion  appeared,  the  disease 
thus  being  kept  in  check  but  not  cured. 

Rodent  ulcer  and  cutaneous  epithelioma.  Suquet 
gives  his  personal  experience  in  841  cases.  His 
cures  were  93  per  cent  of  841  cases  treated;  724 
were  cured,  60  after  a  relapse.  He  gives  10 
to  20  X  at  long  intervals,  but  varies  the  dose  ac- 
cording to  the  extent  and  depth  of  the  lesion. 

In  regard  to  prognosis.  Pinch  states  that 
(Hayward  Pinch,  the  Radium  Institute,  of  Lon- 
don, report  for  1913)  rodent  ulcers  are  of  two 
clinical  types: 

I.  The  hypertrophic  nodular  type,  with  slight 
superficial  ulceration  of  a  scaly  character,  which 
responds  well  to  radium  and  yields  most  satisfac- 
tory results. 
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2.  The  excavating  type,  with  undermined  and 
overhanging  edges,  and  a  gelatinous  base.  This 
not  infrequently  proves  very  intractable,  and  re- 
pair is  most  difficult  to  effect. 

In  using  radium  it  is  best  to  give  one  powerful 
unscreened  exposure,  rather  than  short  frequently 
repeated  exposures.  Rodent  ulcer  attacking 
cartilage,  bone,  or  mucous  membrane  is  very  re- 
fractory. The  orbital  mucosa  is,  however,  an 
exception;  it  is  very  amenable  to  the  action  of 
radium. 

Leukoplakia  patches  on  the  tongue,  cheek,  and 
vulva  are  speedily  removed  by  radium,  but  they 
seem  to  recur  sooner  or  later.  A  slight  super- 
ficial reaction  should  be  produced  (Pinch). 

NcBvus.  Pinch  states  that  if  blanching  is  read- 
ily effected  by  gentle  pressure  the  effect  of  radium 
will  probably  be  satisfactory,  but  if  great  pressure 
is  required,  radium  will  not  be  so  beneficial. 
Excessive  dosage  may  cause  telangiectasis.  For 
a  successful  result  a  reaction  should  be  pro- 
duced, and  this  should  be  obtained  by  increasing 
the  dose  at  intervals  until  the  reaction  appears. 

Cavernous  ncevus  does  excellently  either  under 
radium  or  X-ray  treatment.  A  pulsating  vessel 
should  be  ligatured.  The  treatment  should  pro- 
duce slight  surface  reaction. 

Warts  and  papillomata  yield  readily  to  treat- 
ment by  radium.  The  reaction  need  be  only 
slight,  and  the  resultant  scar  is  scarcely  noticeable. 

Lupus  erythematosus  often  responds  favorably 
to  radium  treatment.  Small  doses  at  intervals 
of  four  weeks  give  the  best  results  (Pinch). 

Eczema.  The  antipruritic  action  of  X-rays  is 
due  to  absorption  of  small  infiltration  in  the  neigh- 
borhood of  the  nerve-endings.  This,  says  Ritter, 
aids  the  cure  in  all  cases  of  eczema.  The  actual 
cure  of  eczema  by  X-rays  depends  on  a  reaction 
of  the  tissues  attended  by  nutritive  and  circula- 
tory changes.  Doses  of  3  X  lo  to  12  Wehnelt 
every  10  days  for  three  treatments  often  effects 
a  cure.  Acute  eczema  should  not  be  treated  by 
X-rays,  but  chronic  eczema  of  the  hands,  profes- 
sional eczema,  and  eczema  of  the  nails,  as  well  as 
generalized  eczema  are  suitable  for  X-ray  treat- 
ment. Treatment  of  eczema  of  the  anus  and 
vulva  constitutes  a  triumph  for  radiotherapy. 
Seborrhoeic  eczema  has  yielded  to  X-rays,  but 
some  cases  are  best  treated  by  external  applica- 
tions. Radium  has  a  similar  effect  to  X-rays  in 
the  treatment  of  eczema. 

X-ray  dermatitis.  The  chronic  form  of  this 
disease  is  seen,  on  the  hands  of  radiologists. 
Fortunately  no  new  cases  are  developing,  but  for 
those  who  already  have  the  disease  the  cure 
seems  to  lie  in  radium.     Eugene  Caldwell,  at 


the  September,  1914,  meeting  of  the  American 
Rontgen  Ray  Society,  related  his  own  experience, 
and  showed  his  hands  as  proof  of  the  effective- 
ness of  radium  in  curing  ulcerations  and  warts 
due  to  X-ray  burns.  Ulcers  and  warts  which  had 
persisted  for  years  and  had  caused  great  suffering 
were  cured  by  single  applications  of  radium. 
The  dose  was  sufficient  to  cause  a  slough  in  the 
position  of  the  wart  or  ulcer,  and  following  this 
slough  new  skin  appeared  and  the  spot  healed 
without  pain. 

Blastomycosis.  F.  E.  Simpson  of  Chicago 
treated  a  patient,  a  man  aged  24,  who  came  under 
his  observation  at  the  Chicago  Policlinic  Hos- 
pital with  a  lesion  at  the  inner  canthus  of  the  left 
eye  of  about  2  square  centimeters,  involving  both 
the  upper  and  lower  lids.  The  clinical  diagnosis 
was  confirmed  by  microscopic  examination. 

Radium  treatment  was  tentatively  advised. 
A  radium  varnish  applicator,  containing  40  milli- 
grams of  radium  bromide,  was  applied,  three 
hours'  exposure  being  given  in  fractional  doses  in 
the  course  of  three  weeks.  There  was  a  slight 
inflammatory  reaction,  which  caused  no  pain, 
and  was  followed  by  the  complete  disappearance 
of  the  lesion.  Some  weeks  later  two  minute 
points  at  the  extremities  of  the  lesion  on  the  up- 
per and  lower  lids  were  seen.  An  exposure  of 
15  minutes  resulted  in  complete  recovery,  which 
is  still  maintained.  The  writer  believes  that  the 
cosmetic  results  cannot  be  exceeded  by  any  other 
method.  Not  the  slightest  tendency  to  ectro- 
pion can  be  observed,  and  the  site  of  the  lesion  is 
practically  imperceptible. 

Hyperidrosis  is  easily  cured  by  X-rays.  A 
dose  of  10  X  unfiltered  rays  8  to  10  Benoist  must 
be  given  every  four  weeks  till  six  treatments  have 
been  given.  The  sweat  glands  are  destroyed 
permanently.  After  the  first  treatment  the  con- 
dition is  not  improved  and  in  some  cases  appears 
to  be  slightly  aggravated.  After  the  third 
treatment  marked  improvement  is  noted.  The 
fourth  treatment  makes  the  patient  quite  com- 
fortable, and  the  fifth  makes  the  improvement 
permanent.  If  the  treatment  is  carried  farther 
the  sweat  glands  are  utterly  destroyed  and  no 
perspiration  takes  place.  The  treatment  has 
been  successful  in  treating  hands,  armpits,  feet, 
and  face.  The  hands  should  be  left  with  a  slight 
degree  of  perspiration,  as  hands  that  are  bone 
dry  are  not  so  pleasant  for  the  patient  as  when 
a  slight  degree  of  perspiration  remains  (Pirie). 

MISCELLANEOUS   DISEASES 

Sciatica.  Sciatica  is  from  time  to  time  relieved 
or  cured  by  X-rays.     Meret  of  Rouen  recounts  a 
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case  following  typhoid,  of  five  months'  duration, 
which  was  completely  cured  by  three  sittings 
of  about  2  X.  Payenneville  mentions  another 
similar  case,  but  4  X  were  given  at  each  sitting. 
Fourteen  cases  are  reported  in  the  Archives 
d'eledricite  medicale  by  Zimmern,  Cottenot,  and 
Dariaux,  with  three  failures.  In  these  14  cases 
the  roots  of  the  nerve  were  rayed,  as  the  authors 
look  on  sciatica  as  a  chronic  inflammatory  lesion 
attacking  the  meningeal  sheath  or  the  cellular 
tissue  around  the  roots  of  the  sciatic  nerve. 

As  an  example  of  the  sedative  action  of  X-rays, 
a  case  is  cited  in  which  neuralgia  following  herpes 
zoster  fifteen  days  after  the  disappearance  of  the 
vesicles  was  successfully  treated  by  X-rays 
(Delhem  and  Chassard) .  A  dose  of  2  X  was  given 
at  each  sitting. 

Acromegaly  has  been  treated  by  X-rays  since 
1909.  Four  portals  of  entry  are  used  for  the 
rays  —  two  temporal  and  two  frontal.  Pene- 
trating filtered  rays,  10  X  every  two  weeks,  was 
the  dose  used.  Beclere  thus  gave  58  sittings, 
and  reports  that  headaches  disappeared  and  eye 
symptoms  improved.  On  the  other  hand,  no 
improvement,  though  no  advance,  occurred  in 
the  deformity  of  the  face  and  extremities.  Men- 
struation remained  suppressed.  Beclere  sums  up 
the  indication  and  contra-indication  for  treat- 
ment thus :  Indications  for  treatment  are  visual 
troubles  due  to  compression  of  the  chiasma  at  all 
stages  of  the  disease.  The  earlier  the  treatment 
is  begun  the  better  for  the  patient.  When  bone 
changes  have  taken  place  X-rays  prevent  ad- 
vance but  do  not  influence  the  changes  that  have 
already  taken  place.  It  is  while  the  disease  is 
advancing  that  the  rays  have  most  effect.  X- 
rays  are  contra-indicated  when  the  disease  has  so 
far  advanced  that  hyperfunction  of  the  pituitary 
gland  has  given  place  to  insufficient  glandular 
function;  i.e.,  arrest  of  hyperosteogenesis,  weak- 
ness of  muscles,  sleepiness,  cerebral  torpor,  falling 
hair,  dry  skin,  and  loss  of  weight  and  strength. 

X-rays  are  at  one  and  the  same  time  the  instru- 
ment of  exact  diagnosis  and  treatment  for  hypo- 
physeal tumors. 

Radiotherapy  of  hypertrophy  of  the  thymus. 
Sidney  Lange  concludes  that  this  condition 
should  always  be  treated  by  X-rays  and  not 
operated  on.  Statistics  show  that  death  took 
place  in  2>2>  per  cent  of  cases  that  were  operated  on, 
and  no  deaths  followed  radiotherapy.  Radio- 
therapy is  as  suitable  in  urgent  cases  as  in  non- 
urgent, for  three  and  one-half  hours  after  the 
exposure  involution  of  the  thymus  begins,  and 
the  symptoms  begin  to  recede.  In  Graves'  dis- 
ease he  thinks  that  the  thymus  should  be  rayed. 


for  it  is  enlarged  in  from  75  to  90  per  cent  of  cases 
at  autopsy.  A  case  of  hypertrophied  thymus 
was  treated  by  Braillon  and  Brohan,  and  two 
treatments  effected  a  cure,  3  X  being  givenfat 
one  time.  Berard  reports  another  case  treated 
with  8  X  filtered  through  2  mm.  of  aluminum. 
After  the  first  treatment  considerable  improve- 
ment was  noticed,  and  after  the  fourth  a  cure 
was  effected. 

Raynaud's  disease.  Newcomet  reports  two 
cases  of  this  disease  in  which  a  satisfactory  result 
followed  X-ray  treatment.  In  each  case  the 
hands  were  treated  for  pain  and  ulceration  by 
small  measured  doses  of  about  i  X,  two  or  three 
treatments  a  week  being  given  for  several  months. 
Healing  took  place  and  swelling  was  reduced. 
No  reaction  was  caused  by  the  X-rays  at  any 
time. 

Spring  catarrh.  Radium  at  intervals  of  a  fort- 
night should  be  given,  increasing  the  dose  at 
each  application  until  a  very  slight  inflammatory- 
reaction  follows;  the  granulations  on  the  orbital 
conjunctiva  gradually  disappear.  Radium  will 
often  cure  the  most  intractable  cases  (Pinch). 

Arthritis  deformans  is  being  treated  by  drinking 
radium  emanation  solution.  The  best  results 
are  procured  in  early  cases,  and  no  results  are  to 
be  looked  for  in  later  cases  with  bony  changes. 
Marked  improvement  has  been  noted  in  many- 
cases,  but  the  treatment  is  as  yet  in  an  empyrical 
condition.  The  writer  has  noticed  marked  im- 
provement in  an  early  case  of  rheumatoid  arthri- 
tis treated  by  X-rays. 

Lymphoid  tissue.  The  action  of  radium  on 
lymphoid  tissue  is  described  by  Heineke.  He 
says  that  lymphatic  tissue  presents  the  greatest 
sensitiveness  to  radium.  He  used  an  ebonite 
capsule  with  a  mica  window  containing  20  milli- 
grams of  radium.  When  this  was  placed  on  his 
own  arm  for  5  minutes  it  caused  an  inflammatory 
reaction  and  left  a  pigmented  spot.  Lymphatic 
tissue  of  the  intestine  and  spleen  of  a  guinea  pig- 
was  exposed  to  this  capsule  for  5  seconds.  This, 
caused  widespread  lesions  of  the  nuclei  of  the 
follicles,  while  a  similar  application  on  the  skin 
caused  no  reaction.  Nuclei  of  leucocytes  begin 
to  degenerate  in  the  center  of  the  follicle  after 
an  hour  and  a  half,  the  maximum  effect  being 
reached  after  4  to  6  hours.  After  the  sixth  hour 
the  nuclear  debris  is  removed  by  leucocytes  and 
disappears  about  the  tenth  hour.  From  12  to 
24  hours  afterward  the  phagocytes  disappear, 
and  if  the  raying  has  been  intense  the  follicles 
retain  no  lymphatic  cells.  An  hour's  applica- 
tion to  the  surface  of  the  abdomen  caused  con- 
siderable destruction  of  the  lymphatic  follicles 
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in  the  abdomen.  This  might  explain  the  sick- 
ness following  large  doses  of  X-rays  as  applied 
by  the  Freiburg  method  for  fibroid. 

Lymphadenoma.  Large  masses  of  glands  are 
reduced  to  small  nodules  by  X-ray  treatment, 
so  that  an  apparent  cure  is  obtained,  but  per- 
manent cure  is  seldom  if  ever  attained;  patients 
die  after  a  year  or  two  when  the  glands  have 
disappeared,  just  as  they  do  without  X-ray 
treatment.  Life  is  prolonged  by  X-ray  treat- 
ment, but  this  disease  is  not  cured  by  it.  The 
same  is  true  of  radium  treatment. 

Pulmonary  tuberculosis.  O.  de  la  Camp  and 
Kapferle  have  conducted  independent  experi- 
ments on  rabbits  which  they  infected  with 
tuberculosis.  Kapferle  sums  up  his  results  thus ; 
A  surprising  development  of  connective  tissue, 
which  is  a  sign  of  the  tendency  to  cure,  is  the  re- 
sult of  raying.  The  lung  treated  by  X-rays  pre- 
sented a  tendency  to  the  envelopment  of  the 
tuberculous  centers,  while  in  the  control  animals 
the  disease  increased  every  day.  The  results 
obtained  by  de  la  Camp  lead  to  the  conclusion 
that  hard  rays  frequently  repeated  is  the  proper 
method  of  treatment.  After  making  his  experi- 
ments on  animals  he  proceeded  to  treat  patients. 
Advanced  cases  were  not  favorably  influenced, 
but  in  other  cases  the  temperature  came  down  to 
normal  and  the  appetite  revived.  Too  large  a 
dose  injures  the  patient  and  accelerates  the 
disease.  The  proper  dose  is  the  secret  of  proper 
treatment  in  this  as  in  all  other  diseases.  Of 
15  cases  of  pulmonary  tuberculosis  treated  by 
X-rays,  4  were  far  advanced  and  showed  no  im- 
provement, the  others  were  favorably  influenced. 
Other  observers  have  tried  the  effects  of  X-rays 
on  pulmonary  tuberculosis  with  satisfactory 
results.  At  the  Tenth  Congress  of  the  German 
Society  of  Radiology,  Frankel  of  Charlottenburg 
reported  on  over  80  cases  since  the  year  1910. 
He  says  that  the  results  are  very  encouraging. 
The  irritating  action  of  the  rays  calls  forth  an 
overproduction  of  antibodies.  The  chest  and 
spleen  should  be  rayed.  Moderate  doses  should 
be  given  in  slight  cases.  In  57  cases  the  bacilli 
disappeared  from  the  sputum.  Elevation  of 
the  temperature  at  the  beginning  of  the  treatment 
is  a  favorable  sign,  and  is  probably  due  to  the 
liberation  of  toxins  with  commencing  immuniza- 
tion, followed  by  a  fall  in  temperature. 

Mollard  recounts  a  case  of  tuberculous  peri- 
tonitis in  a  child  of  4,  too  far  advanced  for  surgery, 
in  which  after  the  fourth  treatment,  with  10  X 
filtered  through  3  mm.  of  aluminium,  the  abdo- 
men decreased  8  cm.,  ascites  disappeared,  and 
the  patient  gained  a  pound  in  weight. 


Tubercular  glands  have  been  treated  for  many 
years  by  X-rays,  and  certain  facts  are  now  estab- 
lished as  to  the  value  of  the  treatment. 

1.  The  gland  does  not  completely  disappear. 
It  shrinks.  One  swollen  gland  of  rapid  develop- 
ment in  a  young  child  otherwise  in  good  health 
disappears  under  X-ray  treatment  in  a  short  time. 

2.  Voluminous  masses  of  glands  become  dis- 
crete, and  the  glands  shrink  slowly  to  small  hard 
cores.  Multiple  small  hard  movable  glands  in 
the  neck  are  not  affected  by  radiotherapy. 

3.  A  fluctuating  gland  occasionally  disappears 
without  evacuation,  but  it  is  better  to  aspirate 
and  continue  the  radiotherapy.  When  fistulae 
and  keloid  growths  are  present  X-ray  treatment 
hastens  the  drying  up  of  the  fistulae  and  smooths 
down  the  keloids. 

Technique.  Treatment  should  be  extended 
beyond  the  enlarged  glands  in  order  to  affect 
those  not  visible  nor  palpable,  but  which,  never- 
theless, are  already  infected. 

X-rays  of  penetration  8  B  filtered  through  i 
mm.  of  aluminum  should  be  used,  giving  8  to 
10  X  every  fortnight;  in  children  6  X  is  sufficient. 
It  is  very  important  to  stop  the  treatment  at 
the  earliest  possible  period;  i.e.,  when  the  glands 
have  definitely  grown  smaller.  Further  treatment 
is  useless  and  harmful.  Some  of  the  worst  cases 
of  telangiectasis  have  been  produced  by  prolong- 
ing the  treatment.  If  the  skin  is  reddened  twice 
by  X-rays  there  is  great  danger  of  telangiectasis 
occurring  a  year  later. 

Treatment  of  hypertrophy  of  the  prostate  by  X- 
rays.  Haret  prefers  to  ray  the  perineum  directly, 
and  not  through  a  rectal  tube.  He  uses  hard 
filtered  rays.  Cases  of  hypertrophy  of  the  glan- 
dular tissue  only  are  suitable  for  treatment. 
Thus  long-standing  cases  are  less  amenable  to 
treatment  than  early  cases.  He  quotes  several 
t3qDical  cases,  such  as  that  of  a  man  of  67  years, 
who  had  been  troubled  with  frequency  for  some 
years.  He  had  retention,  moderate  hypertrophy, 
soft  for  the  most  part,  pressing  on  the  front  of  the 
canal.  After  the  second  treatment  the  patient 
micturated  normally.  After  six  treatments  the 
prostate  was  much  diminished  in  size.  Haret 
gave  6  X  No.  7  Benoist  once  a  week.  He  quotes 
other  similar  cases.  His  final  results  are  sympto- 
matic cure  with  diminution  in  the  size  of  the 
prostate.  Only  true  glandular  hypertrophy 
should  be  treated.  Improvement  should  be  ob- 
served before  or  after  the  fourth  treatment. 

Since  the  discovery  of  X-rays  their  power 
has  been  tried  on  nearly  every  disease,  and  in  a 
small  proportion  they  have  done  good  or  effected 
a  cure.     But  one  condition  has  escaped  a  trial 
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of  the  rays  until  lately;  namely,  increased  blood- 
pressure.  As  increased  activity  of  the  suprare- 
nals  would  cause  rise  of  blood-pressure  an  attempt 
has  been  made  of  late  to  use  the  power  of  the  rays 
to  reduce  glandular  activity  by  turning  the  rays 
on  the  suprarenals.  Sergent  and  Cottenot  re- 
port their  results  in  12  cases  of  hypertension. 
Of  these  11  were  benefited  by  the  treatment, 
the  pressure  being  reduced  for  the  maximal 
pressure  from  2  to  5  cm.  mercury.  This  reduc- 
tion persisted  for  8  months  to  a  year.  No  effect 
was  noticed  on  the  kidneys  either  at  the  time  of 
treatment  or  afterwards. 

CONCLUSION 

The  curative  power  of  X-rays  lies  in  the  func- 
tion of  the  cell  acted  on  and  the  object  aimed  at. 
The  function  of  the  cell  decides  whether  it  is 
rapidly  growing  or  comparatively  stationary 
in  its  growth.  The  former  are  more  radiosensi- 
tive than  the  latter.  All  cells  can  be  stimulated, 
reduced  in  function  or  in  growth,  or  destroyed, 
and  we  must  decide  which  action  of  the  rays  is 
the  one  we  desire  to  use.  Under  these  three 
headings  can  be  classified  the  diseases  influenced 
by  X-rays  as  follows: 

Diseases  which  benefit  by  X-ray  stimulation. 
Arthritis  deformans  (early)  Neuralgia 
Eczema  Pruritus 

Leukaemia  Psoriasis 

Lung  tuberculosis  Sciatica 

Lupus  Tubercular  glands 

Diseases  which  benefit  by  reduJion  of  tissue  activity. 


Acromegaly 

Carcinoma 

Exophthalmic  goiter 

High  blood-pressure 

Hyperidrosis 

Hyper  trophied  prostate 


Hypertrophied  thymus 
Menorrhagia 
Myoma  uteri 
Ringworm 
Rodent  ulcer 


Diseases  which  benefit  by  destruction  of  cells. 
Carcinoma  Naevus 

Hyperidrosis  Rodent  ulcer 

Hypertrichosis  Sarcoma 

Myoma  uteri  Warts 

Untoward  effects  of  X-rays  are  noticed  in 
radiologists  who  do  not  suffer  from  dermatitis. 
These  consist  in  reduction  of  the  number  of  white 
blood  corpuscles  from  normal  down  to  5,500,  a 
feeling  of  fatigue,  a  tendency  to  sleep,  a  reduc- 
tion in  percentage  of  haemoglobin. 

A  report  on  the  autopsy  of  a  radiologist  is 
given  by  Silvio  Gavazzini  and  Spartaco  Minelli. 
The  doctor  was  49  years  of  age,  and  appeared 
like  a  man  afflicted  with  grave  anaemia.  He  had 
been  a  radiologist  for  14  years,  and  for  a  long  time 
had  suffered  from  X-ray  dermatitis  on  his  left 


hand  and  on  the  left  side  of  the  face.  The  spleen 
and  bone-marrow  were  considerably  atrophied 
and  appeared  to  have  lost  their  haemopoietic 
function.  The  testicles  were  atrophied  like  those 
of  an  animal  experimentally  sterilized.  The 
progressive  pernicious  anaemia  appeared  to  be 
due  to  the  action  of  X-rays  on  the  spleen  and 


marrow. 
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Addis,  T.:    Preparation  of  Diabetic  Patients  for 
Operation.    /.  Am.  M.  Ass.,  1915,  Ixiv,  1130. 

One  method  of  preparing  diabetic  patients  for 
operation  is  to  give  them  a  sugar  and  starch-free 
diet.  This  is  a  useless  procedure,  because,  although 
it  may  reduce  the  degree  of  hyperglyca;mia  and 
the  amount  of  sugar  in  the  urine,  it  will  not  lessen 
any  of  the  risks  of  operation.  It  is  more  than  use- 
less; it  is  dangerous,  since  it  increases  the  chances 
of  the  onset  of  diabetic  coma. 

When  operation  is  not  immediately  necessary, 
and  especially  in  those  cases  where  the  decision  as 
to  whether  or  not  an  operation  shall  be  performed 
rests  largely  on  the  question  as  to  how  much  danger 
would  be  run  by  the  patient  after  the  operation  be- 
cause of  his  diabetic  condition,  it  would  be  a  great 
advantage  to  have  some  objective  data  to  supple- 
ment the  facts  relative  to  this  point,  which  can  be 
gained  by  clinical  observation.  The  quantity  of 
sugar  in  the  urine  is  no  aid  in  this  respect,  for  the 
special  danger  to  life  is  the  failure,  not  of  the  sugar, 
but  of  the  fatty  acid  metabolism.  The  coma  in 
which  diabetic  patients  die  after  operation  is,  often 
at  least,  accompanied  by  the  excretion  in  the 
urine  of  large  amounts  of  unoxidized  fatty  acids, 
and  there  is  good  reason  for  believing  that  the  con- 
dition is  due  to  poisoning  by  these  acids. 

The  estimation  of  the  degree  of  impairment  of  the 
power  of  the  body  to  oxidize  fatty  acids  is,  therefore, 
of  prime  importance  in  deciding  whether  or  not  oper- 
ation is  advisable  in  any  particular  case;  but  the 
amount  of  acetone  bodies  (fatty  acids)  excreted  does 
not  give  a  reliable  indication  of  the  degree  of  dan- 
ger, because,  although  that  amount  may  be  small, 
the  reserve  power  of  the  body  to  deal  with  these 
substances  may  be  very  slight,  so  that  there  may  be 
a  sudden  failure  under  the  special  strain  induced  by 
operation,  with  the  result  that  diabetic  coma  en- 
sues. What  is  needed  is  a  functional  test  of  the  fatty 
acid  oxidizing  power.  A  method  is  outlined  where- 
by, with  very  simple  methods,  the  amount  of  ace- 
tone bodies  or  of  ammonia  under  certain  fixed  con- 
ditions is  compared  with  the  quantity  found  under 
circumstances  which  call  for  a  marked  increase  in 
the  catabolism  of  fatty  acids. 

The  fear,  excitement,  and  undernourishment  of 
the  patient,  which  frequently  accompany  opera- 


tion, bring  about  a  call  for  the  utilization  of  the 
food  stored  in  the  body.  This  food  consists  of 
glycogen  and  fat,  but  the  most  easily  available  is 
glycogen,  and  there  will  be  no  very  extensive  break- 
ing down  of  fat  into  fatty  acids  until  the  glycogen 
stores  of  the  body  are  largely  depleted.  Even  in 
cases  in  which  the  utilization  of  sugar  is  very  defec- 
tive, glycogen  will  diminish  the  amount  of  fat  re- 
quired in  such  emergencies.  One  aim  of  treatment 
should,  therefore,  be  to  bring  about  a  storage  of 
glycogen  in  the  body  before  operation.  The  best 
means  yet  devised  to  this  end  is  the  oatmeal  treat- 
ment introduced  by  von  Noorden. 

The  inability  of  the  kidneys  to  excrete  large 
amounts  of  fatty  acids  is  a  factor  in  the  production 
of  diabetic  coma.  Giving  alkali  helps  the  kidneys 
in  this  work.  Before  operation,  therefore,  it  is 
important  to  give  alkali  until  the  urine  becomes 
alkaline  and  to  maintain,  if  possible,  this  alkaline 
reaction  after  operation. 

Neither  success  in  inducing  a  storage  of  glycogen 
in  the  body  before  operation  nor  in  keeping  the 
urine  alkaline  is  an  absolute  barrier  against  diabetic 
coma.  They  are  only  palliative  measures.  All 
those  circumstances  which  unite  to  produce  shock 
are  factors  which  act  as  exciting  causes  of  the  con- 
dition known  as  diabetic  coma.  It  is  possible  to 
mitigate  the  action  of  these  agencies  by  the  applica- 
tion of  the  principles  of  anoci-association. 

Edward  L.  Cornell. 

ASEPTIC  AND  ANTISEPTIC  SURGERY 

Sippel,    A.:     Asepsis     (Zur    Asepsis).    Zentralbl.    f. 
Gyndk.,  1915,  xxix,  17. 

The  author  calls  attention  to  several  errors  of 
aseptic  technique  that  are  of  every-day  occurrence 
and  never  thought  of,  resulting  in  many  inexplain- 
able  infections  and  occasionally  causing  loss  of  life. 
It  is  the  common  practice  in  many  operating  rooms 
to  cover  the  patient  with  a  sterile  sheath  as  the 
only  protection  against  the  dust  and  even  dirt  of 
the  patient's  clothing  or  of  the  hospital  bedding.  It 
is  a  grave  mistake  to  expect  the  single  sheath  to  act 
as  a  barrier  against  the  underlying  bacteria.  The 
ordinary  sheath  is  very  permeable  to  bacteria, 
especially  if  soiled  with  blood  or  wet  with  solution. 
To  convince  oneself  of  this  it  is  only  necessary  to 
place   a   little   lampblack   dust    beneath   a   sterile 
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sheath  and  then  touch  or  take  hold  of  the  part  — 
one's  hands  will  be  black.  The  single  pressing  of 
the  sheath  against  an  underlying  object  is  sufficient 
to  force  fine  dirt,  dust,  or  bacteria  through  the  sheath. 

A  sterile  gown  will  likewise  permit  bacteria  or 
dust  from  the  surgeon's  clothes  to  penetrate  it, 
especially  during  an  operation  lasting  some  little 
time.  A  sterile  rubber  apron  or  sheath  should  be 
beneath  all  sterile  linen,  as  it  prevents  everything, 
even  moisture,  from  penetrating  it. 

Another  common  error  in  obstetric  cases  is  to 
permit  the  advancing  head  to  recede  without  first 
cleansing  it.  Each  time  the  head  advances  farther 
and  carries  bacteria  from  the  vagina  and  surround- 
ing skin  along  with  it  when  it  recedes.  This  is 
especially  true  if  a  coincident  cystitis  exists  and 
urine  containing  bacteria  is  forced  out  with  each 
pain.  The  author  advises  the  use  of  a  one  per  cent 
solution  of  bichloride  to  wipe  the  head  after  each 
pain  before  it  is  permitted  to  recede.  In  cases  in 
which  the  intact  bag  of  water  is  the  presenting  part 
at  the  vagina,  it  should  be  ruptured. 

L.  A.  JUHNKE. 

ANESTHETICS 

Boldt,  H.  J.:    Spinal  Anaesthesia  in  Gynecology. 

N.  Y.M.J.,  1915,0,437. 

The  author  does  not  consider  that  spinal  anaesthe- 
sia was  indicated  as  often  as  he  used  it,  stating  that, 
as  a  matter  of  fact,  it  is  seldom  preferable.  One 
favorable  feature  of  spinal  anaesthesia  he  mentions 
is  that  one  assistant  may  be  dispensed  with  if 
necessary.  He  emphasizes  the  value  of  pre- 
liminary narcosis.  He  gives  two  doses  of  scopo- 
lamine 1/180  gr.,  and  morphine  yi  gr.,  at  intervals 
of  an  hour  before  the  spinal  anaesthesia  is  begun. 
The  third  dose  of  narcotics  may  be  necessary. 

In  his  opinion,  the  most  important  objection  to 
spinal  anaesthesia  is  that  the  patient  is  conscious 
and  aware  of  what  is  being  done;  hence  the  value  of 


narcosis.  Headache  has  seldom  occurred  as  a 
complication,  since  he  allows  as  much  fluid  to  escape 
as  he  injects,  but  when  present  it  responds  to  large 
doses  of  bromide.  Vomiting  during  operation  rarely 
occurs.  He  has  noted  no  paralysis.  When  it 
occurs  he  considers  it  due  to  faulty  technique.  For 
injection  he  prefers  from  1,5  ccm.  to  2  ccm.  of  a 
freshly  prepared  10  per  cent  solution  of  novocaine, 

W.  H.  Gary. 

Mosher,  G.  C:  The  Latest  Word  on  the  Subject 
of  Scopolamine  Seminarcosis.  Surg.,  Gynec.  y 
Obst.,  191S,  XX,  348. 

The  conclusions  drawn  by  the  author  after  visit- 
ing the  medical  centers  in  the  East  are  as  follows: 

Scopolamine  seminarcosis  is  a  hospital  procedure 
and  not  universally  successful.  It  can  be  safely 
used  only  by  those  who  have  been  especially  trained. 
Rigid  adherence  to  the  Kronig  technique  must  be 
enjoined;  otherwise  failures  should  not  be  charged 
to  it.  As  to  haemorrhage,  unusual  necessity  for 
forceps,  fcetal  asphyxia,  or  after-results  of  un- 
toward nature,  they  were  not  observed  in  the  cases 
the  author  witnessed.  No  caution  is  too  extreme  nor 
faithful  watchfulness  too  exacting  in  the  protection 
of  mother  and  child,  and  no  obstetrician  should 
undertake  the  treatment  unless  he  is  willing  to  de- 
vote his  entire  time  to  the  individual  case  after  the 
first  dose  is  administered  until  the  labor  is  termina- 
ted. 

There  can  be  no  doubt  that  the  final  benefit  to  be 
derived  from  this  remarkable  discussion  will  be 
that  obstetrics  will  be  put  on  a  plane  of  dignity  in 
the  eyes  of  the  laity  as  well  as  of  the  general  medical 
profession.  The  work  will  again  be  classed  as  one 
of  the  three  great  departments  of  medicine.  It 
must  emphasize  the  need  of  establishing  maternity 
hospital  service  up  to  the  standard  of  the  Chicago 
Lying-in,  the  Sloane,  and  the  New  York  Lying-in 
hospitals,  in  every  metropolitan  community  in  this 
country.  Edward  L.  Cornell. 
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Kopetzky,  S.  J.:  A  Brief  Consideration  of  Some 
Factors  Concerned  in  Cases  of  Atypical  Sinus 
Thrombosis.    Laryngoscope,  1915,  xxv,  165. 

The  author  reviews  the  processes  by  which  the 
typical  lesions  are  produced,  these  processes  being 
divided  into  three  groups: 

I.  The  coalescent  type  of  mastoid  involvement 
in  which  the  disease  generally  reaches  the  blood- 
vessels by  contact  and  the  lesion  takes  in  and  in- 
volves the  blood-vessel  walls,  upon  which  granula- 
tions spring  up.  At  a  later  stage,  the  lesion  presents 
erosions  of  the  sinus  wall,  or  the  sinus  may  be  open, 
its  interior  being  in  communication  with  the  abscess- 
like contents  of  the  process. 


2.  The  haemorrhagic  type  in  which  the  bony  struc- 
ture of  the  mastoid  is  not  generally  broken  down. 
There  may  be  destruction  of  bone  around  the  an- 
trum, but  in  the  larger  proportion  of  area  which  the 
mastoid  process  presents,  the  mastoid  cells  main- 
tain their  long  cell  walls  intact.  In  these  inter- 
cellular bony  structures  are  small  veins  which  either 
become  phlebitic  or  frankly  thrombotic,  and  por- 
tions of  the  lateral  sinus  are  infected  by  means  of 
these  small  veins.  The  sinus  wall  does  not  gener- 
ally throw  out  defensive  granulations.  The  sinus 
infection  develops  from  within  the  blood-vessel, 
and  the  wall  has  a  normal  appearance. 

3.  The  component  lesions  of  chronic  mastoiditis, 
which  include  those  dependent  on  the  presence  of 
cholesteatomata,  those  due  to  bone  necrosis  and 
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caries,  and  those  in  which  an  acute  infection  super- 
venes upon  a  preexisting  otitis  media  purulenta 
chronica.  In  this  group  the  sinus  is  reached  by 
extension  of  the  bone  lesion  to  it,  or  through  contact 
with  purulent  tracts  ramifying  through  the  diseased 
bone.  The  sinus  rarely  presents  a  normal  appear- 
ance. 

The  processes  by  which  the  atypical  cases  are 
produced  and  which  present  factors  which  form  a 
rational  basis  for  the  irregular  features,  for  the 
atypical  picture,  and  the  untoward  course  are  as 
follows : 

1.  The  acute  middle-ear  infection,  which  in 
the  young,  because  of  dehiscence  in  the  tympanic 
floor  and  the  direct  contact  of  the  tympanic  mucosa 
with  the  dome  of  the  jugular  bulb,  or  even  without 
such  dehiscence,  the  passage  of  virulent  micro- 
organisms through  the  tympanic  floor  by  way  of 
the  small  veins  communicating  with  the  anterior 
chamber  of  the  dome,  and  by  reason  of  the  peculiar 
swirl  which  the  blood  stream  makes  while  in  the 
dome,  causes  the  formation  of  a  primary  bulb 
thrombosis.     The  vessel  wall  appears  normal. 

2.  The  acute  middle-ear  infections  which  reach 
the  venous  blood  channels  because  of  mal-develop- 
ment  or  non-development  of  intervening  osseous 
structures  and  primary  sigmoid  sinus  thrombosis 
or  phlebitis  develop  as  the  sequelae  of  the  tympanic 
infection.  The  sinus  appears  normal.  The  au- 
thor presents  histories  of  two  cases  illustrative  of 
the  latter  condition.  No  mastoid  symptoms  were 
present  because  no  mastoid  cells  were  there;  but  the 
sinus  was  in  this  locality  and  consequently  there 
developed  sinus  symptoms  rather  than  mastoid 
symptoms. 

As  to  suggestions  for  diagnosticating  this  con- 
dition, the  author  mentions  that  a  sign  of  some 
moment  when  it  occurs  is  the  transmission  of  the 
respiratory  movement  to  the  ear  discharge.  Also 
of  importance  is  the  finding  of  an  increase  in  the 
amount  of  the  cerebrospinal  fluid  which  is  usually 
present  in  sinus  thrombosis.  The  use  of  the 
Strauss  apparatus  is  recommended  as  the  easiest 
way  to  recognize  this,  but  the  observation  should 
not  be  made  with  the  patient  under  ether.  Eye- 
ground  pictures  appear  too  late.  X-ray  may 
afford  some  help.  Otto  M.  Rott. 

Cheatle,  A.:  Specimens  of  Tuberculosis  of  the 
Temporal  Bone.  Proc.  Roy.  Soc.  Med.,  191 5, 
viii,  Otol.  Sect.,  30. 

1.  The  right  temporal  bone  of  an  infant  who  died 
of  general  tuberculosis  was  shown  in  which  there 
was  demonstrated  tuberculosis  of  the  lining  mem- 
brane of  the  middle-ear  tract.  Through  a  perfora- 
tion in  the  posterior  segment  of  the  membrane  the 
lining  membrane  was  seen  to  be  thick  and  nodular. 
The  middle-ear  tract  contained  cheesy  pus;  the 
vessels  were  intact. 

2.  Examination  of  the  left  temporal  bone  of  an 
infant  who  died  of  general  tuberculosis  showed  that 
the  middle-ear  tract  was  full  of  brown  pus.     There 


was  complete  loss  of  the  membrane  and  of  the  neck, 
short  process,  and  handle  of  the  malleus  and  articu- 
lar process  of  the  incus.  The  stapes  was  in  position. 
There  was  caries  of  the  promontory  over  the  round 
window.  The  interior  of  the  labyrinth  was  not 
invaded. 

3 .  In  the  third  case  the  external  semicircular  canal 
and  fallopian  canal  were  opened;  the  promontory 
was  rough  and  carious  and  the  round  window  was 
irregularly  enlarged.    The  stapes  was  gone. 

4.  In  this  case  the  external  semicircular  canal 
was  carious;  the  promontory  was  carious  and  per- 
forated. The  whole  labyrinth  was  invaded,  and 
secondary  perforations  had  occurred  through  the 
superior  semicircular  canal  to  the  middle  fossa  and 
through  the  posterior  semicircular  canal  to  the 
posterior  fossa.  Otto  M.  Rott. 

Brade,  R.:  Palliative  Trephining  Upon  Choked 
Disc  (Der  Einfluss  der  Palliativetrepanation  auf 
die  Stauungspapille).  Beitr.  z.  klin.  Chir.,  1914, 
xciii,  624. 

The  author  believes  that  it  is  agreed  among 
ophthalmologists  that  choked  disc  is  a  symptom  of 
increased  intracranial  tension,  not  at  all  constant 
and  exhibiting  considerable  variations  of  degree. 
By  former  writers  it  has  been  considered  an  ad- 
vanced stage  of  optic  neuritis.  This,  however,  is  not 
true,  it  being  entirely  of  mechanical  origin,  and  hence 
may  be  associated  with  an  optic  neuritis  in  the  same 
patient. 

Especially  difficult  is  the  diagnosis  if  a  choked  disc 
develops  on  top  of  an  optic  neuritis,  i.e.,  myopia; 
here  the  haemorrhage  due  to  congestion  alone  will 
clear  the  diagnosis.  In  general  we  speak  of  a  choked 
disc  if  the  prominence  of  the  nerve  head  has  become 
measurable  ophthalmologically;  i.e.,  if  the  refraction 
difference  between  the  height  of  the  prominence  and 
of  the  fundus  in  the  vertical  field  is  -f  3  D  =  i  mm. 

The  different  theories  advanced  and  the  experi- 
ments conducted  to  determine  the  cause  all  point  to 
the  fact  that  choked  disc  is  not  a  constant  symptom 
of  pathological  processes  producing  an  increased 
intracranial  tension,  and  that  sometimes  it  occurs 
very  early  and  at  other  times  very  late. 

Choked  disc  is  found  in  brain  tumors,  in  menin- 
gitis serosa  and  tuberculosa,  brain  abscess,  brain 
syphilis,  hydrocephalus,  in  acute  brain  swelling 
(Reichardt),  also  in  intra-  and  extradural  and  intra- 
cerebral haematomata,  if  death  does  not  occur  before 
the  choked  disc  can  develop.  It  is  essential  in  all 
suspected  cases  of  the  above  that  we  examine  the 
fundus  of  the  eye,  as  only  in  that  way  can  a  choked 
disc  be  diagnosed.  Choked  disc  may  be  unilateral 
or  bilateral,  may  be  more  severe  on  one  side  than  on 
the  other,  and  it  may  show  changes  from  slight  to 
extreme  prominent  mushroom  formation,  without  it 
being  possible  to  draw  any  definite  conclusions  in 
regard  to  the  extent  of  the  brain  pathology  present. 

The  dangers  of  choked  disc  consist  in  the  fact  that 
in  its  gradual  development  a  progressive  atrophy  of 
the  nerve -fibers  result.    The  result  of  the  atrophy 
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of  course  is  impairment  of  vision  to  complete  blind- 
ness. This  danger  makes  it  necessary  that  every 
case  of  choked  disc  be  immediately  examined  for 
acuteness  of  vision  and  the  field  of  vision.  No 
distinct  relationship  exists  between  the  degree  of 
choked  disc  and  acuity  of  vision,  as  only  slight 
impairment  may  be  present  with  a  high  degree  of 
choked  disc,  and  vice  versa.  At  any  rate  a  threatened 
blindness  needs  measures  to  counteract  it  immediate- 
ly, and  a  very  effective  one  is  palliative  trephining, 
which  in  the  majority  of  cases  cures  choked  disc  as 
effectively  as  a  herniotomy  cures  an  incarcerated 
bowel  within  a  hernia.  We  are  indebted  to  von 
Hippel  for  the  palliative  trephining  operation. 
True  it  is  only  a  palliative  measure,  but  since  in  the 
majority  of  cases  we  cannot  attack  the  underlying 
disease  we  must  at  least  utilize  all  measures  to  save 
the  patient's  sight.  Lumbar  puncture  decreases 
intracranial  pressure,  but  only  temporarily.  In 
tumors  of  the  posterior  fossa,  however,  it  is  contra- 
indicated,  even  for  diagnostic  purposes.  Its  use  in 
serous  meningitis,  hydrocephalus,  and  injuries  of  the 
cranium,  is  of  considerable  value  and  many  good 
results  have  been  obtained;  but  where  permanent 
relief  must  be  given  and  where  lumbar  puncture  is 
inefficient  trephining  is  to  be  considered.  Puncture 
of  the  ventricles,  puncture  of  the  corpus  callosum,  and 
permanent  ventricular  drainage  are  severe  operative 
procedures  similar  to  trephining,  and  the  result  in 
many  cases  leaves  much  to  be  desired  even  though 
theoretically  they  may  promise  considerable  relief. 

Trephining  remains  the  most  important  surgical 
procedure  in  choked  disc.  Considering  the  great 
diagnostic  difficulties,  especially  in  regard  to  the 
localization  of  the  lesion,  it  is  employed  not  only  as  a 
palliative  measure,  giving  instantaneouij  relief,  but 
exploration  of  the  lesion  can  be  undertaken  through 
the  opening  and  any  radical  work  done  if  indicated. 
The  author  firmly  believes  that  in  any  case  in 
which  the  intracranial  pressure  has  been  increased, 
resulting  in  choked  disc  with  threatening  loss  of 
vision,  it  is  advisable  to  do  palliative  trephining  to 
save  the  vision.  The  operative  mortality  naturally 
is  high  considering  the  nature  of  the  cases,  but  the 
dangers  will  be  much  lessened  if  the  operation  is 
performed  early  when  chances  for  cure  are  excellent. 
The  danger  of  infection  is  overcome  by  strict  asepsis 
and  a  good  careful  suture  of  the  scalp.  Drainage  is 
to  be  avoided,  so  that  a  fistula  will  not  form  and 
later  lead  to  infection.  Prolapse  of  the  brain  does 
not  always  occur  and  many  times  is  only  transient. 
Injury  to  the  brain  is  much  more  likely  to  occur  if 
the  trephine  opening,  through  which  the  brain  is 
forced  is  small.  In  large  openings  with  clean  edges  a 
large  prolapse  causes  no  symptoms. 

The  site  of  trephining  depends  on  the  case.  If  a 
focal  diagnosis  is  possible,  the  skull  above  the  area  of 
course  is  to  be  the  site  for  trephining,  rendering  a 
radical  removal  possible.  If  an  inoperable  tumor  is 
suspected  from  the  first,  then,  according  to  Gushing, 
it  is  advisable  to  get  as  far  away  from  the  site  of  the 
tumor  as  possible,  but  the  diagnosis  cannot  be  con- 


trolled. If  no  focal  diagnosis  is  possible,  two  loca- 
tions are  open:  the  parietal  and  the  suboccipital 
region.  In  parietal  regions  the  right  one  will  be 
chosen  to  avoid  the  speech  center  on  the  left  side. 
The  opening  should  be  made  close  to  the  temporal 
region  to  utilize  the  temporal  muscle  in  the  closure. 
A  large  osteoplastic  flap  should  be  made  to  obtain  a 
good  view  of  the  cerebral  surface  and  because  a  large 
prolapse  is  less  dangerous  than  a  small  one.  The 
dura  should  be  opened  in  all  cases,  and  in  those  cases 
in  which  the  pathology  is  not  evident  ventricular 
puncture  and  puncture  of  the  brain  should  be  under- 
taken. The  dura  is  left  open  and  the  wound  is 
closed  without  drainage,  irrespective  of  whether  bone 
is  left  or  removed. 

The  author  reports  36  cases  of  brain  lesions  treated 
by  operation.  In  24  of  the  32  cases  (4  died  at 
operation)  the  choked  disc  receded  entirely,  the 
improvement  manifesting  itself  on  the  day  after 
operation,  whereas  the  improvement  in  the  vision 
occurred  gradually.  According  to  the  author's  ex- 
perience the  influence  of  palliative  trephining  upon 
choked  disc  is  almost  instantaneous.  A  complete 
failure  of  the  operation  was  never  observed,  although 
it  was  impossible  in  some  cases  to  restore  the  damage 
done  by  the  prolonged  choked  disc.  The  patients 
must  come  to  operation  early,  before  atrophy  of  the 
optic  nerve  has  occurred.  The  early  operation  will 
likewise  decrease  the  high  mortality  of  the  procedure. 

L.  A.  JUHNKE. 

Dandy,  V.,  and  Blackfan,  K.  D.:    Hydrocephalus 
Internus.    Beitr.  z.  klin.  Chir.,  1914,  xciii,  392. 

In  a  very  extensive  article  the  authors  take  up  the 
subject  of  hydrocephalus  internus  from  an  experi- 
mental, clinical,  and  pathological  point  of  view. 
The  work  consists  principally  of  experimental  work 
relating  to  the  pathology  of  hydrocephalus  internus. 
The  numerous  problems  unsolved  have  been  taken 
up  one  by  one  and  the  results  rendered,  together 
with  the  technique  employed.  It  is  impossible  in  a 
short  abstract  to  go  into  the  details  of  the  subject, 
but  the  problems  are  taken  up  one  after  another, 
giving  the  authors'  purpose,  technique  employed, 
and  results  obtained. 

EXPERIMENTAL  STUDIES  OF  HYDROCEPHALUS 
INTERNUS 

I.  Results  of  the  closure  of  the  aqueduct  of 
Sylvius.  The  aqueduct  of  Sylvius  is  obstructed  by 
means  of  a  small  cotton  pledget.  A  suboccipital 
decompressive  operation  is  performed  in  the  median 
line,  the  pia  and  arachnoid  are  cut  in  the  median 
line,  and  the  foramen  of  Magendie  is  dilated.  The 
cerebellum  and  roof  of  the  fourth  ventricle  are 
elevated  with  a  retractor.  Through  the  dilated 
opening  in  the  roof  of  the  fourth  ventricle  a  small 
pledget  of  cotton  is  carried  on  an  introducer  along 
the  floor  of  the  fourth  ventricle  into  the  aqueduct 
of  Sylvius.  The  result  of  this  procedure  manifests 
itself  immediately  in  the  dog  in  a  loss  of  balance, 
with  a  tendency  to  fall  backward,  slight  dissociation 
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of  the  movements  of  the  eyes,  slight  tendency  to 
spasm  but  no  paresis,  frequent  vomiting,  drowsi- 
ness. These  symptoms  are  transitory.  A  week 
later  the  general  condition  is  almost  normal;  no 
lack  of  balance  is  evident;  the  dogs  walk  around  but 
show  no  desire  to  play;  the  tendency  to  spasm  is 
gone;  the  eye  movements  are  normal;  vomiting 
persists.  Ten  days  later  the  dogs  lie  around,  show 
no  interest  in  their  surroundings,  react  sluggishly  to 
stimulants;  there  is  a  tendency  to  stupor;  the  eye 
movements  are  normal;  vomiting  is  more  frequent; 
there  is  a  noticeable  loss  of  weight.  Thirty  days 
after  the  operation  the  animals  were  killed.  Au- 
topsy findings:  cortex  extremely  thin,  ventricles 
extremely  enlarged,  intraventricular  pressure  so 
great  that  fluid  shot  out  a  distance  of  three  feet 
after  perforation.  The  third  ventricle  and  lateral 
ventricles  were  extremely  dilated,  the  vein  of 
Galen  normal,  aqueduct  of  Sylvius  obstructed 
completely. 

2.  Closure  of  the  aqueduct  of  Sylvius  followed 
by  extirpation  of  the  choroid  plexus  of  both  ven- 
tricles. After  almost  complete  extirpation  of  the 
choroid  plexus  in  both  lateral  ventricles  and  the 
closing  of  the  aqueduct  of  Sylvius,  hydrocephalus 
internus  nevertheless  developed,  but  to  a  lesser 
degree  than  if  the  choroid  plexus  had  been  left 
in  situ.  From  these  two  experiments  it  will  be 
seen  that  cerebrospinal  fluid  is  formed  in  the  ven- 
tricles, and  apparently  more  rapidly  than  can  be 
taken  care  of,  and  that  the  aqueduct  of  Sylvius  is 
necessary  for  an  avenue  of  escape. 

3.  Ligation  of  the  vena  magna  Galeni  and  the 
sinus  rectus.  The  possibility  that  a  hydrocephalus 
internus  can  be  induced  by  the  closure  of  the  vena 
magna  Galeni  or  the  sinus  rectus  has  been  brought 
out  repeatedly.  As  most  of  the  evidence,  however, 
was  based  on  pathological  specimens,  especially 
tumors  of  the  corpora  quadrigemina,  pineal  gland, 
cerebellum,  or  in  the  immediate  neighborhood,  it  is 
very  likely  that  the  aqueduct  of  Sylvius  was  also 
compressed.  The  authors  ligated  the  vena  magna 
Galeni  and  sinus  rectus  in  ten  cases,  and  in  all  but 
one  case  the  dogs  remained  entirely  normal  until 
killed  three  to  eight  months  afterward,  the  brain 
showing  no  evidence  of  hydrocephalus,  the  collateral 
circulation  being  sufficiently  developed  to  take  care 
of  the  congestion.  In  one  case  the  ligation  included 
several  of  the  communicating  branches  and  a  slight 
degree  of  hydrocephalus  developed,  but  produced  no 
symptoms. 

FORMATION   OF   THE    CEREBROSPINAL    FLUID 

I.  The  presence  of  the  cerebrospinal  fluid. 
Since  Quincke  introduced  lumbar  puncture,  the 
presence  of  cerebrospinal  fluid  can  be  proven  at 
any  time.  By  taking  pressure  readings  following 
lumbar  puncture  or  ventricle  puncture,  the  length 
of  time  it  takes  for  the  formation  of  a  certain 
amount  of  spinal  fluid  can  be  estimated  almost 
exactly.  The  rapidity  with  which  the  fluid  is  re- 
placed can  also  be  estimated  in  certain  rare  cases  — 


rhinorrhoea  —  in  which  the  quantity   reaches    200 
ccm.  or  more  within  twenty-four  hours. 

2.  Where  the  spinal  fluid  is  formed.  From  the 
above-mentioned  experiments  it  is  clearly  evident, 
as  has  been  supposed,  that  the  ventricles  are  the 
sites  where  the  fluid  is  formed  and  that  the  choroid 
plexus  is  the  principal  factor  in  its  formation. 
That  there  is  an  extracerebral  origin  is  proved 
by  the  fact  that  in  complete  closure  of  the  foramina 
of  Magendie  and  Luschka,  spinal  fluid  is  obtainable 
by  lumbar  puncture,  in  small  quantities. 

3.  Formation  of  cerebrospinal  fluid.  It  can 
be  stated  conclusively  that  cerebrospinal  fluid  is 
formed  in  the  ventricles.  We  have  some  direct, 
but  mostly  indirect,  evidence  which  can  hardly  be 
doubted  that  the  choroid  plexus,  and  possibly  also 
the  ependyma,  manufactures  this  fluid.  Whether 
this  formation  is  due  to  secretory  or  mechanical 
means,  or  to  both,  cannot  be  stated  positively,  in 
view  of  the  indirect  evidence  which  we  possess. 
At  any  rate,  a  venous  stasis  results  in  a  prompt  and 
rapid  increase,  and  if  the  collateral  circulation  (small 
vein  of  Galen  or  the  beginning  of  the  large  vein  of 
Galen)  is  not  efficient,  and  if  the  overproduction 
becomes  continuous,  hydrocephalus  will  result. 
Whether  the  normal  variations  of  the  blood- 
pressure  lead  to  transudation  or  secretion  of  the 
fluid  cannot  be  determined  by  introducing  substances 
into  the  circulation.  The  similarity  of  the  fluid 
and  blood,  in  so  far  as  the  salt  content  is  concerned, 
seems  to  prove  that  the  production  in  part  is  due 
to  filtration.  On  the  other  hand,  the  histological 
character  of  the  epithelium  of  the  choroid  plexus, 
the  basic  differences  in  the  chemical  constitution 
of  the  cerebrospinal  fluid  as  compared  to  the  blood 
and  other  serous  fluids,  and  the  impermeability 
of  the  producing  membrane  to  substances  contained 
or  introduced  into  the  blood  stream  render  the 
acceptance  of  secretory  activity  or  cell  activity 
necessary.  It  is,  therefore,  highly  probable  that 
the  cerebrospinal  fluid  is  formed  by  filtration  as  well 
as  by  secretion. 

ABSORPTION    OF   THE    CEREBROSPINAL   FLUID 

I.  Method  of  technique.  The  authors  injected 
phenolsulphonephthalein  into  the  cisterna  cerebello- 
medularis.  Indigo-carmin  and  methylene  blue  were 
not  adapted  as  well  as  the  above.  The  authors 
separated  the  muscles  in  the  median  line  of  the  back 
of  the  neck  and  the  membrana  atlanto-occipitalis 
was  exposed.  This  membrane  lies  directly  over 
the  cisterna  cerebellomedularis.  After  careful  in- 
cision of  the  dura,  the  arachnoid  can  be  punctured 
and  the  desired  quantity  of  fluid  withdrawn.  This 
can  be  replaced  with  the  same  quantity  of  a  solution 
of  phenolsulphonephthalein  at  body  temperature 
without  disturbing  the  normal  pressure  of  the  cere- 
brospinal fluid.  While  it  is  possible  to  obtain  an 
excretion  in  the  urine  of  80  to  90  per  cent  of  the 
phenolsulphonephthalein  injected  into  the  pleural 
or  peritoneal  cavity,  only  60  to  90  per  cent  is  ob- 
tained after  injection  into  the  subarachnoid  space. 
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2.  Rapidity  of  absorption.  The  phenolsul- 
phonephthalein  appears  in  the  urine  within  five  to 
seven  minutes  after  injection  and  about  75  per  cent 
of  the  total  excretion  appears  in  the  urine  within 
three  to  four  hours,  and  the  total  amount  in  about 
eight  or  nine  hours.  In  general  it  may  be  said  that 
the  cerebrospinal  fluid  is  completely  absorbed  and 
rendered  in  about  eight  to  twelve  hours,  or  at  least 
two  to  three  times  a  day. 

3.  Does  the  absorption  of  the  cerebrospinal 
fluid  occur  by  the  blood  or  by  the  lymphatics?  The 
authors  endeavored  to  determine  by  which  route  the 
absorption  takes  place,  as  no  direct  experimental 
evidence  was  obtainable.  They  injected  the  sub- 
arachnoid space  as  above  with  phenolsulphone- 
phthalein,  inserted  a  cannula  into  the  thoracic  duct, 
and  obtained  the  total  lymph  stream.  In  other 
animals  they  obtained  arterial  blood  from  the  carotid 
artery  immediately  after  injection.  While  the 
phenolsulphonephthalein  appeared  in  the  blood 
stream  within  three  minutes  after  injection  and  in 
the  urine  within  six  minutes,  only  faint  traces  were 
ever  found  in  the  lymphatic  stream.  These  ex- 
periments prove  conclusively  that  the  lymphatics 
do  not  take  part  in  the  absorption  of  the  cerebro- 
spinal fluid  and  that  the  fluid  is  absorbed  directly 
into  the  blood  stream. 

4.  The  absorption  is  a  diffuse  process  in  which  the 
entire  subarachnoid  space  takes  place.  The  authors 
ligated  the  dura  and  spinal  cord  at  about  the  level 
of  the  fourth  cervical  vertebrae  and  injected  some 
of  the  phenolsulphonephthalein  into  the  distal  end 
of  the  spinal  subarachnoid  space  after  withdrawing 
some  of  the  fluid.  Its  appearance  in  the  urine 
occurred  within  six  minutes  and  the  total  quantity 
excreted  was  as  large  as  that  obtainable  from  the 
cranial  subarachnoid  space. 

5.  Proof  against  the  existence  of  stomato.  India 
ink  and  lampblack  were  introduced  into  the 
cerebrospinal  fluid  after  removal  of  some  of  the 
fluid.  After  two  or  three  hours  no  proof  of  the 
existence  of  these  bodies  was  available.  Blood 
examined  from  the  longitudinal  sinus  showed  no 
particles.  After  one,  two,  or  three  hours  the 
particles,  however,  were  distributed  evenly  through- 
out the  entire  cerebral  and  spinal  subarachnoid 
space,  but  there  were  no  accumulations.  Par- 
ticles were  adherent  to  the  pacchionian  bodies  and 
on  the  outer  sides  of  the  sinuses,  but  never  within  or 
in  their  walls.  Even  after  subjecting  them  to  a 
pressure  of  100  mg.  no  migration  of  the  particles 
through  the  walls  of  the  venus  sinuses  occurred. 
By  these  experiments  it  seems  certain  that  the 
absorption  is  a  general  or  diffuse  process  in  which 
the  entire  subarachnoid  space  takes  part.  Since 
the  absorption  from  the  spinal  arachnoid  is  pro- 
portionately as  great  as  from  the  entire  space,  it  is 
unnecessary  to  assume  the  presence  of  stomato. 

6.  Proof  against  the  supposition  that  the  pac- 
chionian granulations  are  absorbing  organs.  This 
supposition  originates  from  the  work  of  Key  and 
Retzius,  and  the  view  has  had  considerable  support. 


The  pacchionian  bodies  are  in  reality  diverticula  of 
the  arachnoid  which  protrude  into  the  lumen  of  the 
sinuses  and  into  the  bones  of  the  cranial  vault. 
They  are  surrounded  by  a  layer  of  arachnoid  and  a 
layer  of  dura  mater,  which  render  much  more 
effective  resistance  against  the  transition  of  fluid 
than  the  simple  endothelial  covering  of  capillaries 
in  the  pia  arachnoidea.  The  pacchionian  bodies 
are  also  not  present  at  birth,  or  are  so  very  poorly 
developed  that  they  may  be  overlooked.  With 
increasing  age  and  increasing  intracranial  pressure 
they  become  more  pronounced  and  more  numerous; 
in  many  animals  they  are  not  present  at  all.  It 
would  be  exceedingly  difficult  or  impossible  to  prove 
the  transition  of  fluid  through  the  pacchionian 
bodies  during  life;  hence,  we  must  depend  entirely 
upon  post-mortem  evidence.  It  is  possible  to  force 
fluid  through  the  pacchionian  granulations  into  the 
sinus,  but  it  must  be  done  under  very  high  pressure. 
With  still  greater  pressure  it  is  even  possible  to 
force  fluid  from  the  subarachnoid  space  into  the 
nasal  cavity.  The  best  proof  against  the  absorption 
of  the  cerebrospinal  fluid  by  the  bodies  is  the  manner 
of  absorption  from  the  subarachnoid  space. 

7.  The  absorption  of  the  cerebrospinal  fluid  as 
compared  to  the  peritoneal  and  pleuritic  fluids. 
The  absorption  of  fluid  from  the  peritoneal  and 
pleuritic  cavity  has  been  studied  lately  by  Dandy 
and  Rowntree.  It  was  proved  that  the  absorption 
of  fluid  from  these  cavities  likewise  is  a  diffuse 
process  and  is  independent  of  the  assumed  positions 
of  the  body.  It  was  further  proved  that  the  ab- 
sorption is  directly  by  the  blood  and  not  by  the 
lymphatics.  The  absorptions  from  these  cavities, 
however,  is  much  more  rapid  than  from  the  sub- 
arachnoid space.  The  time  of  appearance  of 
phensolsulphonephthalein  in  the  urine  is  about  the 
same  in  all  cases.  Its  disappearance  from  the 
pleural  cavity  and  peritoneal  cavity  occurs  much 
sooner,  however. 

ABSORPTION   FROM   THE    VENTRICLES 

It  is  perhaps  interesting  to  mention  some  clinical 
evidence  in  regard  to  the  absorption  of  cerebro- 
spinal fluid.  In  seven  cases  of  hydrocephalus  the 
communication  between  the  ventricles  and  the 
subarachnoid  space  was  found  completely  closed, 
thereby  an  excellent  opportunity  to  study  the 
absorption  of  the  ventricles  being  afforded.  When 
phenolsulphonephthalein  was  injected  into  these 
ventricles  its  appearance  in  the  urine  was  much 
delayed  (30  to  40  minutes)  and  a  quantity  larger 
than  2  per  cent  was  never  excreted  during  the  first 
two  hours  after  its  appearance  in  the  urine.  The 
excretions  in  the  urine  persisted  ten  days  or  longer, 
showing  that  hardly  any  absorption  took  place 
within  the  ventricles. 

COMMUNICATION   BETWEEN    THE    VENTRICLES    AND 
THE   SUBARACHNOID    SPACE 

From  the  above  experiments  it  can  be  seen  that 
the  cerebrospinal  fluid  is  formed  within  the  ventricles; 
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that  it  is  not  absorbed  here  but  in  the  entire  sub- 
arachnoid space.  It  is  also  clear  that  the  normal 
balance  between  absorption  and  production  is 
dependent  upon  a  sufficient  communication  be- 
tween the  place  of  formation  and  the  place  of 
absorption;  i.e.,  between  the  ventricles  and  the 
subarachnoid  space. 

Six  communication  foramina  have  been  described. 
The  three  foramina  described  by  Bichat  connecting 
the  third  ventricle  and  the  two  lateral  ventricles 
with  the  subarachnoid  space  were  later  proved  to  be 
artificial  communications.  The  central  commu- 
nication between  the  fourth  ventricle  and  the  sub- 
arachnoid space  is  the  foramen  of  Magendie.  The 
two  later  communications  are  the  foramina  later- 
alia  of  Luschka. 

1.  Experiments  to  prove  the  existence  of  func- 
tional communications.  If  phenolsulphonephtha- 
lein  is  injected  into  the  ventricles  after  the  with- 
drawal of  a  quantity  of  fluid,  the  substance  appears 
in  the  spinal  fluid  within  one  to  seven  minutes. 
This  is  not  due  to  increased  pressure,  as  fluid  is 
withdrawn  first,  and  pressure  is  not  applied.  This 
observation  is  made  in  two  classes  of  cases:  one 
without  hydrocephalus,  and  the  other  with  hydro- 
cephalus but  without  mechanical  closure.  Further- 
more, if  spinal  fluid  is  withdrawn  and  phenolsul- 
phonephthalein  is  introduced  without  increasing 
the  pressure,  the  agent  is  found  in  the  ventricles 
within  a  short  time,  proving  conclusively  that  a 
communication  between  the  ventricles  and  the 
subarachnoid  space  does  exist,  and  that  an  inter- 
change of  substances  can  occur  even  against  the 
current  of  cerebrospinal  fluid  from  the  ventricles. 
This  transition  of  fluids  from  the  subarachnoid  space 
to  the  ventricles  is  of  extreme  importance,  considered 
from  the  point  of  view  of  intraspinal  anaesthesia  and 
intraspinal  medication  in  diseases  of  the  central 
nervous  system. 

2.  Where  is  the  communication?  If  there  is  an 
occlusion  of  the  duct  of  Sylvius  or  of  the  foramina 
of  Magendie  and  Luschka  and  phenolsulphone- 
phthalein  is  injected  into  the  ventricles,  the  coloring 
matter  does  not  enter  into  the  spinal  fluid.  This 
was  shown  in  a  series  of  seven  cases  in  which  the 
occlusion  was  demonstrated  at  autopsy.  This 
shows  that  there  are  no  communications  between 
the  third  ventricle  and  lateral  ventricles  on  the  one 
hand  and  the  subarachnoid  space  on  the  other,  or, 
in  other  words,  that  the  foramina  lateralis  of  Bichat 
do  not  exist.  The  aqueduct  of  Sylvius  is  the  only 
canal  by  which  the  fluid  can  escape  from  the  ven- 
tricles. The  communication  between  the  ventricles 
and  the  subarachnoid  space  must  therefore  be  poste- 
rior to  the  aqueduct  of  Sylvius  and  must  originate 
from  the  fourth  ventricle.  These  communications 
are  the  foramina  of  Magendie  and  Luschka. 

3.  The  functional  capacity  of  the  communica- 
tions. To  test  the  diffusion  of  phenosulphone- 
phthalein  and  the  functional  capacity  of  the  com- 
munication, the  colored  matter  was  injected  into  the 
ventricles  in  two  cases  and  into  the  subarachnoid 


space  (lumbar  puncture)  in  two  cases.  Two  and 
one-half  hours  later  fluid  was  withdrawn  from  both 
places  for  comparison.  It  was  shown  that  diffusion 
of  fluids  occurs  in  both  directions  promptly,  and 
from  the  concentration  figures  obtained  it  may  be 
said  that  diffusion  from  the  ventricles  to  the  sub- 
arachnoid space  occurs  approximately  twice  as  fast 
as  in  the  reverse  direction.  This  is  probably  ex- 
plained by  the  fact  that  the  normal  current  is  in  that 
direction. 

DIFFUSION    OF    SOLID   PARTICLES   IN  THE   SUBARACH- 
NOID   SPACE 

To  disprove  the  existence  of  stomato  or  other 
mechanical  or  special  structures  for  the  absorption 
of  cerebrospinal  fluid  along  the  different  sinuses, 
the  authors  withdrew  some  of  the  fluid  through  the 
membrana  occipitalis  and  injected  a  suspension 
of  lampblack  particles.  The  animal  was  kept  in 
narcosis  for  an  hour  and  a  half,  and  was  then  killed 
and  frozen.  Later  examination  showed  a  uniform 
distribution  of  the  particles  throughout  the  entire 
subarachnoid  space  of  the  brain  as  well  as  of  the 
spinal  cord.  There  was  absolutely  no  accumulation 
of  particles  along  the  sinuses,  or  along  any  other 
point.  With  the  exception  of  four  pairs  of  cranial 
nerves,  particles  were  not  found  along  any  of  the 
others;  and  these  four  pairs  of  nerves  have  limiting 
arachnoid  membrane  along  which  the  fluid  is  dis- 
tributed. The  uniform  and  rapid  distribution  of 
the  particles  is  best  explained  by  the  pulsation  of 
the  central  nervous  system. 

CLINICAL    PATHOLOGICAL    STUDIES     ON    HYDROCEPH- 
ALUS  INTERNUS 

Methods  of  technique.  In  observations  em- 
ploying phenolsulphonephthalein  the  following  was 
ascertained:  (i)  The  absorption  from  the  ven- 
tricles. A  ventricle  puncture  is  made  and  i  ccm.  of 
the  indicator  (6  mg.)  in  2  ccm.  ventricular  fluid  is 
injected  into  the  ventricle,  (a)  The  time  of  ap- 
pearance in  the  urine  is  ascertained,  and  (b)  a 
quantitive  determination  of  the  excreted  amount  is 
made  two  hours  after  its  appearance  in  the  urine. 
(2)  The  absorption  from  the  subarachnoid  space. 
A  lumbar  puncture  is  made  and  the  same  quanitity 
of  indicator  in  spinal  fluid  is  injected.  The  time  of 
appearance  and  the  quantitative  excretion  in  the 
urine  are  estimated.  (3)  Whether  the  communica- 
tion between  the  ventricles  and  subarachnoid  space 
is  open  or  closed.  After  ventricular  puncture  and 
injection  of  the  above-mentioned  quantity  of  in- 
dicator a  lumbar  puncture  is  made,  and  the  presence 
of  the  substance  in  the  spinal  fluid  is  determined. 
The  procedure  may  be  reversed  and  the  fluid  from 
the  ventricles  tested.  During  these  observations 
the  patients  were  kept  in  the  dorsal  position.  The 
urine  for  examination  was  obtained  by  catheteriza- 
tion. 

Investigations  in  regard  to  the  communication 
between  the  ventricles  and  the  subarachnoid  space 
and   the   absorption   from   them   in   eases   without 
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hydrocephalus  were  carried  out  on  six  cases.  In 
three  cases  no  evidence  was  present  that  the  central 
nervous  system  was  at  all  affected.  (The  cases 
were  all  infants.)  Three  cases  of  tuberculosis  with 
tuberculous  meningitis  were  tested  and  observations 
made  during  the  course  of  the  meningitis.  In 
meningitis  there  is  always  the  possibility  of  de- 
creased absorption  being  present.  The  results, 
however,  are  analogous  to  those  without  meningitis. 
In  three  cases  autopsies  were  performed.  There 
was  no  hydrocephalus  and  in  none  of  the  cases  was 
there  an  occlusion  of  the  foramina  of  Magendie  and 
Luschka.  The  results  of  this  group  are  identical 
with  those  obtained  in  animals.  In  each  case  the 
presence  of  a  communication  between  the  ventricles 
and  subarachnoid  space  was  proven,  and  in  two  cases 
the  relative  amount  of  fluid  which  passed  from  the 
subarachnoid  space  to  the  ventricle  could  be  deter- 
mined quantitatively. 

Clinical  investigations  regarding  the  absorption 
of  fluid  from  the  ventricles  and  from  the  subarach- 
noid space  in  patients  with  hydrocephalus  internus 
were  likewise  carried  out  employing  phenolsul- 
phonephthalein.  By  using  the  above-described 
methods  it  was  possible  to  divide  the  cases  of  hydro- 
cephalus internus  into  two  classes.  The  introduc- 
tion of  the  substance  into  the  ventricles  and  the 
later  examination  of  the  spinal  fluid  for  its  presence 
determines  whether  the  communication  between  the 
ventricles  and  the  subarachnoid  space  is  closed 
(Group  i)  or  open  (Group  2).  The  further  dif- 
ferentiation between  these  two  groups  will  be 
taken  up  later. 

Group  I.  Hydrocephalus  internus  with  closure 
of  the  communicating  canals  of  the  ventricles. 
The  authors  investigated  clinically  7  cases  of  hy- 
drocephalus internus,  performing  the  same  ex- 
periments on  these  as  on  the  animals.  The  im- 
portant point  in  this  group  is  the  absence  of  a  com- 
munication between  the  ventricles  and  the  sub- 
arachnoid space.  This  absence  was  proved  in  all 
7  cases  by  the  use  of  phenolsulphonephthalein.  In 
5  cases  the  clinical  observation  was  corroborated 
by  a  later  post-mortem  examination.  In  one  case 
a  thick  tuberculous  exudate  covered  the  base  of  the 
brain  and  sealed  the  communicating  foramina 
hermetically.  In  two  cases  the  foramina  were 
closed  by  adhesions  of  an  old  meningitis  process. 
In  two  cases  the  aqueduct  of  Sylvius  was  completely 
closed.  In  both  cases  the  region  of  the  aqueduct 
was  invaded  with  neurolgiac  tissue.  The  two  re- 
maining cases  are  still  alive.  In  all  7  cases  the 
absorption  of  fluid  from  the  ventricles  was  almost 
nil,  as  it  was  only  2  per  cent  2  hours  after  the  in- 
jection. It  will  be  seen  that  the  average  absorption 
of  the  ventricle  is  about  one  per  cent  an  hour.  This 
absorption  is  independent  of  the  size  of  the  ventricle 
or  of  the  quantity  of  fluid  present.  The  time  of 
absorption  likewise  is  much  prolonged  from  the 
normal  period  of  a  few  hours  to  about  10  days. 
Hence,  it  may  be  stated  that  for  practical  purposes 
there  is  no  absorption  of  cerebrospinal  fluid  from 


the  ventricles  of  the  brain.  The  appearance  of  the 
substance  in  the  urine  is  also  long  delayed  (30  to 
50  min.).  In  contrast  to  the  delayed  ventricle 
absorption  is  the  high  absorption  from  the  sub- 
arachnoid space  in  all  cases  except  the  two  with 
post-meningitis  changes.  Here  the  time  of  ap- 
pearance in  the  urine  as  well  as  the  time  of  total 
excretion  after  injection  into  the  subarachnoid 
space  is  normal.  The  influence  of  meningitis  upon 
the  subarachnoid  absorption  will  be  discussed  later. 
This  type  of  hydrocephalus  internus  is  caused  by 
the  failure  of  the  cerebrospinal  fluid  to  pass  from 
its  place  of  formation  in  the  ventricles  to  the  place  of 
absorption  in  the  subarachnoid  space,  as  the  com- 
municating canals  are  closed. 

Group  2.  Hydrocephalus  internus  with  free 
communication  between  the  ventricles  and  the 
subarachnoid  space.  Four  clinical  cases  were 
tested  experimentally.  In  this  type  of  hydroceph- 
alus the  communication  between  the  ventricles  and 
the  subarachnoid  space  is  open.  After  injection  of 
phenolsulphonephthalein  into  the  ventricle  the 
indicator  appears  almost  immediately  in  the  spinal 
fluid,  just  as  in  normal  cases.  The  presence  of  the 
communication  is  also  proved  by  the  rapid  ap- 
pearance of  the  indicator  in  the  ventricles  after 
injection  into  the  subarachnoid  space.  That  the 
opening  is  suflficient  is  shown  by  the  relatively  high 
concentration  of  the  indicator  in  the  spinal  fluid 
after  injection  into  the  ventricle  and  vice  versa. 
The  absorption  from  the  subarachnoid  space  was 
markedly  decreased  in  each  one  of  these  cases  (10 
per  cent  in  2  hours,  or  approximately  one-fourth 
of  the  normal  amount).  The  time  from  the  ap- 
pearance in  the  urine  to  complete  excretion  was  also 
much  prolonged.  This  decreased  absorption  from 
the  subarachnoid  space  is  the  etiologic  factor  of  the 
hydrocephalus  internus.  The  absorption  from  the 
ventricles  likewise  was  very  low  (4  per  cent)  but 
higher  than  in  Group  i.  As  has  been  shown, 
practically  no  absorption  takes  place  from  the 
ventricles,  the  decrease  of  the  fluid  after  injection 
into  the  ventricles  in  cases  of  hydrocephalus  in- 
ternus of  the  communicating  type  being  due  to  the 
absorption  of  the  fluid  from  the  subarachnoid  space 
after  the  injected  material  has  diffused  there  through 
the  communicating  canals.  The  fact  that  a  hydro- 
cephalus internus  is  formed  and  not  an  externus 
is  due  to  the  fact  that  the  distended  subarachnoid 
space  backs  up  the  fluid  into  the  ventricles  and 
distention  results  here  also.  As  opportunities  for 
performing  autopsies  on  these  cases  were  not 
afforded,  the  exact  cause  for  decreased  absorption 
from  the  subarachnoid  space  was  not  determined. 
It  is  probable,  however,  that  the  decreased  absorp- 
tion was  due  to  adhesions  which  decreased  the 
volume  of  the  subarachnoid  space. 

The  clinical  differences  between  the  communicat- 
ing and  the  obstructive  type  of  hydrocephalus 
internus.  As  far  as  could  be  determined  there  is  no 
certain  method  of  differentiating  these  two  types 
except  by  determining  the  presence  or  absence  of  the 
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communicating  canal.  Although  the  increase  in 
the  size  of  the  head  appears  to  be  a  little  slower  in 
the  communicating  type,  there  are  nevertheless 
cases  in  which  the  growth  is  very  rapid.  Oc- 
casionally it  is  possible  to  determine  that  the  fluid 
comes  from  a  case  of  the  communicating  type  by 
the  large  quantity  of  fluid  which  can  be  obtained  at 
spinal  puncture.  This,  however,  is  only  possible 
when  the  hydrocephalus  is  far  advanced.  The 
only  satisfactory  and  reliable  method  is  the  phenol- 
sulphonephthalein  test. 

Relation  of  the  occlusion  to  hydrocephalus 
internus.  In  this  series  of  7  cases  in  which  the 
presence  of  an  occlusion  was  determined  by  means 
of  the  phenolsulphonephthalein  test  the  authors 
were  able  to  prove  an  obstruction  in  each  of  the  5 
cases  which  came  to  autopsy.  Furthermore,  an 
obstruction  introduced  into  the  aqueduct  of  Sylvius 
regularly  induced  the  formation  of  a  hydrocephalus 
internus.  The  hydrocephalus  is  caused  by  the  fact 
that  the  fluid  is  formed  in  the  ventricles  but  is  not 
absorbed  there.  In  this  respect  there  is  a  close 
analogy  between  the  ventricles  and  the  renal  pelvis. 
Just  as  a  hydronephrosis  results  from  occlusion  of 
the  ureter,  so  a  hydrocephalus  results  from  occlusion 
of  the  exit  canals  of  the  ventricles.  Neither  in  the 
renal  pelvis  nor  in  the  ventricles  of  the  brain  is 
there  sufficient  absorption  to  overcome  the  effects 
of  an  occlusion. 

Relation  of  meningitis  to  hydrocephalus  internus. 
In  two  cases  of  Group  i  the  pathological  investiga- 
tion proved  that  a  preceding  meningitis  was  the 
cause  of  the  hydrocephalus,  the  opening  having 
been  closed.  In  Group  2  there  were  two  more 
cases  in  which  the  hydrocephalus  followed  shortly 
after  the  attack  of  meningitis.  How  hydrocepha- 
lus can  occur  with  the  communicating  foramina 
open  has  not  been  proved.  The  authors  are  un- 
able to  give  the  correct  pathology  underlying  these 
cases,  as  all  four  patients  are  still  alive,  but  that 
the  pathological  anatomy  is  analogous  to  the  above- 
mentioned  manner  of  formation  is  probably  cer- 
tain. 

The  relation  of  venous  stasis  to  hydrocephalus 
internus.  Venous  stasis  by  occlusion  of  the  large 
or  small  vein  of  Galen  is  undoubtedly  the  cause  of  a 
small  percentage  of  cases  of  hydrocephalus  internus. 
The  experimental  proof  was  mentioned  earlier  in 
the  article.  Cases  due  to  thrombosis  of  these  veins 
likewise  were  mentioned.  Although  perhaps  very 
rare,  yet  it  is  always  necessary  to  think  of  them  dur- 
ing autopsy.  Their  diagnosis  is  clinically  impos- 
sible. In  cases  of  tumor  in  the  region  of  the  mid- 
brain it  is  also  likely  that  with  compression  of  the 
veins  the  aqueduct  of  Sylvius  was  also  compressed. 
As  tumors  are  rare  in  childhood  it  is  very  unlikely 
that  hydrocephalus  is  caused  by  venous  stasis 
except  in  very  rare  instances. 

The  possibility  of  other  causes  for  the  formation 
of  hydrocephalus  internus.  From  the  above-men- 
tioned experiments  and  clinical  cases  it  is  very  un- 
likely that   alcohol,   rickets,   trauma,   tuberculosis. 


syphilis,  heredity,  etc.,  can  cause  hydrocephalus 
unless  local  changes  have  resulted  at  the  base  of  the 
brain  as  a  result  of  the  disease.  Its  association 
with  spina  bifida  has  been  commented  on  frequently. 
In  these  cases  developmental  anomalies  locally 
probably  constitute  the  cause.  The  brain  atrophy 
and  non-union  of  the  cranial  sutures  are  undoubtedly 
secondary  phenomena,  resulting  from  the  increased 
intracranial  tension. 

Hydrocephalus  internus  after  removal  of  a 
meningocele  has  been  reported  quite  frequently 
but  has  never  been  satisfactorily  explained.  Mus- 
catello,  who  reported  a  series  of  these  cases,  at- 
tributes them  to  an  infection  which  occurred  at  the 
operation.  The  authors  believe  that  it  is  due  to  the 
decreased  volume  of  the  subarachnoid  space  after 
removal  of  the  meningocele,  not  leaving  sufficient 
absorbing  area.  Before  a  removal  of  a  meningocele 
is  undertaken  it  would  seem  urgently  necessary  to 
make  a  quantitative  determination  of  the  absorption 
from  the  subarachnoid  space  to  determine  whether 
it  is  sufficient  or  not.  If  decreased,  the  operation 
would  probably  be  contra-indicated  in  the  light  of 
our  present  knowledge. 

TREATMENT  OF  HYDROCEPHALUS  INTERNUS 

The  authors  have  shown  that  there  are  two  types 
of  hydrocephalus  internus  different  from  each  other 
in  regard  to  the  underlying  etiological  factor; 
hence  the  treatment  must  be  entirely  different.  It 
is,  therefore,  all  important  to  determine  whether 
the  hydrocephalus  is  of  the  communicating  or  of  the 
obstructive  type.  This  can  be  easily  ascertained 
by  the  phenolsulphonephthalein  test.  If  the  hy- 
drocephalus is  of  the  obstructive  type,  the  logical 
treatment  of  course  would  be  the  removal  of  the 
obstruction.  If  this  is  situated  at  the  foramina  of 
Magendie  or  Luschka,  as  in  two  of  the  cases  in 
Group  I,  its  removal  ought  to  be  possible.  If, 
however,  it  is  at  the  aqueduct  of  Sylvius,  it  is  much 
more  difficult  to  construct  a  new  communicating 
canal.  Before  the  removal  of  the  obstruction  is 
undertaken,  however,  it  is  necessary  to  test  the 
absorptive  power  of  the  subarachnoid  space.  If 
this  absorption  is  deficient,  the  operation  would  only 
convert  a  hydrocephalus  of  the  obstructive  type  to 
one  of  the  communicating  type. 

As  the  communicating  type  is  due  to  decreased 
absorption  from  the  subarachnoid  space,  the  treat- 
ment must  be  devoted  to  increasing  the  absorptive 
surface  of  the  latter.  At  present  our  knowledge 
of  the  cause  of  the  decreased  absorption  is  still 
very  imperfect,  but  in  two  cases  the  autopsy  find- 
ings pointed  to  the  fact  that  adhesions  due  to  an  old 
inflammatory  process  had  in  part  obliterated  the 
space.  The  rational  treatment  would  be  to  drain 
this  fluid  into  other  tissues  having  a  sufficient 
absorptive  power.  It  is  plausible  that  the  extirpa- 
tion of  the  choroid  plexes  would  decrease  the  produc- 
tion of  the  cerebrospinal  fluid  sufficiently  so  that 
the  subarachnoid  space  could  take  care  of  the  re- 
mainder. 
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CONCLUSIONS 

Hydrocephalus  internus  can  be  produced  ex- 
perimenlally  by  introducing  an  obstruction  into 
the  aqueduct  of  Sylvius.  Hydrocephalus  can  be 
produced  by  introducing  an  obstruction  into  the 
aqueduct  of  Sylvius  in  spite  of  previous  extirpation 
of  the  choroid  plexes  of  both  ventricles.  The  latter 
procedure,  however,  affects  the  degree  of  the  hydro- 
cephalus internus. 

From  these  experiments  it  is  evident  that  the 
cerebrospinal  fluid  is  formed  within  the  ventricles 
much  faster  than  it  can  be  absorbed  from  the  ven- 
tricles and  that  the  aqueduct  of  Sylvius  is  absolutely 
necessary  for  its  outflow. 

Hydrocephalus  internus  can  also  be  produced  by 
ligation  of  the  vena  magna  Galeni  near  its  origin; 
if  the  ligature  is  placed  farther  distally  or  the  sinus 
rectus  alone  is  ligated,  hydrocephalus  is  not  pro- 
duced on  account  of  the  efficient  collateral  circula- 
tion. 

The  cerebrospinal  fluid  is  produced  principally 
by  the  choroid  plexes  and  probably  by  filtration  as 
well  as  by  secretion. 

That  the  quantity  of  cerebrospinal  fluid  is  in- 
creased by  a  general  venous  congestion  is  proved  by 
a  temporary  compression  of  the  jugular  vein,  and 
this  increase  ceases  as  soon  as  the  congestion  is 
taken  care  of  by  the  collateral  circulation.  Drugs 
affect  only  in  a  very  slight  degree  the  rapidity  with 
which  the  fluid  is  formed.  Pilocarpine  causes  a 
slight  increase.  The  structures  producing  the  fluid 
are  quite  impermeable.  Only  a  very  few  of  the 
substances  introduced  into  the  blood  enter  the  cere- 
brospinal fluid  and  then  only  in  traces.  The  fluid 
is  protected  much  more  effectively  against  sub- 
stances in  the  blood  stream  than  are  the  pleural, 
peritonitis,  or  pericardial  fluids. 

A  rapid  and  constant  formation  and  absorption 
of  cerebrospinal  fluid  is  taking  place  continually. 
The  entire  quantity  is  practically  renewed  every 
8  to  21  hours.  The  lymphatic  system  plays  a  minor 
role  in  the  absorption  of  the  spinal  fluid. 

The  fluid  is  absorbed  directly  into  the  blood.  The 
entire  subarachnoid  space  serves  as  the  medium  of 
absorption.  We  are  dealing  with  a  diffuse  process 
and  not  with  stomata  leading  into  the  venous  sinuses 
or  pacchionian  bodies  as  absorbing  structures. 

In  the  ventricles  practically  no  absorption  takes 
place.  The  maintaining  of  a  balance  between  for- 
mation and  absorption  renders  a  communication 
between  the  ventricles  and  the  subarachnoid  space 
absolutely  necessary.  After  introducing  phenol- 
sulphonephthalein  into  the  subarachnoid  space  it 
appears  in  the  lateral  ventricles  in  a  very  short 
time;  hence  there  are  no  valves  at  these  openings. 
The  communication  is  established  by  means  of  the 
foramina  of  Magendie  and  Luschka  through  the 
fourth  ventricle. 

If  a  closure  of  the  aqueduct  of  Sylvius  is  effected, 
the  indicator  does  not  reach  the  spinal  fluid  after 
injection  into  the  ventricles;  hence  there  are  no 
foramina  of  Bichat  and  of  Mierzejewski. 


Particles  introduced  into  the  subarachnoid  space 
without  pressure  are  soon  distributed  evenly  over 
the  entire  cerebral  and  spinal  subarachnoid  space. 
There  are  no  currents  leading  to  the  venous  sinuses. 
The  particles  are  not  distributed  along  the  cranial 
and  spinal  nerves  except  along  the  four  having 
prolongations  of  the  subarachnoid  membrane. 

Hydrocephalus  internus  is  divided  into  two  dis- 
tinct classes,  depending  on  whether  the  communi- 
cation between  the  ventricles  and  the  subarachnoid 
space  is  open  or  closed. 

In  seven  patients  with  hydrocephalus  internus 
the  absence  of  a  communication  was  demonstrated. 
In  each  of  these  cases  there  was  practically  no 
absorption  from  the  ventricles,  whereas  the  ab- 
sorption from  the  subarachnoid  space  was  normal. 
As  the  outflow  of  the  fluid  was  prevented  from  the 
ventricles  hydrocephalus  resulted.  Four  cases  of 
hydrocephalus  internus  were  examined  in  which  a 
communication  between  the  ventricles  and  the 
subarachnoid  space  did  exist.  In  these  cases, 
however,  the  absorption  from  the  subarachnoid 
space  was  deficient. 

Meningitis  was  the  cause  of  the  disease  in  two 
cases  of  each  of  the  two  types  of  the  disease.  The 
onset  of  hydrocephalus  after  operative  removal  of  a 
meningocele  is  probably  caused  by  the  decrease  of 
the  absorptive  area. 

The  surgical  treatment  of  these  cases  must  be 
instituted  according  to  the  variety  of  hydrocephalus. 

In  the  obstructive  type  the  obstruction  should  be 
removed  if  possible.  In  the  communicating  type  a 
larger  absorptive  area  should  be  provided  for  the 

fluid.  L.  A.  JUHNKE. 

Davis,  E.  D.:   A  Case  of  Sarcoma  of  the  Pituitary 
Body  Treated  by  the  Killian-Hirsch  Operation. 

Proc.  Roy.  Soc.  Med.,  1915,  viii,  Laryngol.  Sect.,  57. 

The  patient  complained  of  right  frontal  and  tem- 
poral headache,  at  first  spasmodic  and  then  con- 
tinuous, of  two  years'  duration. 

Examination  on  June  17  revealed  central  optic 
atrophy  and  posterior  synechia.  Acromegaly  was 
diagnosed  by  the  patient's  large  hands,  feet,  lips, 
and  jaw,  and  by  his  general  appearance.  The 
pulse  was  80;  temperature  97  to  98.4°.  X-rays 
showed  a  large  sella  turcica.  Skeletal  changes  with 
ununited  epiphyses  were  marked.  The  Killian- 
Hirsch  operation  gave  no  relief,  so  pieces  of  glandular 
pituitary  with  proliferating  cells  were  removed. 

On  August  s  a  large  parietofrontal  osteoplastic 
flap  was  raised  and  the  roof  of  the  right  orbit  was 
removed.  The  brain  was  elevated  and  easy  and 
clear  access  was  obtained  to  a  cherry-like  growth 
projecting  between  the  two  optic  nerves.  Severe 
haemorrhage  occurred  when  an  attempt  was  made  to 
remove  the  tumor.  The  patient  died  the  same  day 
the  operation  was  performed. 

Post-mortem  examination  showed  that  a  piece  of 
the  large  cystic  growth  projected  into  the  sphenoidal 
sinus  through  the  opening  made  at  the  first  opera- 
tion. Otto  M.  Rott. 
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Davis,  E.  D. :  A  Post-Mortem  Specimen  of  a  Pitu- 
itary Cyst  Opened  by  the  Killian-Hirsch 
Operation.  Proc.  Roy.  Soc.  Med.,  1915,  viii, 
Laryngol.  Sect.,  57. 

The  patient  complained  of  progressive  blindness, 
and  examination  revealed  optic  atrophy  and  signs 
of  hypopituitarism.  Rontgenography  revealed  a 
large  sella  turcica  with  absorption  of  the  dorsum 
sellae. 

July  26.  The  Killian-Hirsch  operation  was  per- 
formed, but  haemorrhage  on  incision  of  the  dura 
was  profuse. 

July  27.  Hemiplegia  developed,  with  loss  of 
speech,  paralysis  of  the  right  face,  right  arm,  and  leg. 

July  30.    Sight  was  notably  improved. 

August  12.  Severe  occipital  headache  and  rest- 
lessness; temperature  103°. 

August  14.    Temperature  normal. 

August  23.  Another  attack  of  pain,  restlessness, 
and  high  temperature. 

September  11.  Patient  died  with  symptoms  of 
meningitis,  but  paralysis  of  the  leg  had  practically 
disappeared. 

Post-mortem.  A  cherry-red  cyst  was  found  pro- 
jecting between  the  optic  nerves  into  the  anterior 
fossa  of  the  skull  with  the  tail  end  of  the  cyst  lying 
immediately  over  the  opening  made  by  the  opera- 
tion on  the  floor  of  the  sella  turcica.  There  was 
considerable  absorption  of  the  dorsum  sellae  and 
basal  meningitis.  Otto  M.  Rott. 

NECK 

Porter,  M.  F.:  Diseases  of  the  Thyroid  Gland  with 
Special    Reference    to    the    Surgical    Aspect. 

Internal.  J.  Surg.,  1915,  xxviii,  82. 

Porter  believes  that  all  permanent  goiters  should 
be  regarded  as  potentially  toxic,  and  treatment 
should  be  instituted  before  serious  cardiovascular 
changes  occur.  He  has  seen  very  few  cases  of  in- 
fections and  neoplasms  of  the  thyroid,  and  suggests 
that  sudden  increase  in  the  size  of  a  simple  goiter 
should  arouse  a  strong  suspicion  of  malignancy. 
He  confines  his  remarks  on  treatment  chiefly  to 
hyperthyroidism;  however,  he  emphasizes  that  all 
so-called  simple  goiters  that  are  persistent  should 
be  looked  upon  as  dangerous  and  should  be  removed, 
because  thyrotoxicosis  is  much  more  likely  to  be 
engrafted  upon  a  simple  goiter  than  cancer  upon  a 
wart,  a  mole,  or  a  lacerated  cervix. 

He  strongly  recommends  the  injection  of  boiling 
water  into  the  gland  as  a  substitute  for  the  so-called 
medical  treatment  in  patients  with  small  thyroids 
and  moderate  symptoms  of  hyperthyroidism,  also  in 
cases  with  moderate  or  severe  symptoms  and  rela- 
tively small  glands  and  especially  in  cases  of  hyper- 
plasia of  a  remaining  lobe  following  lobectomy, 
It  is  also  useful  in  substernal  hyperactive  goiters, 
in  which  case  the  removal  might  be  hazardous. 
Patients  with  large  goiters  and  extreme  cases  of 
hyperthyroidism  should  be  treated  with  the  injec- 
tions until  they  become  safe  surgical  risks  and  then 


the  gland  should  be  removed.     He  does  not  recom- 
mend this  treatment  in  non-toxic  goiters. 

Henry  J.  Van  den  Berg. 

Ginsburg,    N.:     Surgical    Anatomy    of    Thyroid 
Gland.     Ann.  Surg.,  Phila.,  1915,  Ixi,  268. 

Severe  haemorrhages  not  infrequently  attend 
partial  thyroidectomy  owing  to  (i)  retraction  of  the 
vessels  after  incision;  (2)  distortion  of  the  gland 
by  overgrowth  and  consequent  disturbance  of 
landmarks;  (3)  the  frequency  of  anomalous  dis- 
tribution of  the  thyroid  vessels,  particularly  the 
veins. 

The  division  of  the  superior  thyroid  artery  often 
takes  place  at  a  distance  of  from  two  to  three  centi- 
meters from  the  gland;  hence,  the  dorsal  branch 
might  easily  be  missed  in  polar  ligation,  explaining 
why  failure  to  improve  is  encountered  in  toxic 
goiter  after  complete  single  or  bilateral  ligation  of 
the  superior  thyroids  was  thought  to  have  been 
accomplished. 

The  middle  thyroid  vein  is  fairly  constant,  short, 
and  likely  to  be  overlooked  in  lobectomy,  especially 
since  traction  will  cause  it  to  collapse  to  a  thin  cord, 
which  bleeds  freely  if  incised,  when  release  of  trac- 
tion takes  place. 

Occasionally  the  inferior  thyroid  artery  is  wanting 
on  one  side  and  a  huge  superior  thyroid  artery  com- 
pensates its  absence. 

Ligation  of  the  inferior  thyroid  artery  before 
division  requires  retraction  of  the  carotid  sheath 
and  cannot  be  easily  accomplished  through  a  small 
incision.  Ligation  of  the  main  branches  before 
they  enter  the  gland  is  made  dangerous  by  the  prox- 
imity of  the  motor  laryngeal  nerve.  The  peripheral 
ligation  of  the  vessels  in  the  gland  substance,  with 
retraction  of  the  lobe  toward  the  median  line,  spares 
both  the  nerve  and  the  parathyroids,  and  is  there- 
fore much  safer;  this  is  the  procedure  advised  by 
Kocher,  Halsted,  and  Mayo. 

The  quadruple  ligation  of  the  thyroid  vessels 
with  nerves  included  in  the  ligature,  as  advocated 
by  Rogers,  is  fundamentally  based  upon  a  certainty 
of  accomplishing  a  reduction  of  the  glandular 
arterial  burden,  and  no  other  operation  upon  the 
thyroid  save  total  excision  equals  it  in  this  respect. 
The  thirty-seven  cases  reported  by  Rogers  offers 
incontestible  proof  of  the  value  of  this  procedure. 

Lucian  H.  Landry. 

Fisher,  M .  K. :  The  X-Ray  Treatment  of  Exophthal-     f 
mic  Goiter.     N.  Y.  M.  J.,  1915,  ci,  455. 

The  author  reports  a  series  of  23  cases  of  exoph- 
thalmic goiter  treated  with  rontgen  rays.  Of  this 
number  4  were  operated  upon  previous  to  radiation 
and  I  death  resulted  from  accident.  Of  the  remaining 
1 5  cases  treated  by  X-ray  alone  6,  or  40  per  cent,  were 
cured;  5,  or  2)2>}i  P^r  cent,  were  improved;  and  the 
other  4,  or  26^  per  cent,  were  unimproved.  The 
cases  reported  as  cured  have  been  well  for  two  years; 
those  improved  have  occasional  attacks  of  hyper- 
thyroidism and  return  for  further  treatment. 
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The  author  advances  the  theory  that  the  X-ray 
does  good  in  these  cases  by  causing  a  retrover- 
sion from  the  exophthalmic  type  to  the  cystic  or 
simple  hypertrophic  goiter,  but  does  not  mention 
any  instances  of  cystic  thyroid  following  rontgeniza- 
tion  of  an  exophthalmic  goiter. 

The  symptoms  respond  to  treatment  in  the  fol- 
lowing order:  subsidence  of  exophthalmas,  then  of 
nervousness,  dyspnoea,  and  sweating,  followed  by 
improvement  in  the  tachycardia  and  arrythmia. 
The  thyroid  may  or  may  not  return  to  its  normal 
size.  The  author  employs  small  and  frequently  re- 
peated treatments  rather  than  massive  doses  in  the 
treatment  of  exophthalmic  goiter.        G.  W.  Grier. 

Haberer,  H.  von:  Failures  in  the  Treatment  of 
Basedow's  Disease  (Kasuistisches  zur  Frage 
therapeutischer  Misserfolge  bei  Morbus  Basedowii). 
Wien.  klin.  Wchnschr.,  1915,  xxviii,  i,  57. 

Von  Haberer  has  heretofore  discussed  his  ex- 
perience in  treating  Basedow's  disease  and  goiter  by 
removal  of  the  thyroid  and  part  of  the  thymus.  He 
had  excellent  results  in  23  cases  and  from  his  ex- 
perience he  is  convinced  that  the  thymus  has  a 


toxic  action  on  the  heart,  and  that  in  all  cases  of 
Basedow's  disease  it  should  be  reduced  because  it 
is  impossible  to  distinguish  the  cases  due  to  the 
thymus  from  those  due  to  the  thyroid. 

He  now  reports  a  case  in  which  the  thyroid  and  a 
large  section  of  the  thymus  were  removed.  In 
about  1 2  hours  symptoms  developed  similar  to  those 
usually  caused  by  persistent  thymus,  and  the  patient 
died.  This  suggested  the  possibility  that  his  theory 
was  wrong,  but  post-mortem  examination  showed 
that  in  spite  of  the  large  section  removed  70  gr.  of 
thymus  tissue  still  remained,  confirming  more 
strongly  his  opinion  as  to  the  effect  of  the  thymus. 

He  describes  another  case  in  which  the  thyroid 
was  successfully  removed  and  the  thymus  retained. 
The  case  had  been  treated  unsuccessfully  with 
rontgen  rays,  10  treatments  having  been  given. 
Not  only  was  there  no  favorable  effect  on  either  the 
thymus  or  the  thyroid,  but  severe  inflammatory 
changes  had  been  induced.  He  concludes  that 
preliminary  rontgen  treatment  in  Basedow's  disease 
is  not  justified  and  that  the  treatment  of  choice  in 
all  cases  is  operative  removal  of  the  thyroid  and 
reduction  of  the  thymus.  A.  Goss. 
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CHEST  WALL  AND  BREAST 

Davies,  H.  M.:  The  Operation  of  Rib  Mobilization 
in  the  Treatment  of  Phthisis.  Brit.  J.  Surg., 
1915,  ii,  544- 

The  author  describes  the  procedure  of  rib  mobili- 
zation in  phthisis  when  nitrogen  pneumothorax 
is  impossible,  owing  to  adhesions.  He  lays  particu- 
lar stress  on  free  rib  resection  and  the  diminishing 
of  operative  shock  and  post-operative  pain. 

Wilms  first  conceived  the  idea  of  this  procedure. 
He  advocated  the  removal  of  3  or  4  cm.  of  the  poste- 
rior part  of  the  first  eight  ribs  and  a  similar  removal 
of  the  costal  cartilages  of  the  first  five  ribs.  The 
chest  wall  then  sinks  inward,  downward,  and  tilts 
downward.     The  operation  is  done  in  two  stages. 

The  author,  however,  obtains  better  results  in 
collapsing  the  chest  by  resecting  the  entire  cartilages 
of  the  diseased  side  at  the  second  stage.  The  first 
rib  especially  must  be  mobilized. 

In  the  prevention  of  shock  the  idea  of  anoci- 
association  is  used.  Absolute  alcohol  is  injected 
into  the  costal  nerves  because  (i)  a  minimum  amount 
of  chloroform  can  be  used,  (2)  the  pain  of  the  cut 
ends  of  the  ribs  irritating  the  surrounding  tissues  is 
abolished,  and  (3)  the  paralysis  of  the  costal  muscles 
allows  greater  collapse  of  the  chest  wall.  A  few 
minims  only  are  used  in  each  nerve,  as  larger 
amounts  cause  sloughing. 

The  patient  should  be  kept  in  bed  for  an  entire 
week  before  operation.  Chloroform  is  the  an- 
aesthetic of  choice  and  is  preceded  by  an  injection 
of  morphine  gr.  }4  and  atropine  gr.  i/ioo. 


1.  In  the  first  stage  the  patient  lies  on  the  sound 
side  with  the  field  of  operation  slightly  raised,  thus 
giving  more  room  posterior  to  the  scapula.  The 
incision  is  made  at  the  outer  border  of  the  erector 
muscles  from  one  inch  above  the  first  rib  to  one  inch 
below  the  last  rib.  The  nerves  are  next  anaesthe- 
tized, the  point  of  the  needle  piercing  the  external 
intercostal  a  little  above  the  center  of  the  space. 
The  periosteum  is  then  stripped  up,  and  6  cm.  of 
each  rib  removed.  The  author  uses  a  special  peri- 
osteal elevator  and  bone  forceps.  The  latter  have 
rounded  ends  with  the  cutting  edges  extending  to 
within  one-eighth  of  an  inch  of  the  points.  Great 
care  should  be  taken  to  protect  the  eighth  cervical 
and  the  first  dorsal  nerves,  the  lowest  trunk  of  the 
brachial  plexus,  and  the  subclavian  artery. 

2.  In  the  second  stage,  with  the  patient  flat  on 
his  back,  the  incision  is  made  three-fourths  of  an 
inch  from  the  lateral  sternal  border,  beginning  above 
the  clavicle  and  ending  below  the  costal  margin. 
All  the  costal  cartilages  are  resected  after  stripping 
up  the  perichondrium,  care  being  taken  to  protect 
the  subclavian  and  innominate  veins  and  the  in- 
ternal mammary  artery  and  vein.  By  removing  the 
second  cartilage  first  the  first  rib  is  more  easily  acces- 
sible. Also  enough  cartilage  should  be  removed  so 
that  at  the  time  of  maximum  approximation  of  the 
ribs  to  the  sternum,  the  cut  edges  are  still  separated 
by  about  one-third  of  an  inch. 

It  is  necessary  to  maintain  only  light  anaesthesia 
at  this  time  in  order  to  preserve  the  coughing  reflex 
and  thus  clear  the  bronchi  of  any  secretion  that  may 
be  forced  into  them  as  the  chest  wall  collapses. 
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The  main  danger  lies  in  the  subsequent  reactions 
with  a  dissemination  of  tubercle  bacilli.  The  pa- 
tient must  be  kept  quiet  in  bed  until  the  temperature 
is  settled  after  the  second  operation,  the  dressings 
are  not  to  be  changed  until  the  stitches  are  removed, 
as  a  rise  of  temperature  will  follow,  and  no  tuberculin 
is  to  be  injected. 

The  interval  between  the  two  stages  should  be 
from  a  fortnight  to  a  month  or  six  weeks.  The 
second  stage  should  not  be  attempted  before  the  re- 
action to  the  first  has  totally  subsided.  It  is  wiser 
to  wait  too  long  than  too  short  a  time. 

The  prognosis  is  considerably  influenced  by  the 
amount  of  involvement  of  the  bronchi,  because  the 
amount  of  compression  being  greatest  in  the  par- 
enchyma and  least  at  the  root  of  the  lung,  com- 
plete obliteration  of  the  rigid  and  dilated  bronchi  is 
not  obtained. 

After  the  second  stage  there  is  an  immediate  di- 
minution of  cough  and  expectoration,  and  after  the 
post-operative  reaction  a  marked  general  improve- 
ment, sometimes  taking  six  months  before  the 
maximum  is  reached.  After  the  initial  improve- 
ment the  rate  of  subsequent  advance  depends  on  the 
condition  prior  to  operation.      Phillips  M.  Chase. 

Lilienthal,  H.:    Exploration  of  the  Thorax  with 
Primary' Mobilization  of  the  Lung.     Tr.  Am. 

Surg.  Ass.,  Rochester,  Minn.,  1915,  June. 

The  author  dwells  upon  the  importance  of  visual 
exploration  of  the  thorax  in  order  to  determine  the 
local  conditions  which  might  prevent  a  cure  by  the 
methods  heretofore  employed,  such  as  sacculations, 
adhesions,  and  confining  pleural  exudates.  He  ad- 
vises a  long  incision  in  the  seventh  or  eighth  inter- 
space with  wide  separation  of  the  ribs  by  means  of  a 
rib-spreading  retractor. 

He  warns  against  the  danger  of  haemorrhage  on 
separating  the  adherent  lung  from  the  chest  wall 
and  believes  that  full  mobilization  of  the  lung  can  be 
secured  by  stripping  away  the  confining  pleural 
exudate  and  making  lateral  incisions  in  this  mem- 
brane. The  operation  is  outlined  on  general  surgical 
principles  to  replace  the  old  method  of  working  in 
the  dark. 

He  believes  that  thoracoplasty  will  become  a 
rare  operation  if  his  method  of  primary  mobiliza- 
tion is  adopted.  In  the  critical  cases  he  precedes 
the  operation  itself  by  drainage  for  a  few  days 
through  a  short  intercostal  incision  in  local  an- 
aesthesia. He  reports  23  cases  with  17  per  cent  mor- 
tality. A  further  report  will  be  made  when  a  large 
number  of  patients  have  been  treated  by  this  method. 

TRACHEA  AND  LUNGS 

Haim,  E. :  Gangrene  of  the  Lung  After  Injury  by  a 
Bullet  (tjber  Gangran  der  Lunge  nach  Schuss- 
verletzung  derselben).  Wien.  kiln.  Wchnschr., 
19x5,  xxviii,  232. 

The  general  view  existing  in  regard  to  lung  in- 
juries by  bullets  is  erroneous.     Although  many  cases 


of  injury  by  the  modern  bullet  recover  spontaneous- 
ly, there  are  nevertheless  many  who  die  shortly 
after  injury  and  others  who  develop  serious  com- 
plications. Upon  the  proximity  of  the  observer  to 
the  front  lines  depends  to  some  extent  whether  he 
sees  the  severe  injuries  or  not.  There  are  many 
wounded  who  die  on  the  battlefield  from  lung  in- 
juries, and  the  hospitals  nearest  the  front  take  care 
of  the  severe  but  not  fatally  injured. 

The  author  observed  three  cases  of  gangrene  of 
the  lung  develop  after  a  pulmonary  injury  by  a 
bullet,  although  no  other  surgeon  writing  on  pul- 
monary injuries  has  reported  a  single  case.  Pul- 
monary gangrene  may  develop  if  a  rib  is  fractured 
and  pieces  of  bone  are  forced  into  the  lung  tissue,  the 
infection  occurring  either  from  the  infected  point 
of  entrance  or  from  putrefactive  organisms  carried 
into  the  damaged  lung  from  the  outside.  The 
treatment  consists  in  early  resection  when  recovery 
is  not  only  possible  but  highly  probable.  It  is 
therefore  not  correct  to  consider  pleural  empyema 
as  the  only  indication  for  surgical  intervention  in 
injuries  of  the  lung.  In  discussing  the  etiology  of 
pulmonary  gangrene,  bullet  wounds  of  the  lung  must 
be  considered  as  etiological  factors. 

L.  A.  JUHNKE. 

Carl,  W.:  Immobilization  and  Shrinkage  of  the 
Lung  by  Means  of  One-Sided  Phrenic  Nerve 
Resection  and  Its  Influence  upon  Experimental 
Pulmonary  Tuberculosis  (Die  Immobilisierung 
und  Schrumpfung  der  Lunge  durch  einseitige 
Phrenicusresektion  und  deren  Einfluss  auf  die 
experimentelle  Lungentuberkulose).  Beitr.  z.  klin. 
Chir.,  1914,  xciii,  348. 

The  author  endeavored  to  determine  (i)  what 
influence  the  resection  of  the  phrenic  nerve  on  one 
side  would  exert  upon  respiration;  (2)  what  changes 
would  occur  in  the  bony  thorax  and  in  the  thoracic 
organs,  especially  in  the  lungs;  and  (3)  what  the 
influence  of  such  resections  would  be  upon  the  de- 
velopment of  experimentally  induced  pulmonary 
tuberculosis. 

He  conducted  over  one  hundred  animal  experi- 
ments, all  of  which  are  reported  in  detail  and  illus- 
trated by  photographs  and  radiographs.  He  con- 
cludes that  with  the  exclusion  of  the  diaphragm  a 
shrinkage  of  the  bony  thorax  results.  The  ribs 
are  drawn  closer  to  the  spine  and  at  autopsy  a 
flattening  of  the  bony  thorax  was  found  in  some  cases. 
The  diaphragm,  as  is  only  to  be  expected  after  the 
severing  of  its  motor  nerve  supply,  is  atrophic,  the 
degree  depending  on  the  duration.  By  viewing  the 
diaphragm  from  the  abdominal  side  a  drawing  to-  1 
ward  the  healthy  side  frequently  was  observed.  I 

The  decrease  in  the  volume  of  the  thoracic  cavity,     ' 
which  from  a  practical  point  of  view  is  the  most  in- 
teresting, was  only  exceptionally  of  a  high  grade. 
It  is  of  higher  grade  if  the  animal  is  young— the 
younger  animal's  softer  bones  being  more  phable. 

The  contraction  of  the  lung  itself  is  not  uniform 
in  all  cases.  The  author  saw  a  few  cases  of  ex- 
tremely high-grade  contractions,  the   contractions 
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affecting  not  only  the  lower  lobe,  but  also  the  upper. 
In  the  infected  animals  the  author  always  observed 
less  development  of  the  tuberculous  process  if  the 
contraction  of  the  lung  was  at  all  marked.  The 
individual  tubercles  were  smaller  and  scarcer  on  the 
side  on  which  the  lung  had  been  put  to  rest.  The 
observation  was  all  the  more  noticeable  if  the  tuber- 
culous process  was  a  chronic  one. 

According  to  these  experiments,  phrenicotomy 
may  be  considered  a  relatively  harmless  procedure, 
which  may  be  performed  under  local  anaesthesia. 
A  complete  immobilization,  of  course,  is  not  obtained. 
To  obtain  that,  the  other  respiratory  nerves  would 
also  have  to  be  cut — the  branches  of  the  cervical 
plexus  and  the  intercostal  nerves.  Of  course  even 
then  the  amount  of  contraction  of  the  thoracic 
cavity  and  lung  depends  upon  the  rigidity  of  the 
bones.  To  overcome  the  effect  of  the  severing  of 
the  phrenic  nerve  permanently  on  the  human,  the 
author  picked  up  the  nerve  at  the  scalenus  muscle 
and  crushed  it  with  a  haemostat,  thus  permitting  a 
later  regeneration.  L.  A.  Juhnke. 

PHARYNX  AND  (ESOPHAGUS 

Davis,  B.  F. :  Hsemorrhagic  Erosions  of  the  (Esopha- 
gus.    Ann.  Surg.,  Phila.,  1915,  Ixi,  261. 

The  author  covers  the  possible  causes  of  hasmor- 
rhagic  erosions  of  the  oesophagus  —  an  extremely 
rare  condition,  of  which  only  four  cases  can  be  found 
reported  in  the  literature  —  and  cites  a  case  op- 
erated upon  by  Wyllys  Andrews. 

According  to  Kaufmann,  hasmorrhagic  erosions 
in  the  oesophagus  may  arise  from  the  same  agencies 
that  are  responsible  for  their  production  in  the 
gastric  mucosa.  They  may  follow  as  the  result  of 
severe    infectious    diseases;    of    the    haemorrhagis 


diathesis;  of  the  action  of  endogenous  poisons,  as  in 
uraemia  and  cholaemia;  or  of  exogenous  poisons,  as 
phosphorus,  arsenic,  mercuric  chloride,  acids,  and 
alkalies.  They  may  be  embolic,  as  in  endocarditis, 
pneumococcaemia,  or  streptococcic  sore  throat. 

Post-operative  gastric  and  intestinal  haemor- 
rhages, particularly  in  those  cases  in  which  omental 
vessels  have  been  ligated,  are  due  to  direct  and  ret- 
rograde thrombosis  in  the  arteries  as  well  as  in  the 
veins.  Excessive  vomiting  may  cause  gastric  haemor- 
rhages through  marked  venous  hyperaemia.  Shultz 
reports  two  fatal  cases  of  oesophageal  haemorrhages 
due  to  this  cause. 

Gastric  distention  may  produce  complete  ob- 
struction of  the  gastric  circulation.  Similiarly, 
intestinal  distention  may  lead  to  anaemia  of  the 
bowel  wall  with  stasis  and  thrombosis  of  the  mesen- 
teric vessels,  leading  to  necrosis  of  the  mucosa  with 
the  formation  of  "dilatation  ulcers."  In  the  case 
reported,  the  phenomenon  is  accounted  for  as  fol- 
lows: Marked  increase  of  intra-intestinal  pressure 
caused  collapse  and  occlusion  of  the  thin-walled 
vessels  of  the  intestinal  wall,  with  resulting  stasis 
in  the  mesenteric  vessels,  causing  thrombosis. 
The  circulation  of  the  entire  small  intestine  being 
practically  cut  ofif,  the  circulation  through  the  portal 
vein  became  much  reduced  in  volume  and  caused 
stagnation  in  the  gastro-oesophageal  venous  anas- 
tamosis. 

At  the  operation  the  distention  of  the  bowel  was 
suddenly  relieved;  there  was  a  sudden  influx  of 
blood  into  the  portal  system  with  almost  explosive 
haemorrhagic  infarction  of  the  more  extensively 
thrombosed  areas  in  the  intestines,  with  occasional 
rupture  of  the  mucosa  and  escape  of  blood  in  the 
bowel  lumen  and  gradual  infiltration  of  the  throm- 
bosed area  of  the  oesophagus.    Lucian  H.  Landry. 
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ABDOMINAL  WALL  AND  PERITONEUM 

Woolsey,  W.  C:   The  Lymphatic  Drainage  of  the 
Peritoneal  Sac.     Ann.  Surg.,  Phila.,  1915,  Ixi,  291. 

By  injecting  India  ink  and  fine  lampblack  into 
the  pelvic  peritoneum,  the  author  demonstrated 
that  these  dyes  can  be  recovered  in  a  short  space  of 
time  in  the  superior  retrosternal  lymph-nodes  and 
in  some  instances  even  in  the  bronchial  lymph-nodes. 

The  questions  that  arise  in  a  consideration  of  this 
subject  are: 

1.  The  physical  integrity  of  the  mesothelium 
covering  the  abdominal  aspect  of  the  diaphragm, 
as  to  the  presence  or  absence  of  openings  of  sufi&cient 
size  to  be  called  stomata  (von  Recklinghausen,  1865). 

2.  The  exact  manner  and  path  of  absorption  from 
the  peritoneal  cavity  of  injected  foreign  agents. 

3.  The  existence  of  a  direct  lymphatic  absorption 
as  opposed  to  or  in  conjunction  with  a  haematoge- 
nous  absorption. 


4.  The  activity  of  the  diaphragmatic  lymphatics 
in  assuming  the  major  role  in  such  absorption. 

Regarding  the  first  question,  the  author  confirms 
the  report  of  MacCallum;  no  evidence  of  stomata 
could  be  found.  From  various  experiments  he 
verified  the  findings  of  Muscatello,  Buston  and 
Torrey,  Wells  and  Johnstone,  and  others,  and  comes 
to  the  following  conclusions: 

1.  Absorption  of  certain  solid  foreign  material 
injected  into  the  peritoneal  sac  occurs  with  marked 
rapidity,  first  by  a  process  of  translocation  through 
the  cells  of  the  diaphragmatic  mesothelium  and 
later  through  the  agency  of  leucocytes. 

2.  That  such  solid  foreign  material  having  passed 
the  peritoneal  mesothelium  is  conveyed  through  the 
endomysial  tracts  throughout  the  diaphragmatic 
musculature  to  the  lymphatic  radicals  on  the 
pleural  surface  of  the  diaphragm,  from  these  through 
the  various  diaphragmatic  gland  groups  to  the 
costoxiphoid  glands  of  Sappey,  and  from  thence  to 
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the  retrosternal  chain  of  lymphoid  tissue  to  the 
subclavian  vein  or  thoracic  duct. 

3.  That  certain  fluids  injected  into  the  peritoneal 
sac  follow  the  same  lymphatic  absorption  lines, 
whether  they  coincidentally  enter  the  blood  stream 
directly  or  not. 

4.  That  the  tissues  of  the  diaphragm  take  a 
distinctly  active  part  in  absorption  from  the  peri- 
toneal sac  and  that  other  areas  of  parietal  peritone- 
um functionate  little  if  any  in  the  lymphatic  absorp- 
tive process. 

5.  That  the  post-operative  postural  treatment 
of  pelvic  peritonitis  as  advocated  by  Fowler  has 
definite  pathological  foundation. 

LuciAN  H.  Landry. 

Sweet,  J.  E.,  Chaney,  R,  H.,  and  Willson,  H.  L.: 
The  Prevention  of  Post-Operative  Adhesions 
in  the  Peritoneal  Cavity.  Ann.  Surg.,  Phila., 
1915,  Ixi,  297. 

The  authors  have  published  the  results  obtained 
in  a  series  of  experiments  carried  out  on  dogs  in  an 
effort  to  prove  or  disprove  the  value  of  different 
agents  suggested  to  prevent  or  limit  post-operative 
intestinal  adhesions.  The  same  type  of  operation 
was  performed  in  all  the  experiments,  attention 
being  given  to  rigid  asepsis  and  special  care  as  to 
"gentle"  technique. 

The  first  work  —  used  as  a  control  —  was  simple 
end-to-end  intestinal  anastomosis  performed  on  two 
dogs;  the  animals  were  killed  in  six  and  eight 
weeks,  respectively;  at  autopsy  the  abdomen  was 
free  of  adhesions,  gut  normal,  and  no  signs  of  peri- 
tonitis present. 

The  next  experiment  consisted  of  noting  the 
effect  of  covering  the  operated  area  with  an  attached 
portion  of  omentum.  This  gave  the  same  result, 
except  for  adhesions  where  the  omentum  was  pur- 
posely fixed.  Two  dogs  were  then  treated  by  using 
free  omental  or  mesenteric  grafts.  These  at  autopsy 
showed  no  adhesions. 

Studies  were  then  made  to  show  the  effect  of 
liquid  paraffin,  sterile  olive  oil,  and  glymol  in 
checking  adhesions.  The  abdominal  cavity  was 
injected  some  ten  minutes  before  operation  with 
one  of  the  above-mentioned  oils.  All  sponging  at 
the  time  of  operation  was  done  with  gauze  saturated 
with  the  sterile  oil;  in  every  case  there  was  either 
peritonitis  or  adhesions  to  a  variable  degree  with 
marked  exudation.  In  three  dogs  100  ccm.  of  oil 
were  injected  into  the  abdominal  cavity  and  no 
operative  work  done.  Autopsy  showed  a  large 
amount  of  exudate  and  adhesions  varying  in  in- 
tensity, but  greater  in  the  dogs  that  were  allowed 
to  live  longer. 

Seven  further  experiments  were  done  by  pouring 
50  ccm.  of  a  3  per  cent  sodium-citrate  solution 
into  the  abdominal  cavity  after  performing  the 
entero-enterostomy.  This  resulted  in  imperfect 
healing  of  the  abdominal  wall  and  intestine,  but 
did  not  prevent  visceral  adhesions. 

In   II   cases,  where  some  type  of  oil  was  used. 


adhesions  were  found  in  9;  in  one  case,  where  no 
adhesions  were  found,  the  animal  died  of  peritonitis. 
More  or  less  extensive  exudation  was  present  in  all 
the  cases.  In  7  cases  the  phagocytic  index  was 
tested  and  found  markedly  reduced  in  all  but  one 
case;  and  even  in  this  case  it  was  not  normal. 
Oil  in  any  form  causes  an  intense  exudation  of 
leucocytes,  and  these  are  inhibited  from  their 
normal  physiological  function  by  the  presence  of 
the  oil.  The  only  method  of  limiting  adhesions, 
is  to  limit  the  wounds  of  the  peritoneum.  This 
can  be  done  by  careful  technique  and  by  covering 
the  necessary  wounds  with  freed  or  attached  por- 
tions of  omentum  or  mesentery. 

LuciAN  H.  Landry. 

GASTRO-INTESTINAL  TRACT 

George,  A.  W.,  and  Gerber,  I.:  Observations  from 
the  Study  of  a  Thousand  Gastro-Intestinal 
Cases.     Am.  J.  Rontgenol.,  1915,  ii,  592. 

During  the  past  two  years  George  and  Gerber 
have  had  the  opportunity  of  studying  about  a 
thousand  cases  of  gastro-intestinal  disease  with  the 
bismuth  method.  Their  technique  is  as  follows: 
The  patient  comes  to  the  laboratory  after  a  very 
light  breakfast  of  toast  and  coffee  or  tea,  or  the 
equivalent.  Several  plates  are  taken  of  the  gall- 
bladder region.  Then  a  meal  is  given  of  100  grams 
of  bismuth  subcarbonate  or  barium  sulphate  in  a 
mixture  of  500  ccm.  composed  of  two  parts  water 
and  one  of  buttermilk;  orange  juice  or  coffee-extract 
can  be  added.  A  series  of  plates  of  the  stomach  and 
duodenum  are  then  made  in  the  prone,  erect,  and 
right  lateral  positions.  Rarely  the  fluoroscope  is 
used  to  settle  certain  problems,  especially  the  ques- 
tion of  adhesions.  The  patient  returns  again  after 
six  hours,  in  the  meantime  having  taken  a  light 
lunch.  One  or  two  more  plates  are  made,  and 
fluoroscopy  in  the  horizontal  position  plays  a  some- 
what important  role  in  studying  the  caecum,  ap- 
pendix, and  terminal  ileum.  A  similar  examination 
is  made  at  the  end  of  24  hours.  In  many  cases 
bismuth  enema  is  given  after  two  or  three  days. 

The  authors  think  that  the  presence  of  a  six-hour 
residue  in  the  stomach  is  the  least  important  of  any 
factor  in  diagnosis,  contrary  to  the  views  of  Carman. 
About  the  same  situation  exists  with  regard  to  vari- 
ous motor  phenomena,  hyper-  and  hypomotility, 
hyperperistalsis,  antiperistalsis,  hypertonus,  etc. 
To  attempt  seriously  to  base  a  diagnosis  upon  these 
functional  disturbances  is  useless.  Simple  peptic 
ulcer  cannot  be  demonstrated  directly,  but  many 
authorities  doubt  its  existence.  Chronic  gastric 
ulcer  where  there  is  the  least  involvement  of  the 
musculature  can  be  definitely  detected  by  the  direct 
method.  Carcinoma  of  the  fundus  offers  no  great 
difficulties.  Cancer  at  the  pylorus  is  easy  to 
recognize  if  advanced;  if  early,  its  detection  means 
the  most  careful  work  with  repeated  plates,  and  by 
this  method  can  be  diagnosed  long  before  there 
are  definite  clinical  data.     The  chances   with  the 
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continental  or  indirect  method  are  indeed  hopeless. 
The  problem  of  the  rontgen  diagnosis  of  duodenal 
ulcer  is,  the  authors  trust,  settled  by  this  time.  The 
direct  method  is  not  quite  99.9  per  cent  pure,  but 
far  ahead  of  indirect  methods.  The  one  essential  in 
the  diagnosis  of  gall-stones  is  extreme  care;  the 
figures  generally  quoted  are  far  too  low;  the  problem 
is  to  learn  to  recognize  their  shadows.  The  lower 
right  quadrant  of  the  abdomen  —  the  caecum,  ileum, 
and  appendix  —  and  the  colon  offer  considerable 
positive  evidence  of  disease  by  direct  examination. 

The  authors  believe  that  by  their  method  they 
arc  warranted  in  making  a  definite  positive  or 
negative  diagnosis  in  regard  to  the  presence  of 
organic  disease  of  the  gastro-intestinal  tract,  with 
the  present  possible  exception  of  gall-stones.  This 
statement  does  not  apply  to  an  examination  which 
is  based  largely  upon  fluoroscopy,  and  where  the 
latter  is  used  chiefly  to  elicit  signs  of  purely  func- 
tional disturbances.  Albert  Miller. 

Sherrill,  J.  G.,  and  Graves,  F.  S.:  Hsemangio- 
Endothelio-Blastotna  of  the  Stomach.  Surg., 
Gyncc.  y  Obst.,  1915,  xx,  443. 

The  authors  make  a  brief  report  of  a  case  of  this 
very  rare  affection  of  the  stomach  occurring  in  a 
woman  of  thirty-one.  Her  symptoms  had  been 
present  for  about  seven  years,  following  a  fall 
when  she  struck  her  epigastrium  against  the  corner 
of  a  table.  The  usual  symptoms  of  gastric  ulcer 
were  present  and  a  palpable  mass  could  be  felt  in 
the  epigastrium.  The  growth  consisted  of  a  reni- 
form  mass  growing  from  the  greater  curvature  of  the 
stomach  near  the  pylorus.  It  was  mottled  purplish 
in  color  and  had  a  rather  broad  attachment  to  the 
stomach,  moving  freely  with  that  organ.  A  portion 
of  the  stomach  about  four  inches  in  length  along  the 
convex  border  and  two  and  one-half  inches  along 
the  concave  border  was  removed,  together  with  the 
tumor  and  the  upper  portion  of  the  duodenum  in- 
cluding the  pylorus;  and  a  gastroduodenostomy  was 
completed  in  the  usual  manner.  The  growth  was 
smooth  on  its  surface,  somewhat  firm  near  its  at- 
tachment to  the  stomach,  without  induration,  and 
soft  in  consistency  along  its  distal  portion. 

Upon  examining  the  growth  after  removal  three 
small  openings  in  the  mucous  membrane  were 
noted,  one  of  which  extended  entirely  through  the 
gastric  wall  and  communicated  directly  with  the 
inside  of  the  growth.  Through  this  opening  the 
Httle  finger  could  readily  be  passed.  The  center  of 
the  growth  seemed  to  be  broken  down,  but  con- 
tained only  delicate  tissue  and  no  appreciable  fluid. 
It  has  not  been  the  authors'  experience  to  find  a 
condition  of  this  kind  existing  with  gastric  ulcer. 
The  microscopic  diagnosis  was  haemangio-endothelio- 
blastoma. 

Morgan,  W.  G.:   Syphilis  of  the  Stomach.     Am.  J. 

M.  Sc,  1915,  cxlix,  392. 

Morgan  considers  syphilis  a  sufl&cient  factor 
etiologically  to  have  a  Wassermann  test  applied  to 


all  of  his  patients  who  present  pronounced  symptoms 
of  gastric  disturbance,  and  he  thinks  one  per  cent  of 
ulcers  are  due  to  syphilis. 

The  stomach  may  be  affected  in  syphilis  either 
functionally  or  organically.  Functional  disturb- 
ances are  common  in  the  secondary  and  tertiary 
stages  as  general  systemic  disorders.  Organic 
syphilis  occurs  in  the  third  stage  and  is  usually  a 
more  or  less  circumscribed  gummatous  deposit 
or  an  infiltration  of  the  gastric  wall.  Later  the 
gumma  may  break  down,  resulting  in  an  ulcer^ 
eventually  forming  a  cicatrix  and  a  contracture. 
There  are  no  characteristic  symptoms  of  syphilis 
of  the  stomach  that  differ  from  those  of  similar 
affections  of  the  stomach.  The  distinctive  diag- 
nostic criterion  is  a  positive  Wassermann  reaction 
or  the  result  of  antisyphilitic  treatment. 

He  reports  eight  cases  in  detail  and  points  out 
some  characteristics  that  were  common  to  all.  He 
found  the  peptic  power  of  the  stomach  was  lost. 
The  benzidin  reaction  was  positive  at  one  time  or 
another.  There  was  pain  in  the  stomach,  which  was 
not  influenced  by  the  character  of  the  food.  This 
pain  was  always  worse  at  night. 

There  was  stagnation  of  the  gastric  contents,, 
food  remaining  in  the  viscus  for  hours,  although, 
there  was  no  organic  obstruction  of  the  pylorus. 
There  was  considerable  gastric  dilatation.  The 
duration  of  the  symptoms  was  somewhat  longer 
and  the  physical  deterioration  was  less  than  in 
carcinoma.  The  appetite  was  generally  good;, 
vomiting  occurred  in  all  cases  at  some  time. 

The  recti  muscles  showed  a  constant  tendency 
to  go  into  spasm,  and  for  this  reason  a  tumor- 
mass  would  not  be  as  easily  recognized  as  it  would 
be  in  carcinoma  of  the  stomach.      D.  L.  Despard. 

Smithies,  P.:  Diagnosis  and  Prognosis  in  Gastric 
Ulcer;  a  Clinical  Study  of  500  Consecutive- 
Operatively  Demonstrated  Cases.  Ohio  St.  if.. 
/.,  1915,  xi,  82. 

The  material  comprising  the  author's  report  was; 
obtained  from  his  records  at  the  Mayo  Clinic  and 
at  the  Augustana  Hospital.  It  includes  the  sum- 
mary of  500  operatively  demonstrated  gastric- 
ulcers.  Instances  of  ulcus  carcinomatosum  are- 
not  included  in  the  study.  Duodenal  with  relation; 
to  gastric  ulcers  occurred  in  the  ratio  of  2.45  to  i.. 
The  age  of  greatest  incidence  was  between  40  and 
50  years.  There  were  315  males  and  185  females,, 
approximately  three  males  to  each  female;  30.4. 
percent  of  the  patients  were  American-born  farmers. 
The  ulcer  was  most  frequently  noticed  after  aa 
acute  infectious  disease,  and  in  instances  where  the 
symptoms  had  already  appeared  they  were  ag- 
gravated by  the  patient's  condition.  In  50  per 
cent  of  the  cases  there  was  proven  to  be  existent 
an  inflammatory  condition  in  the  abdomen,  such' 
as  cholecystitis  or  appendicitis.  In  relating  the- 
clinical  symptomatology  the  author  lays  special 
emphasis  on  the  periodicity  of  the  attacks — 69.2 
per  cent  of  the  cases  showed  this  condition.     The,- 
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records  show  that  52  per  cent  of  the  cases  had  been 
dyspeptic  for  5  to  20  years  before  operation.  Loss 
of  weight  was  not  infrequently  noted  during  these 
spells,  but  there  was  a  rapid  gain  when  the  abdom- 
inal distress  subsided.  Without  gross  haemorrhage 
anaemia  not  infrequently  goes  hand  in  hand  with 
intermittent  decrease  in  weight.  The  average 
haemoglobin  in  the  series  was  76  per  cent.  The 
red  cell  count  was  above  4,000,000  and  the  white 
count  in  non-perforating  ulcers  was  rarely  higher 
than  11,000  cells.  The  patients  complained  par- 
ticularly of  epigastric  pain,  vomiting,  haemorrhage, 
weight  loss,  weakness,  and  anaemia.  The  signs 
included  evidence  of  abdominal  tenderness,  altera- 
tions in  the  gastric  secretions  and  emptying  power 
of  the  stomach,  and  the  usual  findings  in  the  stools. 

Pain  symptoms.  Ninety-eight  per  cent  of  the 
cases  complained  of  some  form  of  gastric  distress. 
In  four  out  of  five  the  pain  was  epigastric  without 
a  definite  point  of  intensity.  In  about  one-third 
of  the  cases  there  was  no  transmission  of  the  pain, 
but  in  order  of  frequency  it  was  noted  to  be  trans- 
ferred to  the  right  scapular  region,  the  right  rib 
edge,  the  infranavel  region,  between  the  scapulae,  to 
the  sternum,  throat,  and  nipples.  Eighty-three 
per  cent  of  the  cases  showed  definite  relief  of  the 
pain  by  food-taking;  80  per  cent  showed  distress 
within  four  hours  after  eating;  nearly  50  per  cent 
had  discomfort  three  hours  after  eating;  44  per 
cent  of  those  having  lesser  curvature  ulcers  had 
pain  one  to  three  hours  after  food  was  taken; 
two-thirds  of  the  ulcers  located  near  the  cardia  had 
a  maximum  distress  two  hours  after  food-taking, 
and  two  out  of  five  within  one  hour. 

Distress  in  gastric  ulcer  cases  is  most  commonly 
relieved  by  the  limitation  of  the  amount  or  altera- 
tion in  the  character  of  the  food,  the  taking  of  food 
when  distress  is  most  marked,  the  neutralization  of 
acid  by  alkalies  or  by  emptying  the  stomach. 

The  observation  of  relief  of  gastric  distress  by 
food  ingestion  is  of  prime  importance  in  the  diagno- 
sis of  uncomplicated  peptic  ulcer.  If  the  history 
is  constantly  obtained,  it  is  practically  pathogno- 
monic in  three  out  of  five  cases.  The  state  of  mind 
appears  to  exert  a  not  altogether  negligible  influence 
in  the  production  of  uncomfortable  gastric  spasms. 

Of  the  author's  cases  74  per  cent  gave  a  history 
of  vomiting,  this  depending  largely  on  the  charac- 
ter of  the  food  intake.  Vomiting  from  eight  hours 
to  several  days  after  taking  food  was  common  in 
22  per  cent  of  the  ulcers  in  the  non-obstructing 
group,  and  in  68  per  cent  where  ulcer  scars  caused 
some  type  of  stenosis.  Of  the  patients  who  vomited 
44  per  cent  did  so  regularly;  52  per  cent  vomited 
occasionally,  generally  when  attacks  of  abdominal 
distress  occurred.  In  cases  of  pyloric  stenosis, 
vomiting  occurred  in  78  per  cent  of  the  cases. 
"  Water-brash"  was  noted  in  82  per  cent,  or  410  cases; 
history  of  gross  bleeding,  either  haematemesis  or 
melaena,  was  obtained  in  36.4  per  cent  of  the  cases. 
These  symptoms  when  taken  into  consideration  with 
other  clinical  facts  are  practically  pathognomonic. 


yet  but  one  out  of  three  cases  showed  them.  Of 
those  bleeding  one  out  of  four  suffered  no  incon- 
venience; about  one  out  of  three  had  symptoms  of 
fainting,  and  two  out  of  five  actually  fainted.  Ap- 
proximately three  out  of  every  five  cases  of  bleeding 
ulcers  exhibit  symptoms  of  some  grade  of  perfora- 
tion. 

Signs  in  gastric  ulcers.  Of  465  cases  93  per  cent 
showed  abdominal  tenderness,  with  the  maximum 
point  to  the  right  of  the  midline.  The  operative 
statistics  show  that  four  out  of  five  gastric  ulcers 
were  located  at  the  pylorus  or  in  the  region  distal 
to  the  pyloric  half  of  the  pars  media.  These  facts 
are  of  value  in  locating  the  position  of  the  ulcer 
from  the  point  of  greatest  tenderness.  In  336 
cases  67  per  cent  showed  some  evidence  of  retained 
contents  when  the  stomach  was  emptied  at  12-hour 
intervals.  From  a  personal  examination  of  8000 
stomach  extracts,  there  is  born  the  conclusion  that 
only  the  persistent  demonstration  of  food  retained 
in  the  stomach  longer  than  10  hours  has  definite 
significance  to  prove  that  the  gastric  lumen  is  not 
patent.  The  persistent  finding  of  test-food  rem- 
nants after  a  1 2-hour  interval  is  an  indication  for 
surgical  intervention.  In  the  retention  cases  the 
average  free  HCL  was  56.4,  the  average  total 
acidity  74.2,  and  the  combined  acids  and  acid  salts 
17.8.  In  non-retention  gastric  ulcers  the  free  HCL 
averaged  40.5,  total  acidity  52.4,  combined  acidity 
1 1.6.  It  was  observed  that  the  highest  gastric 
acidities  were  uniformly  determined  in  acute  and 
subacute  perforating  ulcers.  Smithies  thinks  it 
quite  necessary  to  call  attention  to  the  fact  that 
chronic  gastric  ulcers  bleed  only  intermittently. 
Where  the  patient  has  been  properly  prepared  for 
estimation  of  haemoglobin  in  the  stool,  the  finding 
of  blood  is  of  more  significance  with  regard  to  the 
activity  of  the  ulcer  than  as  a  diagnostic  aid  in 
determining  that  an  ulcer  is  present.  He  is  of  the 
opinion  that  the  X-ray  evidence  in  gastric  ulcers  is 
more  corroborative  than  absolutely  necessary, 
and  that  the  fluoroscopic  examination  is  more  im- 
portant than  the  X-ray  plates,  because  the  stomach 
is  seen  actively  working  instead  of  at  one  specific 
phase  in  its  mobility  as  shown  in  the  plate.  In  fully 
85  per  cent  of  the  cases  the  diagnosis  had  been  well 
established  before  the  X-ray  findings  were  observed. 

Prognosis  of  gastric  ulcers.  The  clinical  course  is 
highly  individual.  There  is  undoubted  histologic 
proof  that  many  ulcers  heal,  yet  there  is  no  means 
of  determining  clinically  in  a  given  case  whether  an 
ulcer  will  heal  in  its  acute  stage,  will  tend  to  benign 
chronicity,  or  will  become  the  basis  of  a  future  can- 
cer. Many  gastric  erosions  and  simple  ulcers  have 
a  tendency  to  heal.  It  is  also  a  commonly  observed 
fact  that  some  ulcers  will  tend  to  chronicity  and 
recurrence  in  spite  of  all  known  methods  of  therapy. 
Pyloric  stenosis,  with  gastric  dilatation,  hour-glass 
contraction,  perforation  involving  other  viscera,  or 
malignant  degeneration  may  occur  without  regard 
to  clinical  care.  Clinically  each  case  is  a  law  unto 
itself.     The  life  history  of  ulcers  seems  to  depend 
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on  unknown  factors.  However,  it  is  becoming 
more  generally  recognized  that  chronic  gastric 
ulcers  have  a  tendency  to  frequent  recurrence,  not 
uncommonly  terminating  in  malignancy. 

In  closing  the  author  advises  that  when  there  is 
doubt  as  to  the  actual  pathology  existing  in  a  given 
case  the  patient  should  be  urged  to  submit  to  a 
laparotomy,  for  it  should  be  remembered  that  the 
cases  of  gastric  cancer  early  diagnosed  and  surgically 
curable  are  those  in  which  the  clinical  symptom- 
atology is  that  which  we  associate  with  chronic 
gastric  ulcer.  Harry  G.  Sloan. 

Deaver,  J.  B.:   Gastric  Ulcer.     Am.  J.  M.  Sc,  1915, 
cxlix,  325. 

In  discussing  the  cause  of  gastric  and  duodenal 
ulcer,  Deaver  states  that  he  believes  the  appendix 
is  responsible  for  liberating  the  infection  that  pro- 
duces these  conditions.  He  points  out  that  as  a 
rule  ulcer  is  only  productive  of  symptoms  when  it 
is  in  an  inflamed  or  active  state. 

He  thinks  that  medical  treatment  should  be 
given  a  fair  trial  in  the  absence  of  severe  com- 
plications. 

He  says  the  mortality  records  of  those  who  com- 
bine gastro-enterostomy  with  closure  of  the  ulcer 
are  superior  to  the  records  of  those  who  only  close  the 
ulcer. 

He  reviews  the  difficulties  confronting  one  dealing 
with  severe  haemorrhage  as  a  complication.  He 
believes  it  wise  to  wait  only  for  the  reaction  from 
shock  and  for  the  refilling  of  the  blood-vessels  before 
operating. 

After  opening  the  abdomen  and  locating  the  ulcer 
the  stomach  is  opened,  and  if  the  bleeding  point  is 
seen  it  is  ligated.  If,  as  is  commonly  the  case,  the 
vessel  cannot  be  found,  a  stitch  of  catgut  is  whipped 
around  the  base  as  well  as  the  edges  of  the  ulcer, 
with  the  object  of  occluding  the  vessel.  The  stom- 
ach is  closed  and  a  gastro-enterostomy  quickly 
performed. 

Where  the  ulcer  cannot  be  located  by  palpation 
and  inspection  he  opens  the  stomach  widely  an- 
teriorly by  a  longitudinal  incision  and  inspects  the 
interior  of  the  stomach  thoroughly. 

Excision  is  influenced  by  the  site,  adhesion,  and 
the  general  condition  of  the  patient.  Trans- 
duodenal excision  was  performed  in  one  case  in 
which  the  ulcer  was  situated  on  the  internal  poste- 
rior wall  of  the  second  part  of  the  duodenum. 
Ulcers  high  up  in  the  fundus  are  most  difficult  to 
treat;  gastro-enterostomy  fails  to  cure,  and  excision 
is  usually  impossible.  These  ulcers  are  best  treated 
in  an  indirect  manner  by  jejunostomy. 

D.  L.  Despard. 

Soresi,  A.  L. :  Secondary  Ulcers  of  the  Stomach  and 
Jejunum.     Ann.  Surg.,  Phila.,  1915,  Ixi,  328. 

Soresi  reports  a  case  in  which  silk  was  used  as 
the  suture  material  in  performing  a  gastro-enter- 
ostomy both  for  the  seroserous  and  the  through- 
and-through   sutures.     The  patient   made  a  good 


operative  recovery  but  complained  of  constant 
pain  in  the  mid-epigastric  region. 

Four  and  one-half  months  after  the  operation  a 
secondary  laparotomy  was  performed;  the  anas- 
tomosis was  found  to  be  in  perfect  condition  and 
an  opening  was  made  in  the  anterior  wall  of  the 
stomach  permitting  an  inspection  of  the  through- 
and-through  suture  line. 

The  silk  suture  was  still  in  place,  but  there  was  a 
small  ulcer  of  the  mucosa  of  the  stomach  and  also 
of  the  jejunum.  The  silk  was  removed,  the  stomach 
closed,  and  the  patient  made  an  uneventful  re- 
covery and  has  since  been  free  from  symptoms, 
twenty  months  after  the  operation. 

From  studying  forty-seven  gastro-enterostomies 
on  dogs,  the  author  feels  that  silk  or  linen  thread  is 
suitable  for  the  seroserous  suture,  but  an  absorb- 
able suture,  as  catgut,  iodized  gut,  or  chromic  gut 
should  be  used  for  the  through-and-through  suture. 

D.  L.  Despard. 

Ross,  G.  G. :    Perforated  Gastric  and  Duodenal 
Ulcer,     Am.  J.  M.  Sc,  1915,  cxlix,  476. 

Ross  reports  a  number  of  perforated  gastric  and 
duodenal  ulcers.  In  most  cases  the  diagnostic 
symptoms  were  typical,  i.e.,  a  history  of  previous 
digestive  disturbance,  often  followed  by  a  period  of 
quiescence  with  a  recurrence  of  the  symptoms  im- 
mediately before  the  perforation,  characterized 
by  severe  upper  abdominal  pain,  constant  in  char- 
acter and  accompanied  by  shock  and  a  general 
board-like  rigidity.  At  first  the  abdomen  may  be 
xiphoid,  but  later  becomes  distended.  Nausea  and 
vomiting  are  usually  present,  as  well  as  obliteration  of 
liver  dullness.  In  one  case  blocking  of  the  per- 
foration had  taken  place  soon  after  its  occurrence 
and  those  symptoms  dependent  on  the  presence  of 
peritonitis  were  not  so  marked. 

He  advises  closing  the  perforation  by  a  purse- 
string  suture  or  by  Lembert  sutures;  if  the  indura- 
tion is  too  great  for  this,  the  site  of  the  ulcer  may  be 
drained. 

Gastro-enterostomy  should  not  be  performed  ex- 
cept when  the  closure  of  the  ulcer  or  the  induration 
of  the  ulcerated  area  is  great  enough  to  interfere 
with  the  function  of  the  intestine. 

The  abdominal  wall  is  closed  completely  or  with 
only  a  cigarette  drain,  while  the  pelvis  is  drained  by 
means  of  a  glass  tube  inserted  through  a  stab  wound 
in  the  lower  abdomen.  D.  L.  Despard. 

MacCarty,  W.  G.:    Histogenesis  of  Cancer  of  the 
Stomach.     Ant.  J.  M.  Sc,  1915,  cxlix,  469. 

It  is  generally  believed  that  gastric  carcinoma 
arises  from  post-natal  epithelial  rests  which  are  sup- 
posed to  be  present  either  in  the  scar-tissue  bases  or 
in  the  submucosa  of  gastric  ulcers. 

Simple  chronic  gastric  ulcers  have  never,  in  the 
author's  experience,  presented  any  visible  epithelial 
rests  which  could  scientificially  be  termed  prenatal. 
Neither  has  he  seen  post-natal  epithelial  rests  in 
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the  mucosa,  submucosa,  or  ulcer  base,  that  were  not 
composed  of  either  atrophic  epithelium  or  real 
carcinoma,  the  latter  condition  being  present  in  the 
base  or  submucosa  only  when  there  was  extensive 
involvement  of  the  mucosa. 

In  the  simple  chronic  ulcer  one  frequently  finds 
the  glands  composed  of  columnar  or  cuboidal  cells, 
regularly  arranged  with  oval  or  round  nuclei,  which 
are  almost  always  of  the  same  size  and  placed  near 
the  bases  of  the  cells.  The  cells  are  sharply  demar- 
cated from  the  stroma,  which  consists  of  fibroblasts, 
differentiated  fibroblasts,  and  some  lymphocytes, 
all  of  which  form  a  histological  picture  distin- 
guishable from  the  normal  gastric  mucosa  with 
great  difficulty.  From  this  picture  to  carcinoma 
there  are  transitional  apparently  intermediary  pic- 
tures the  extremes  of  which  are  easily  distinguish- 
able. 

The  epithelial  cells  of  the  glands  in  some  ulcers 
lose  their  cuboidal  or  columnar  shape  and  regularity 
in  size  and  arrangement.  They  become  oval  or 
round  and  the  nucleoli  become  larger  and  more 
distinct.  The  exact  origin  of  these  cells  is  at 
present  unknown,  since  in  the  gastric  gland  there 
are  not  two  distinct  rows  of  cells  normally  present, 
as  in  the  breast,  prostate,  skin,  and  the  accessory 
epithelial  organs  of  the  skin.  To  the  author's 
knowledge,  a  germinative  layer  of  cells  or  a  germina- 
tive  focus  of  cells  has  not  as  yet  been  satisfactorily 
demonstrated. 

The  cells  which  are  frequently  found,  however, 
present  a  morphological  picture  which  is  indis- 
tinguishable from  that  seen  in  secondary  epithelial 
hyperplasia  in  other  organs  having  a  germinative 
layer  which  is  the  origin  of  cancer-cells. 

Various  degrees  of  intraglandular  morphological 
changes  are  found  in  the  borders  until  the  cells  be- 
come indistinguishable  from  cancer-cells.  When 
such  a  condition  is  found,  careful  search  frequently 
demonstrates  a  lack  of  demarcation  between  the 
gland  and  the  stroma,  and  epithelial  cells  may  be 
seen  in  the  stroma,  the  latter  condition  being  accepted 
by  general  pathologists  to  be  the  histological  crite- 
rion of  cancer.  When  cancer  is  definitely  present 
in  the  mucosa  or  other  coats  of  the  stomach  the 
intraglandular  cells  always  present  the  condition 
which  has  been  described  as  secondary  hyperplasia 
in  other  organs. 

From  a  cytological  standpoint  MacCarty  sees 
no  objection  to  denoting  the  condition  as  secondary 
hyperplasia  in  the  stomach.  It  is  apparent  that 
the  histogenesis  of  cancer  in  the  stomach  bears  an 
analogy  to  that  in  the  breast,  prostate,  and  skin, 
with  the  one  exception  that  the  germinative  stratum 
or  focus  has  not  been  demonstrated,  a  condition 
which  differs  from  primary  epithelial  hyperplasia 
in  the  organs  just  mentioned. 

From  these  facts  it  may  clearly  be  seen  that  the 
gastric  cancer-cell  arises  from  intraglandular  hyper- 
plastic cells  of  the  mucosa,  and  represents  a  malig- 
nant end-stage  of  a  process  of  hyperplasia  of  normal 
cells. 


Levy,  R.:  The  Association  of  Carcinoma  with 
Round  Ulcer  of  the  Stomach  (t)ber  gleichzeitiges 
Vorkommen  von  Carcinoma  und  Ulcus  rotundum 
ventriculi).    Beitr.  z.  klin.  Chir.,  1914,  xciii,  696. 

The  relation  between  ulcer  and  carcinoma  has 
been  discussed  rather  fully  of  late  without  any  more 
definite  results  having  been  arrived  at.  Practically 
it  is  difficult  to  decide  the  important  question  of  how 
often  a  cancer  develops  upon  an  ulcer  basis.  Since 
Payr  published  his  results,  however,  conclusions 
have  been  drawn  that  probably  are  erroneous.  The 
histological  examination  of  specimens  of  stomach 
resected  for  ulcer  have  shown  cancer  in  26  per  cent  — 
a  cancerous  metamorphosis  of  the  ulcer.  These 
figures,  however,  can  hardly  be  accepted  since  all 
clinical  and  histological  evidence  is  omitted  in  the 
article. 

Payr  found  cancer  present  in  26  per  cent  of  his 
cases  of  ulcer  callosum,  but  that  does  not  prove  that 
26  per  cent  of  his  ulcer  cases  developed  a  carcinoma 
upon  the  ulcer.  It  merely  means  that  the  callous 
ulcers  were  not  ulcers  but  cancers  primarily. 
Kiittner  likewise  published  30  cases  of  callous  ulcers, 
43.4  per  cent  of  which  were  carcinoma.  This  is 
repeatedly  quoted  in  the  literature  as  meaning  that 
43.4  per  cent  of  his  callous  ulcers  later  developed 
cancer.  This  is  far  from  what  Kiittner  meant;  he 
merely  called  attention  to  the  fact  that  in  many  cases 
it  is  impossible  to  differentiate  between  a  callous 
ulcer  and  cancer,  and  that  in  reality  many  of  his 
callous  ulcers  were  cancers  primarily. 

Of  especial  interest  are  those  cases  in  which 
round  ulcers  are  found  alongside  of  cancers.  The 
author  publishes  two  more  cases  of  this  kind. 

One  case  was  a  cancer  of  the  pylorus,  alongside 
of  which  two  ulcers  were  found.  Upon  microscopic 
examination  it  was  shown  that  the  cancer  developed 
upon  the  site  of  an  old  scar.  The  symptoms  were 
those  of  cancer  primarily.  The  other  case  gave  a 
typical  history  of  ulcer  until  shortly  before  the  pa- 
tient came  to  the  clinic,  when  the  symptoms  changed 
to  those  of  cancer.  The  histological  findings,  how- 
ever, gave  no  evidence  that  the  cancer  developed 
upon  the  site  of  an  old  ulcer. 

It  is  a  question  whether  it  is  possible  clinically  to 
decide  whether  a  cancer  develops  upon  an  ulcer  site 
or  not.  These  cases  have  proven  that  a  cancer 
may  develop  upon  the  site  of  an  ulcer;  that  along- 
side of  the  cancer,  ulcers  may  be  present  without 
giving  symptoms  sufficient  for  a  diagnosis.  On 
the  other  hand,  it  is  possible  occasionally  to  make  a 
diagnosis  of  ulcer  and  cancer,  as  in  the  second  case, 
without  being  able  histologically  to  prove  that  the 
cancer  was  on  an  ulcer  basis.  L.  A.  Juhnke. 

Decker  and  Bomhard,  H.  von:  Rontgen  Deep 
Irradiation  in  Carcinoma  of  the  Stomach  and 
Intestine  (Die  Rontgentiefenbestrahlung  bei 
Magen  und  Darmkarzinomen).  Munchen.  med. 
Wchnschr.,  1915,  xxviii,  73. 

Decker  and  von  Bomhard  have  treated  21  cases 
of  carcinoma  of  the  stomach  and  intestine  by  ront- 
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gen  deep  irradiation.  They  give  the  histories  of 
three  successful  cases  of  stomach  cancer  and  one  of 
cancer  of  the  rectum. 

At  first  their  results  were  not  very  encouraging. 
Many  of  the  cases  came  for  treatment  so  late  that 
little  could  be  accomplished;  moreover,  at  first  the 
doses  given  were  too  small.  Their  successful  cases 
have  been  the  most  recent  ones.  They  have  never 
given  more  than  1,775  to  2,400  X,  extending  over  a 
period  of  some  months,  while  Bumm  and  Warnekros 
have  given  as  much  as  3,500  X  in  three  weeks.  The 
results  are  much  better  with  the  larger  doses  given 
at  short  intervals  and  with  very  hard  tubes.  In 
future  much  better  results  may  be  expected  in 
carcinoma  of  the  stomach,  intestine,  and  oesophagus. 
There  is  little  danger  of  injuring  the  skin  by  intensive 
irradiation.  Decker  and  von  Bombard  had  only 
one  case  of  slight  erythema;  it  recovered  in  eight 
days  without  any  treatment. 

It  is  best  to  irradiate  stomach  cancer  through  the 
skin.  There  is  no  necessity  of  exposing  the  cancer 
through  abdominal  incision.  Rontgen  rays  are  to 
be  preferred  to  radium  or  mesothorium,  as  a  much 
larger  field  can  be  irradiated  and  the  tumors  can  be 
irradiated  from  all  sides  by  means  of  the  so-called 
cross-fire  method. 

Every  case  of  inoperable  carcinoma  of  the  stomach 
or  intestine  should  be  given  intensive  rontgen 
treatment.  A.  Goss. 

Carroll,  W.  C:   Intestinal  Polyposis.     Surg.,  Gynec. 
^  Obst.,  1915,  XX,  412. 

Polypoid  growths  may  occur  at  any  point  along 
the  gastro-intestinal  tract,  usually  in  the  large  in- 
testine and  rectum. 

A  family  tendency  has  been  noticed  in  several 
cases.  Doering  states  that  Zahlman  records  an 
instance  in  which  six  brothers  and  sisters  of  the 
same  family  died  of  the  disease.  Obstruction  and 
intussusception  are  not  of  uncommon  occurrence  in 
these  cases. 

Intestinal  polypi  may  be  single  or  multiple,  the 
latter  being  more  common.  Malignant  polypi  high 
in  the  rectum  have  been  the  means  of  making  a 
diagnosis  of  the  primary  growth  higher  up. 

Symptoms  vary  with  the  size,  position,  and  num- 
ber of  the  polypi.  Usually  haemorrhage,  anaemia, 
diarrhoea,  tenesmus,  and  vague  abdominal  symp- 
toms occur.  Eosinophilia  may  be  present  as  in 
other  intestinal  conditions. 

Treatment  of  this  condition  is  essentially  surgical. 

A  case  was  seen  at  the  Mayo  Clinic  in  a  man  38 
years  of  age  of  negative  family  and  personal  history. 
Three  months  prior  to  examination  he  had  begun 
to  lose  weight  and  had  several  spells  of  nausea  and 
vomiting  with  epigastric  distress.  The  attacks 
continued  off  and  on  up  to  the  time  of  examina- 
tion. A  large  mass  could  be  felt  in  the  right  lower 
abdomen.  At  operation  it  was  found  that  the 
caecum,  the  ascending,  and  one-half  of  the  trans- 
verse colon  were  thicker  and  firmer  than  normal 
and  the  mucous  membrane  was  covered  with  a 


papillary  growth.     A  resection  of  the  affected  por- 
tion was  made. 

Microscopically  the  specimen  showed  a  marked 
increase  in  the  glands,  which  were  lined  with  a 
single  layer  of  columnar  epithelium  with  many 
goblet  cells.  There  was  also  a  marked  lymphocytic 
infiltration  of  all  layers  of  the  intestine. 

Imboden,  H,  M.:  Rontgen  Diagnosis  of  Lesions 
of  the  Vermiform  Appendix.  Am.  J.  Rontgenol., 
1915,  ii,  581. 

For  examination  of  the  appendix,  having  the 
patient  in  a  horizontal  position  with  the  diaphragmed 
tube  under  the  table,  the  fluoroscopic  screen  on  the 
abdomen  and  some  means  of  palpation  are  es- 
sential; for  the  latter  Imboden  prefers  using  the 
gloved  hand  and  a  four-inch  gauze  bandage  (roll). 
The  vertical  and  Trendelenburg  positions  should 
also  be  used  in  determining  fixation.  Caldwell  has 
just  built  a  table  by  which  all  these  positions  may 
be  easily  secured.  Far  more  appendices  can  be 
visualized  by  the  opaque  meal  than  by  the  enema. 

The  pathologic  effects  of  inflammation  of  the 
appendix  are  peritoneal  adhesions,  obliteration  or 
strictures  of  the  lumen,  and  the  presence  of  concre- 
tions. The  last  of  these  occasionally  can  be  dem- 
onstrated by  the  X-ray,  and  the  other  three  con- 
ditions sometimes  may  be  inferred  from  the  follow- 
ing manifestations:  drainage,  position  and  direc- 
tion, kinks  and  obliteration,  size,  length  and  caliber, 
mobility,  and  points  of  tenderness.  The  mere 
presence  of  some  of  the  opaque  meal  in  the  appendix 
is  no  indication  of  chronic  disease.  Delay  in  empty- 
ing beyond  24  hours  after  the  caecum  is  empty,  or 
after  vigorous  catharsis,  or  if  delayed  emptying  is 
associated  with  a  distinct  area  of  tenderness,  is  to  be 
regarded  with  suspicion.  Chronic  disease  is  not 
dependent  upon  the  position  of  the  appendix,  but  is 
more  often  found  in  the  following  positions:  poste- 
rior and  external  to  the  caecum  with  the  distal  end 
directed  upward  and  meeting  within  the  peritoneal 
cavity;  posterior  and  external  to  the  caecum  and 
without  the  peritoneal  cavity,  and  directly  behind 
the  CEecum,  often  just  behind  the  ileocolic  valve. 
A  tender  area  located  in  the  course  of  the  appendix 
must  always  be  regarded  as  very  suspicious. 

Albert  Miller. 

Stanton,  E.  M.:  The  Sequence  of  the  Pathologica 
Changes   in   Acute  Appendicitis  and  Appen- 
dicular Peritonitis.     Am.  J.  M.  Sc,  1915,  cxiix, 
524- 
Stanton  reports  on  pathological  studies  of  539 
appendices   removed   during   or   within   ten   days 
following  an  acute  attack  of  appendicitis,  classifying 
the  data  with  reference  to  the  symptoms,  thus  trac- 
ing   the    processes    of    inflammation    and    repair. 
There  is  found  to  exist  a  striking  general  similarity 
in  the  fundamental  pathological  changes  as  they 
occur  at  each  of  the  succeeding  periods  following 
the  onset  of  the  symptoms. 

In  every  case  of  acute  appendicitis  on  the  first 
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day  there  was  definite  blocking  of  the  lumen  of  the 
organ;  proximal  to  this  the  changes  were  slight,  while 
distal  to  the  obstruction  the  lumen  was  distended 
to  its  maximum  diameter;  there  was  a  deposit  of 
lymph  on  the  peritoneal  surface,  and  at  the  end  of 
twenty-four  hours  there  was  microscopic  evidence  of 
gangrene. 

Catarrhal  appendicitis  was  not  found  as  a  primary 
condition  and  was  present  only  in  those  cases  oper- 
ated upon  during  an  interval,  or  in  appendices  re- 
moved incident  to  some  other  abdominal  operation. 

The  peritoneal  lesion  of  the  first  day  is  a  fibrinous 
or  serofibrinous  exudate,  and  may  be  ignored  from  a 
surgical  viewpoint. 

The  changes  on  the  second  day  are  characterized 
by  an  intense  leucocytic  infiltration  of  all  coats, 
accompanied  by  ulceration  of  the  mucosa,  and  a 
well  marked  fibrinopurulent  peritoneal  exudate, 
accompanied  by  an  increase  of  the  areas  of  gangrene. 

On  the  third  day  the  process  of  destruction  reaches 
its  maximum,  and  in  the  non-malignant  cases  there 
are  evidences  of  repair. 

The  peritoneal  changes  on  the  second  day  are 
of  two  types,  either  a  localized  fibrinous  peritonitis 
or  a  diffuse  peritonitis,  and  it  is  in  the  latter  cases 
that  appendicitis  has  its  greatest  mortality. 

Purgatives  greatly  aggravate  the  inflammatory 
condition,  and  their  administration  is  followed  by 
perforation  and  peritonitis.  The  earlier  the  perito- 
neum is  put  at  rest  and  food  and  purgatives  with- 
held the  more  localized  the  condition  will  be. 

In  the  fourth,  fifth,  and  sixth  days  in  the  less 
severe  cases  the  repair  progresses  rapidly,  while 
in  the  more  severe  cases  there  are  evidences  of 
the  formation  of  true  abscess  cavity  formation,  but 
not  until  the  seventh  or  eighth  day  are  the  walls 
sufficiently  strong  to  permit  manipulations  incident 
to  packing  of  the  uninvolved  intestine  preparatory 
to  drainage.  D.  L.  Despard. 

Jones,  G.  I.:   Colonic  and  Pericolonic  Abnormal- 
ities.    Am.  J.  M.  Sc,  1915.  cxiix,  388. 

The  author  believes  that  colonic  and  pericolonic 
abnormalities  are  due  to  a  degeneration  of  the 
physique  resulting  from  disregard  of  the  organs  of 
digestion. 

There  are  three  important  factors  that  are  pro- 
ductive of  colonic  conditions  with  membrane  forma- 
tion: nervousness,  producing  colonic  atony;  in- 
flammation; and  mechanical  conditions,  as  diver- 
ticulum, kinks,  etc. 

The  sequence  of  the  formation  of  pericolonic 
membranes  seems  to  be  (i)  colonic  or  caecal  stasis, 
(2)  fermentation,  (3)  dilatation,  (4)  otosis,  (5) 
inflammation,  (6)  bacterial  invasion,  and  (7) 
toxic  osmosis. 

The  clinical  aspect 'early  is  medical  only  and  the 
condition  is  relieved  by  proper  medical,  hygienic, 
and  dietetic  measures. 

The  persistent  dull  indefinable  pain  over  the 
ascending  or  transverse  colon  or  attacks  of  acute 
pain  in  the  same  region,  colonic  distention,  flatu- 


lence, absence  of  diarrhoea,  neuroses,  neuralgias, 
arthropathies,  and  the  persistence  of  organic  ele- 
ments of  decomposition  in  the  urine  indicate  de- 
formity or  membrane  formation. 

Surgical  procedure  will  give  little  promise  of 
permanent  cure  if  patients  are  allowed  to  revert  to 
the  same  dietetic  errors  that  originally  produced 
the  condition.  D.  L.  Despard. 

Maylard,  A.  E. :  When,  Where,  and  How  to  Open 
the  Bowel  in  Cases  of  Chronic  Obstruction  of 
the  Large  Intestine.     Clin.  J.,  1915,  xliv,  129. 

By  chronic  obstruction  is  meant  the  effects  pro- 
duced by  any  mechanical  agent  which  more  or  less 
completely  inhibits  the  passage  of  flatus  or  faeces. 
These  effects  are  often  of  such  a  nature  that  the 
patient  does  not  appear  to  be  acutely  ill.  The 
symptoms  are  chiefly  those  of  abdominal  distention, 
with,  possibly,  visible  peristalsis.  Occasionally 
there  are  colicky  spasms  and  these  may  evoke 
vomiting,  which  is  usually  of  a  bilious  character. 
The  patient,  as  a  rule,  complains  more  of  a  sense  of 
discomfort  than  of  actual  distress.  In  these  cases  a 
radical  operation  is  contra-indicated  until  the  ob- 
struction is  properly  relieved. 

By  far  the  majority  of  cases  are  met  with  among 
patients  who  have  passed  middle  life,  and  in  most 
instances  the  obstruction  is  dependent  upon  malig- 
nant disease  of  some  part  of  the  large  intestine. 
It  must,  however,  be  borne  in  mind  that  obstruction 
may  find  its  cause  in  fibrous  bands  or  membranes, 
the  result  of  inflammatory  adhesions,  compensatory 
attachments,  or  defective  developmental  processes, 
any  of  which  may  result  in  symptoms  which  do  not 
serve  to  distinguish  one  kind  of  lesion  from  the 
other. 

Failing  to  find  any  clear  evidence  of  the  seat  of 
obstruction,  as  can  be  ascertained  by  physical  ex- 
amination or  by  the  symptoms  present,  the  ab- 
domen is  opened  by  a  median  incision  below  the 
umbilicus  and  the  nature  and  locality  of  the  lesion 
sought  by  the  hand  or  fingers. 

In  the  case  of  inoperable  disease  of  the  rectum  or 
pelvic  colon,  an  artificial  anus  is  made  in  the  left 
iliac  region;  that  is  to  say,  the  iliac  colon  is  opened. 
In  selecting  this  region  for  the  permanent  "anus," 
the  faeces  have  passed  through  the  greater  part  of  the 
large  intestine,  have  become  more  typically  solid 
and  faecal  in  character,  and  have  become  more  amen- 
able to  the  normal  physiological  processes  whereby 
the  habit  of  regular  evacuations  may  be  cultivated. 

In  the  case  of  operable  disease  of  the  rectum  or 
pelvic  colon,  a  right  lumbar  colostomy  is  preferred, 
as  the  necessary  soiling  of  the  parietes  by  the  con- 
tinuous faecal  discharge  is  well  away  from  the  ab- 
dominal incisions  subsequently  needed  for  the  rad- 
ical operation,  so  that  the  skin  can  be  eflSciently 
sterilized  beforehand  and  the  wound  equally 
guarded  from  infection  afterward. 

In  the  case  of  inoperable  disease  of  the  iliac  and 
descending  colon  and  in  the  region  of  the  splenic 
flexure,  an  artificial  anus  is  made  in  the  transverse 
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colon;  that  is,  through  the  lower  epigastric  region. 
Where  it  is  possible  to  plant  the  ileum  into  the  pelvic 
colon  later,  a  right  lumbar  colostomy  should  be  the 
seat  of  election. 

In  the  case  of  operable  disease  of  the  iliac  and 
descending  colon  and  in  the  region  of  the  splenic 
flexure,  colostomy  is  performed  in  the  right  lumbar 
region. 

In  the  case  of  inoperable  disease  of  the  transverse 
colon,  either  an  artificial  anus  should  be  made  as 
high  as  possible  in  the  ascending  colon,  or  a  right 
lumbar  colostomy  performed.  In  the  case  of  oper- 
able disease  of  the  transverse  colon,  a  right  lumbar 
colostomy  should  be  performed. 

In  the  case  of  inoperable  disease  in  the  region  of 
the  hepatic  flexure,  either  an  artificial  anus  or  a 
colostomy  should  be  performed  in  the  right  loin. 

In  the  case  of  operable  disease  in  the  region  of  the 
hepatic  flexure,  a  colostomy  should  be  performed  in 
the  right  loin;  that  is  to  say,  the  ascending  colon 
should  be  opened. 

In  the  case  of  inoperable  disease  in  the  ascending 
colon,  a  csecostomy  should  be  performed. 

In  performing  colostomy,  care  should  be  taken 
to  secure  the  bowel  to  the  margins  of  the  parietal 
wall  by  a  few  stitches  before  tapping  it.  A  Paul 
tube  is  introduced  and  secured  with  a  purse-string 
suture. 

One  of  the  simplest  methods  of  making  an  arti- 
ficial anus  is  to  withdraw  a  loop  of  colon  just  far 
enough  to  allow  a  glass  rod  to  be  pushed  through 
the  mesentery.  This  rod,  resting  upon  the  ab- 
dominal parietes,  secures  the  gut  and  sufficiently 
applies  the  bowel  to  the  margins  of  the  abdominal 
incision  that  no  stitches  are  needed.  The  bowel  is 
opened  and  a  Paul  tube  fixed  into  the  proximal  end 
by  a  suture  which  encircles  the  gut.  In  the  course 
of  a  week  the  projecting  loop  may  be  excised, 
thus  leaving  two  orifices,  the  one  above  the  arti- 
ficial anus,  and  the  other  an  opening  below  that 
possibly  can  be  utilized  for  flushing  the  diseased 
segment.  Edward  L.  Cornell. 

Carman,  R.  D. :  Diverticulitis  of  the  Large  Bowel. 

Ann.  Surg.,  Phila.,  1915,  Ixi,  343. 

Carman  reports  three  cases  of  diverticulitis  with 
rontgenologic  findings.  The  patients  were  gen- 
erally inclined  to  obesity.  The  fairly  constant 
symptoms  were  abdominal  pain,  usually  severe, 
often  localized  in  the  sigmoid  or  descending  colon; 
constipation  was  the  rule.  Vesical  symptoms,  as 
frequency  and  tenesmus,  were  occasionally  noted. 
In  every  case  where  the  sigmoid  was  involved  a 
mass  could  be  felt.  Proctoscopic  examination  was 
positive  in  one  case  where  a  partial  intussusception 
had  taken  place.  That  blood  was  absent  from  the 
stools  is  explained  by  the  fact  that  the  inflammation 
was  extramucosal. 

The  X-ray  showing  the  position  of  the  caecum 
aids  in  differentiating  it  from  left-sided  appendici- 
tis. It  is  a  more  difficult  diagnosis  to  differentiate 
it  from  carcinoma.     Filling  defects  may  be  present 


in  the  X-ray  plates  in  both  carcinoma  and  diver- 
ticulitis, but  the  presence  of  extraluminal  shadows 
would  be  a  strong  argument  for  diverticulitis. 
Where  a  carcinoma  has  developed  upon  a  diver- 
ticulitis, the  plates  would  show  the  characteristic 
extraluminal  shadows,  while  if  these  shadows  were 
absent  the  growth  would  be  considered  a  carcinoma, 

Phleboliths  or  calcified  glands  may  give  shadows 
resembling  diverticula  filled  with  barium;  if  they  are 
situated  high  in  the  sigmoid,  palpation  during  a 
screen  examination  may  reveal  the  fact  that  they  do 
not  move  with  the  bowel.  Lower  down  the  bowel 
is  not  sufficiently  movable  to  make  this  differen- 
tiation. 

The  opaque  ingested  meal  offers  less  chance  than 
the  enema  of  detecting  the  diverticula;  better  re- 
sults are  obtained  if  the  enemas  are  injected  under 
some  pressure.  D.  L.  Despard. 

Foges,  A. :  Report  of  4,000  Rectal  Endoscopic  Exam- 
inations (Bericht  iiber  4,000  rektale  Endoskopien) . 

Wien.  med.  Wchnschr.,  1914,  No.  40. 

After  making  4,000  endoscopic  examinations  of 
the  rectum,  the  author  is  convinced  that  the  method 
is  absolutely  without  danger,  as  not  a  single  injury 
resulted.  All  accidents  heretofore  reported  cannot 
be  laid  to  the  method.  He  performed  the  examina- 
tions with  the  patient  in  the  high,  lateral,  prone 
position,  with  the  pelvis  elevated.  Anaesthetics 
were  never  needed.  The  method  is  valuable  pri- 
marily in  the  early  diagnosis  of  cancer,  which 
frequently  grows  insidiously  and  without  pain.  A 
diagnosis  of  cancer  can  be  suspected  frequently  if, 
through  the  stenosis,  mucus  and  thin  brown-red 
strands  of  faeces  are  passed.  In  72  cases  polyposis 
was  found.  Inflammatory  changes  in  the  lower 
bowel  are  important  findings  for  the  internist ;  above 
all  proctitis  and  sigmoiditis  ulcerosa  and  hasmor- 
rhagica.  A  negative  finding  is  also  important  in 
carcinomophobic  cases.  L.  A.  Juhnke. 

Ach,  A. :  Pathogenesis  and  Treatment  of  Prolapsus 
Recti  (Pathogenese  und  Therapie  des  Prolapsus 
recti).     Beitr.  z.  klin.  Chir.,  1914,  xciii,  251. 

The  views  existing  in  regard  to  the  causation  of 
prolapsus  recti  are  not  uniform.  There  is  consider- 
able difference  between  the  older  view  of  Esmarch 
and  the  newer  as  brought  out  by  Jeannel.  Esmarch 
believed  that  prolapse  was  due  to  loosening  of  the 
lower  attachments  of  the  rectum  induced  by  the 
prolapsed  anus  and  laid  especial  emphasis  upon  the 
preceding  catarrh  of  the  bowel.  Jeannel  believes 
that  the  prolapse  is  due  to  stretching  and  loosening 
of  the  upper  attachments  of  the  rectum  and  also 
lays  considerable  stress  upon  the  preceding  obstipa- 
tion. Both,  however,  consider  the  intra-abdominal 
pressure  as  the  exciting  factor. 

Waldeyer  and  Ludloff  have  brought  new  views 
into  the  controversy.  The  anatomical  facts  brought 
out  by  Waldeyer  deserve  consideration.  He  be- 
lieves that  the  rectum  begins  at  the  level  of  the 
third  sacral  vertebrae  and  is  divided  into  two  parts. 
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Ihe  pelvic  and  the  perineal.  The  former  extends 
from  the  third  sacral  vertebra?  to  the  opening  in  the 
pelvic  diaphragm  to  the  level  of  the  lower  end  of  the 
prostate  in  the  male,  the  latter  from  the  opening 
in  the  pelvic  diaphragm  to  the  anus.  The  pelvic 
portion  extends  in  a  slanting  direction  from  high 
up  and  posterior  to  low  down  and  anterior  and  is 
concave  anteriorly.  It  is  dilated  considerably  at 
the  ampulla  and  is  relatively  freely  mobile.  The 
perineal  part  is  much  narrower  and  firmly  "built 
in"  within  the  pelvic  floor.  About  7  cm.  above  the 
anus  the  plica  transversalis  appears  and  narrows 
the  lumen  of  the  pelvic  portion.  Above,  the  pelvic 
portion  is  attached  to  the  pelvic  colon  and  by  means 
of  the  pelvic  mesocolon  to  the  promontory,  also 
by  means  of  the  peritoneum,  which  extends  from 
the  bladder  and  forms  the  cul-de-sac  to  the  anterior 
surface  of  the  rectum,  to  the  promontory.  The 
rectum  is  further  surrounded  by  the  fascia  rectalis 
attaching  it  to  the  sacrum.  This  attachment, 
however,  is  loose,  as  considerable  fat  is  placed 
between  the  rectum  and  sacrum  and  between  the 
fascia  and  rectum,  allowing  considerable  mobility 
in  the  sagittal  direction. 

Of  deciding  importance  in  the  pathogenesis  of 
rectal  prolapse  is  the  relation  of  the  rectum  to  the 
peritoneal  sack.  The  peritoneum  follows  the  walls 
of  the  abdominopelvic  space — -the  bones  constitut- 
ing the  pelvic  cavity  —  closely  in  all  directions  ex- 
cept that  of  the  excavatiorectovesicalis.  There 
remains  a  space  between  the  peritoneum,  sacrum, 
and  pelvic  diaphragm.  With  each  compression  of 
the  abdominal  cavity  the  cul-de-sac  is  forced  into 
this  space  as  being  less  resistant.  This  renders  it 
an  internal  hernia.  Behind  and  below  this  physi- 
ological hernial  sac  (excavatiorectovesicalis)  the 
rectum  traverses  slantingly  downward  above  the 
split  in  the  pelvic  diaphragm.  Under  severe 
abdominal  pressure  the  anterior  wall  of  the  rec- 
tum is  naturally  forced  into  the  defect  in  the  pelvic 
diaphragm.  Under  normal  conditions  there  are 
various  hindrances;  the  rectum  being  a  muscular 
tube  contracts  firmly  to  resist  the  abdominal  pres- 
sure. The  entire  region  around  the  rectum  is 
further  surrounded  by  an  abundance  of  fatty  tissue, 
but  as  the  normal  peritoneum  in  this  region  is 
rather  firm  too  great  an  excursion  is  not  permitted. 
In  patients  with  rectal  prolapse,  however,  the  tissues 
through  various  causes  have  lost  this  resistance  or 
are  abnormally  developed. 

In  the  different  classes  of  patients  in  whom  rectal 
prolapse  occurs  a  very  large  group  of  men  will  be 
found  who  have  suffered  a  long  time  with  chronic 
obstipation,  or  others  who  have  had  typhoid  or 
dysentery.  We  must  conclude  that  in  this  group 
the  rectal  musculature  is  paretic  and  cannot  offer 
sufficient  resistance.  These  patients  are  usually 
thin,  and  hence  lose  the  resistance  which  normally 
is  offered  by  the  deposited  fat.  Another  group 
consists  of  women  at  the  height  of  their  fructivity 
or  in  the  menopause  in  whom  hernias,  especial- 
ly  diastasis   of   the  recti,    are   common.     A    third 


group  consists  of  children.  In  these  chronic 
catarrh  of  the  bowel  is  the  causative  factor,  which 
also  produces  an  atrophy  of  the  musculature  and 
results  in  an  abuse  of  the  abdominal  pressure. 
Other  anatomical  factors  favor  prolapse  in  children. 
The  coccyx  is  but  an  elongation  of  the  sacrum;  the 
excavatiosacrococcygea  does  not  exist;  the  muscles 
of  the  pelvic  floor  are  poorly  developed. 

In  all  these  patients  the  excursions  of  the  excava- 
tiorectovesicalis are  not  counteracted  adequately. 
The  peritoneal  pocket  is  deepened,  and  into  this 
pocket  loops  of  bowel  prolapse  and  the  cul-de-sac 
becomes  a  hernia.  This  hernial  sac,  of  which  the 
rectum  is  the  posterior  wall,  allows  the  anterior 
wall  of  the  rectum  to  prolapse  downward  more  and 
more  and  loosens  the  fascial  connection  to  the 
prostate.  At  this  point,  however,  the  plica  trans- 
versalis protrudes  into  the  lumen  of  the  bowel. 
Just  as  the  valve  of  Bauhin  advances  into  the  colon 
in  invagination  of  the  ileum  into  the  caecum,  so 
does  the  plica  transversalis  prolapse  into  the  dilated 
ampulla,  and  ultimately  the  entire  ampulla  is 
everted  and  appears  as  a  rectal  prolapse  at  the 
anus.  In  this  manner  the  prolapse  has  the  charac- 
teristic flattened  cone  shape  with  transverse  oval 
lumen,  containing  in  its  anterior  lip  the  hernial  sac, 
with  or  without  contents.  It  is  evident,  therefore, 
that  the  prolapse  is  not  primary  and  is  secondarily 
followed  by  a  rectocele,  but  that  primarily  a  hernia 
of  the  bowel  develops  through  the  pelvic  floor  at  the 
rectal  slit.  This  is  different  from  other  hernias 
only  in  so  far  as  that  the  posterior  wall  of  the  sac 
consists  of  the  rectum  itself,  whose  upper  attach- 
ments have  gradually  become  loosened  as  a  result 
of  the  traction  exerted  by  the  hernia. 

In  regard  to  treatment  we  must  consider  the 
palliative  and  the  operative.  The  palliative  treat- 
ment consists  of  medicine  employed  internally  for 
the  existing  enteritis  and  the  general  weakness,  and, 
externally,  consisting  of  astringent  and  caustic 
properties  to  improve  the  local  condition.  Here 
must  also  be  mentioned  the  bandage  apparatus 
therapy,  the  adhesive  supports  as  well  as  the  so- 
called  rectum  supports,  also  the  massage  and  elec- 
trical treatments.  The  latter  attempts  to  improve 
the  tone  of  the  rectal  musculature  as  well  as  that  of 
the  pelvic  floor.  All  these  methods  are  of  value  in 
the  prolapse  of  children,  in  which  many  cures 
are  obtainable.  By  means  of  the  Thure-Brand 
massage  treatment  considerable  improvement  was 
also  obtained  among  adults;  cures,  however,  were 
not  observed.  Among  adults  the  operative  treat- 
ment alone  must  be  considered,  and  this  varies 
according  to  the  conception  the  individual  operator 
has  of  the  etiology  of  the  disease.  The  different 
methods  may  be  classified  into  the  three  following 
groups: 

The  first  method  has  for  its  principle  the  nar- 
rowing of  the  sphincter  and  the  strengthening  of 
the  pelvic  floor.  This  is  accomplished  by  the  simple 
silver-wire  method  of  Thiersch.  The  principle  has 
been  expanded  until  it  includes  the  external  plica- 
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tion  of  the  entire  rectum  with  plastic  operations 
on  the  pelvic  floor. 

The  Rehn-Delorme  method  is  the  most  advanced 
of  the  methods  of  this  group  and  really  is  the 
simplest  of  the  second-group  methods,  which  in- 
clude the  total  resection  of  the  prolapsed  rectum 
according  to  Nicoladoni  and  Mickulicz. 

A  third  group  consists  principally  of  the  suspen- 
sion methods.  In  this  group  belong  the  rectopexy 
of  Verneuil  and  Konig.  Jeannel,  von  Eiselsberg,  and 
Ludloff  suspend  the  rectum  high  up  either  ventral- 
ly  or  sacrally,  either  with  or  without  resection  or 
short-circuiting  the  sigmoid.  Others  bring  up  the  rec- 
tum and  attach  it  extraperitoneally,  endeavoring  to 
secure  firm  adhesions  to  the  pelvic  wall.  Although 
all  of  these  procedures  are  adapted  and  successful 
in  a  good  many  cases,  nevertheless  recurrences  are 
frequent.  Ach  attributes  the  failures  to  the  fact 
that  no  definite  fixation  material  and  no  correct 
point  of  fixation  are  given,  as  fixation  to  the  peri- 
toneum cannot  be  considered  sufficient.  To  over- 
come this  he  employed  a  strip  of  fascia  from  the 
fascia  lata  25  cm.  long  and  8  cm.  broad.  One  end 
of  this  is  split  in  half  and  one  strip  is  carried  around 
the  rectum  circularly  and  fixed  to  it  with  a  series 
of  sutures.  The  other  strip  is  brought  down  low 
between  the  rectum  and  vagina  and  is  sutured  to 
the  lower  part  of  the  rectum  and  above  that  to 
the  upper  part  of  the  vagina.  The  other  end  of  the 
fascial  strip  is  brought  extraperitoneal,  liberating 
the  right  ureter  and  undermining  the  peritoneum 
through  the  right  broad  ligament  to  the  right 
horizontal  area  of  the  pubic  bone.  After  drawing 
the  strip  of  fascia  taut,  thus  elevating  the  rectum 
and  vagina  as  much  as  possible,  it  is  anchored  with 
interrupted  sutures  to  the  right  ligament  of  Cooper. 
The  free  edge  is  further  fixed  to  the  edge  of  the 
abdominal  muscles  and  fascia. 

The  author  has  employed  this  method  in  two 
severe  cases  with  excellent  results,  the  cases  having 
remained  free  of  recurrence  two  years  and  eight 
months.     He  recommends  it  for  all  severe  cases. 

L.  A.  JUHNKE. 

Pennington,  J.  R.:  Treatment  of  Haemorrhoids 
by  the  Open  Method.  /.  Am.  M.  Ass.,  1915, 
Ixiv,  1 136. 

The  palliative  treatment  consists  in  keeping  the 
bowel  movements  soft  and  regular,  together  with 
application  of  stimulating  agents  and  astringent 
lotions  or  ointments. 

The  operative  treatment  consists  in  excising  suf- 
ficient of  the  covering  of  such  varicosities  so  that 
when  the  pathologic  condition  is  removed  the  oper- 
ated field  will  resume  its  normal  state  and  relation  to 
the  contiguous  parts.  This  can  best  be  done  by 
that  method  of  operating  which  radically  removes 
the  pathologic  condition  present,  traumatizes  the 
tissues  least,  gives  least  pain,  keeps  the  patient 
from  his  work  the  shortest  period  of  time,  is  the 
safest  and  freest  from  danger  and  preserves  the 
normal  contour  and  function  of  the  rectum. 


The  author  operates  on  90  per  cent  of  his  cases 
by  blocking  the  field  of  operation;  he  usually  em- 
ploys from  one-quarter  to  one-half  grain  of  cocaine 
in  solution  and  about  i  to  2  grains  of  quinine  and 
urea  hydrochloride  in  the  same  manner.  The 
cocaine  is  employed  in  the  strength  of  from  0.25 
to  0.5  per  cent;  the  quinine  and  urea  hydrochloride 
in  from  0.5  to  i  per  cent  solution.  Sometimes  the 
two  solutions  are  combined.  The  cocaine  is  used 
for  its  immediate  effect,  and  the  quinine  and  urea 
hydrochloride  for  prolonging  the  anaesthesia. 

He  usually  anaesthetizes  the  perianal  skin  first, 
and  then  the  muscles  and  perirectal  structures.  A 
puncture  being  made  in  the  median  raphe  about  one 
inch  posterior  to  the  anus,  the  needle  is  carried  from 
this  point  first  around  one  and  then  the  other  side  of 
the  anus  to  the  anterior  median  raphe,  depositing 
the  solution  in  its  course.  The  needle  is  next  intro- 
duced into  the  muscles  and  up  along  the  sides  of  the 
rectum,  anaesthetizing  these  structures. 

For  the  deeper  tissues,  the  needle  is  usually  insert- 
ed into  the  anterior  and  posterior  median  raphe, 
also  in  the  right  and  left  lateral  quadrants  and  is 
carried  up  along  the  lateral  walls  of  the  rectum. 

In  the  thrombotic  pile,  an  ellipse  commensurate 
with  the  size  of  the  pile  is  removed  from  the  covering 
of  the  clot,  the  latter  picked  out  and  the  dressing 
applied.  The  author  usually  dresses  the  wound  with 
rubber-dam  and  covers  this  with  gauze,  or  petrolatum 
and  gauze  and  a  T-bandage.  There  is  little  or  no 
after-pain  and  the  patient  is  well  in  a  very  short 
time. 

Because  the  internal  piles  are  located  in  the 
proximal,  or  rectal,  cone  it  is  necessary  to  bring  them 
into  view.  This,  after  gently  stretching  the  sphinc- 
ter, is  done  by  means  of  four  T-forceps.  Vis  d 
tergo  pressure  is  made  at  the  base  of  each  pile,  forc- 
ing it  into  the  field  of  operation,  and  an  ellipse  vary- 
ing with  the  size  of  the  swelling  is  removed  from 
the  covering  of  the  varicosity  by  means  of  scissors 
curved  on  the  flat.  Frequently  this  procedure  also 
destroys  the  pathologic  condition;  if  it  does  not, 
this  is  readily  accomplished  by  another  and  deeper 
cut  with  the  scissors. 

The  "fleshy  pile"  is  treated  in  a  similar  manner. 
A  section  is  excised  from  the  apex  and  then  the  in- 
side of  the  pile  is  removed  with  the  flat-curved 
scissors.  Sufficient  of  the  mass  is  removed  so  that 
the  anal  region  will  assume  a  normal  surface  when 
the  operation  is  completed.  The  field  is  then  cleared 
of  blood-clots,  and  a  rubber-covered  tampon,  which 
dresses  the  field  in  extension,  is  introduced  into  the 
rectum.  Hot  wet  dressings,  a  piece  of  protective, 
and  a  snugly-fitting  T-bandage  are  then  applied. 

The  dressings  and  tampon  are  removed  in  from 
18  to  24  hours  and  the  hot  fomentations  continued. 
In  6  or  8  hours  thereafter  an  enema  of  3  ounces  of 
olive  oil  and  a  laxative  are  given.  The  patient 
does  not  use  a  bedpan,  but  gets  out  of  bed  and  goes 
to  the  toilet;  wet  cotton  is  used  as  a  detergent. 

Hot  fomentations  are  applied  every  4  to  6  hours 
for  a  few  days.     The  average  patient  is  dismissed 
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on  the  third  or  fourth  day  after  the  operation. 
Occasionally  one  will  remain  a  day  or  two  longer; 
on  the  other  hand,  they  frequently  leave  earlier. 

Edward  L.  Cornell. 

LIVER,  PANCREAS,  AND  SPLEEN 

Mayo,  C,  H.:    Papillomata  of  the  Gail-Bladder. 

Tr.  Am.  Surg.  Ass.,  Rochester,  Minn.,  1915,  June. 

The  author  states  that  few  operations  on  the  gall- 
bladder are  of  recent  development.  The  not  in- 
frequent discovery  of  an  apparently  healthy  gall- 
bladder in  operations  for  gall-stones  caused  general 
exploration  to  become  a  routine  procedure.  Thick- 
walled  gall-bladders  without  stones  were  next 
drained  or  removed.  Later  came  the  appreciation 
that  a  diseased  mucosa  could  exist  in  a  gall-bladder 
of  healthy  external  appearance.  If  inflammation  is 
from  bacterial  infection  the  lymphatics  draining  the 
diseased  area  are  enlarged  and  soft  in  acute  pro- 
cesses and  harder  in  chronic  processes.  If  there  are 
no  gall-stones  and  there  is  little  change  in  the  ap- 
pearance of  the  gall-bladder  the  lymphatic  glands 
on  the  cystic  duct  and  along  the  hepatic  and  com- 
mon ducts  should  be  palpated.  If  they  are  found 
to  be  swollen  without  other  adequate  cause  the 
gall-bladder  should  be  removed.  If  the  glands  are 
not  swollen  and  no  stones  are  found,  search  must 
be  made  for  other  sources  of  symptoms.  Rosenow's 
theory  of  the  cause  of  this  inflammation  seems 
plausible.  Bacterial  invasion  of  the  wall  of  the 
gall-bladder  may  cause  changes  in  its  circulation, 
with  oedema,  infiltration,  exudation,  swelling  of  the 
lymphatic  glands,  and  local  necrosis  of  the  mucous 
membrane. 

Papillomata  of  the  gall-bladder  occur  in  the  same 
manner,  but  instead  of  a  primary  destructive  effect 
there  occurs  locally  an  overgrowth  which  may  later 
become  necrotic.  Papillomata  were  found  in  107 
of  the  2,538  cases  of  cholecystectomy  in  the  Mayo 
Clinic  from  January  i,  1907,  to  June  i,  1915.  From 
a  surgical  standpoint  it  is  important  to  note  that 
the  papillomata  of  the  gall-bladder  are  not  cured  by 
temporary  drainage,  but  that  cholecystectomy 
should  be  performed. 

Cole,  L.  G.,  and  George,  A.  W.:    The  Rontgen 
Diagnosis  of  Gall-Stones  by  Improved  Methods. 

Boston  M.  &  S.  J.,  1915,  clxxii,  326. 

The  authors  give  a  brief  history  of  the  literature 
on  the  detection  of  gall-stones,  to  support  the  state- 
ment that  while  gall-stones  have  been  detected  by 
X-rays  to  an  appreciable  extent  only  within  the  last 
few  years,  the  interest  since  19 13  has  been  steadily 
growing,  and  several  observers  have  worked  along 
nearly  the  same  lines,  although  independently  of 
each  other. 

As  gall-stones  are  estimated  to  exist  in  10  per  cent 
of  all  adult  cases  complaining  of  gastric  symptoms, 
and  as  they  have  been  detected  in  5  per  cent  of  such 
cases,  rontgenologists  have  supposed  they  could  find 
them  in  about  50  per  cent  of  all  cases  where  they 


are  present.  Since  studying  the  gall-bladder  region 
with  more  careful  attention  to  detail,  however,  and 
employing  a  certain  technique  the  authors  believe 
they  can  detect  stones  about  twice  as  frequently  as 
formerly. 

Because  of  the  large  number  of  cases  where  a 
correct  positive  diagnosis  can  be  made,  the  negative 
diagnosis  becomes  relatively  important.  The  tech- 
nique is  not  materially  different  from  that  employed 
for  soft  tissues  in  any  other  part  of  the  body,  but 
it  requires  conscientious  attention  to  the  most 
minute  points,  and  because  detail  is  essential  to 
accurate  diagnosis  the  soft  "monotonic"  plates 
obtained  by  the  use  of  the  Coolidge  tube  are  most 
desirable. 

Cole  uses  a  small  focal  point  with  a  long  exposure, 
while  George,  believing  speed  is  essential,  uses  a 
fairly  large  focal  point  and  an  exposure  short  enough 
to  practically  eliminate  the  effect  of  involuntary 
motions  of  the  body.  The  use  of  a  small  cone  is 
particularly  advised,  as  it  prevents  much  of  the 
generating  of  secondary  rays  and  makes  it  possible 
to  show  a  calculus  which  would  be  indistinguishable 
with  a  large  cone.  It  may  be  pointed  obliquely 
downward,'  or  the  relation  of  the  patient  to  the  tube 
may  be  altered  by  a  slight  rolling  from  side  to  side, 
or  by  a  lateral  position. 

Rontgen  stereoscopy  adds  very  materially  to 
the  interpretation  of  the  plates,  but  comparison 
from  behind  avails  little.  The  entire  region  from 
the  eleventh  rib  to  the  crest  of  the  ileum,  or  even 
lower  should  be  included  in  the  examination.  A 
filter  should  always  be  used  to  prevent  dermatitis, 
as  fifteen  or  twenty  plates  should  be  made.  After 
such  an  examination,  if  no  direct  or  indirect  evidence 
of  gall-stones  is  obtained,  the  clinical  history  should 
be  very  positive  before  operation  is  resorted  to. 
A  complete  gastro-intestinal  examination  is  advised 
in  such  cases  to  detect  possible  adhesions  or  lesions 
of  another  nature  that  might  be  responsible  for  the 
symptoms  of  which  the  patient  complains. 

The  most  important  aid  in  interpreting  rontgen 
plates  is  the  method  of  matching  the  shadows  to- 
gether by  superimposing  the  plates  and  holding 
them  obliquely  at  arm's  length  against  the  northern 
sky.  Identification  of  the  gall-bladder  is  of  great  as- 
sistance in  the  detection  of  calculi. 

Rontgenographically,  gall-stones  are  divided  into 
two  definite  groups:  (i)  stones  which  contain  con- 
siderable calcium,  and  (2)  cholesterine  stones  which 
contain  no  calcium  or  only  a  trace  of  it.  The  dense 
calcareous  stones  are  found  infrequently,  and  by 
far  the  greatest  number  of  gall-stones  consist  of 
cholesterine  nucleus  with  a  calcareous  coating,  or 
vice  versa.  Those  in  which  the  coating  is  thin  are 
the  most  difficult  to  find  and  with  increased  density 
they  are  proportionately  easier  to  discover. 

Some  of  the  shadows  that  may  be  confused  with 
gall-stones  are  those  cast  by  intestinal  contents, 
calcified  mesenteric  glands,  costochondral  ossifica- 
tion, stones  in  the  kidney  and  liver,  or  food  in  the 
cap.     Food  in  the  cap,  or  faeces  in  the  haustra  may 
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be  eliminated  by  abstention  from  food  and  the  use 
of  a  cathartic,  which  Cole  advises  in  all  cases  but 
which  George  does  not  encourage. 

Diagnostic  accuracy  is  directly  in  proportion  to 
the  care  exercised  in  making  the  examination  and 
one's  experience  in  detecting  and  interpreting  the 
findings.  Arthur  F.  Holding. 

Elting,  A.  W.:  Abscess  of  the  Spleen;  Report  of  a 
Case.  Tr.  Am.  Surg.  Ass.,  Rochester,  Minn., 
1915,  June. 

Abscess  of  the  spleen  has  been  known  to  follow  a 
great  variety  of  acute  infectious  diseases,  as  well 
as  some  of  a  more  chronic  nature,  especially  those 
diseases  associated  with  a  splenic  tumor.  In  many 
cases  the  original  portal  of  entry  for  the  infecting 
micro-organisms  has  not  been  demonstrable.  Many 
cases  of  left-sided  subphrenic  abscess  have  undoubt- 
edly been  abscesses  of  the  spleen.  Abscess  of  the 
spleen  always  results  from  contiguous  or  metastatic 
infection,  the  latter  being  by  far  the  more  frequent. 
The  bacteriology  of  the  process  has  been  very 
varied.  Almost  every  variety  of  pyogenic  organism 
has  been  cultivated  from  splenic  abscess,  while  in 
some  instances  the  pus  has  been  sterile.  Most 
abscesses  of  the  spleen  are  embolic  or  thrombotic 
in  origin,  and  develop  in  infected  infarcts.  Typhoid 
fever  is  the  most  common  single  cause  of  abscess 
of  the  spleen,  with  malaria  next  as  an  etiological 
factor.  The  prognosis  is  better  in  post-typhoid 
splenic  abscess  than  in  any  other  variety.  In 
many  cases  of  abscess  of  the  spleen,  there  is  a 
sequestration  of  spleen  tissue,  the  sequestra  varying 
in  size  from  minute  bits  to  the  entire  spleen. 

The  symptoms  of  abscess  of  the  spleen  are  sug- 
gestive rather  than  distinctive.  Enlargement  of  the 
spleen,  pain  in  the  splenic  area,  and  inflammatory 
involvement  of  the  diaphragm  or  pleura  at  the  base 
of  the  left  lung  are  the  most  important  symptoms. 
Chills,  fever,  nausea,  vomiting,  and  diarrhoea  often 
occur  and  a  marked  leucocytosis  is  a  frequent  ac- 
companiment. Radiography  is  of  importance  in 
making  a  diagnosis,  but  the  most  essential  diagnostic 
measure  is  exploratory  aspiration  of  the  affected 
area. 

The  treatment  is  always  surgical  and  should  be 
splenotomy  or  splenectomy,  usually  the  former. 
The  operative  procedure  will  be  through  one  of 
three  routes:  (i)  the  transpleural;  (2)  the  abdom- 
inal; and  (3)  the  retroperitoneal.  The  prognosis  of 
abscess  of  the  spleen,  recognized  reasonably  early 
and  adequately  treated  surgically,  is  relatively  good. 

In  the  case  reported  by  the  author,  the  onset  was 
sudden,  with  pain  in  the  upper  left  abdominal  quad- 
rant, fever  and  prostration,  with  some  enlargement 
of  the  spleen  and  a  pronounced  leucocytosis,  with 
no  definite  portal  of  entry  for  the  infection.  This 
condition  continued  for  20  days,  when  the  tempera- 
ture became  normal  and  remained  so  for  6  days,  with 
marked  improvement  in  every  way.  The  tempera- 
ture again  became  elevated  and  the  signs  all  pointed 
to   the   splenic   area.     Numerous  Widal  reactions 


and  blood  cultures  were  negative,  but  a  high 
leucocytosis  persisted.  Repeated  exploratory  as- 
pirations, as  well  as  radiographs,  produced  negative 
results  in  the  early  stages.  Finally,  as  the  radio- 
graph and  the  aspirating  needle  located  pus  in  the 
region  of  the  spleen,  transpleural  drainage  was  done 
and  a  sequestrating  abscess  of  the  spleen  disclosed. 
Cultures  from  the  pus  showed  pneumococci.  The 
patient  improved  for  a  time,  but  finally  died,  with 
all  the  evidences  of  a  suppurating  portal  pyelo- 
phlebitis. 

Mayo,  W.  J.:  Surgical  Considerations  of  Splenec- 
tomy. Tr.  Am.  Surg.  Ass.,  Rochester,  Minn., 
1915,  June. 

Mayo  lays  down  the  premise  that  the  safety  of 
splenectomy  depends  on  careful  separation  of  the 
attachments  of  the  spleen  and  the  delivery  of  the 
organ  without  injury  to  the  vascular  pedicle.  A 
longitudinal  incision  is  made  through  the  upper  half 
of  the  rectus  muscle,  extended  obliquely  along  the 
costal  margin  about  an  inch  and  one-half  from  it 
and  up  toward  the  ensiform  cartilage.  The  longi- 
tudinal part  of  the  incision  may  be  carried  down  to 
any  desired  length. 

Adhesions  especially  over  the  upper  pole  are 
occasionally  vascular.  It  is  best  to  separate  these 
vessels  with  the  fingers  as  close  to  the  spleen  as 
possible.  Sometimes  the  adhesions  are  so  strong 
they  must  be  divided  with  a  cutting  instrument. 

The  bulk  of  the  vascular  attachments  {vasa 
brevia)  in  the  gastrosplenic  ligament  can  be  de- 
livered with  the  spleen,  the  stomach  being  partly 
withdrawn  from  the  abdomen  before  separating 
the  ligament.  In  a  large,  adherent  spleen  the  deep 
vascular  connections  may  anastomose  with  the 
vessels  along  the  spine  and  the  crux  of  the  diaphragm. 
These  must  be  separated  before  the  spleen  can  be 
eviscerated,  controlling  haemorrhage  by  a  carefully 
adjusted  gauze  tampon.  The  application  of  this 
gauze  tampon  temporarily  to  control  bleeding  from 
the  deep  attachments  is  very  important,  as  the 
sources  of  haemorrhage  can  not  be  seen  and  controlled 
until  the  spleen  has  been  removed. 

The  tail  of  the  pancreas,  if  present,  should  be 
separated  from  the  splenic  pedicle,  its  bleeding 
points  ligated  and  the  gland  dropped  back.  In 
three  splenectomies  Mayo  has  tied  off  a  portion  of 
the  tail  of  the  pancreas  with  the  splenic  pedicle 
without  any  harm  resulting. 

Usually  the  vascular  pedicle  can  be  cleared  and 
ligated  in  sections.  The  arteries  should  be  tied 
first,  but  all  vessels  should  be  tied  before  any  portion 
of  the  pedicle  is  cut.  If  the  pedicle  is  short  it  may 
be  grasped  with  elastic  rubber-covered  clamps,  thus 
avoiding  damage  to  attached  viscera,  such  as  the 
gastric  wall,  until  the  vessels  can  be  secured.  The 
two-forceps  method  of  ligation  is  very  satisfactory: 
two  forceps  are  placed  three-fourths  of  an  inch  apart 
on  the  pedicle  and  the  spleen  cut  away  without  re- 
gard to  back  bleeding.  A  catgut  ligature  is  thrown 
around  the  pedicle  below  the  proximal  forceps  which 
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is  then  loosened  and  the  ligature  tied  in  the  com- 
pressed area,  while  the  distal  pair  of  forceps  steadies 
the  pair  and  prevents  retraction.  A  second  ligature 
makes  the  pedicle  secure. 

Closure  of  the  splenic  space  is  important  if  there 
is  any  oozing  of  blood.  Compression. with  the  tem- 
porary tampon  will  seal  the  smaller  vessels  in  a  few 
minutes,  but  deep  in  the  wound  other  vessels  may 
require  further  treatment.  With  catgut  on  a  small 
curved  needle,  the  raw  space  beginning  at  the  tied 
splenic  vessels  is  closed  as  securely  as  possible  by 
snaking  catgut  sutures  which  compress  the  bleeding 
vessels.  The  mortality  depends  more  on  the  con- 
dition of  the  patient  than  on  the  technical  difficul- 
ties of  operation.  But  5  of  the  56  patients  subjected 
to  splenectomy  died  in  the  hospital,  and  autopsy 
showed  that  2  of  these  were  from  preventable 
causes  —  haemorrhage  and  sepsis. 

Giffin,  H.  Z.:   Clinical  Notes  on  Splenectomy.    Tr. 

Am.  Surg.  Ass.,  Rochester,  Minn.,  1915,  June. 

The  author  reviews  in  a  general  way  the  clinical 
characteristics  of  the  58  cases  of  splenectomy  in  the 
Mayo  Clinic  since  1904.  One  of  the  patients  is 
alive  and  well  eight  years  after  operation.  In  this 
instance  the  history  was  analogous  to  that  of  splenic 
anaemia,  while  the  spleen  showed  pathologically  a 
lymphocytic  hyperplasia,  not,  however,  with  any 
definite  evidence  of  malignancy.  The  next  longest 
period  for  which  a  patient  has  remained  well  is 
seven  years.  In  this  instance  there  was  a  clinical 
history  similar  to  that  of  splenic  anaemia,  while 
pathologically  the  spleen  showed  endothelial  pro- 
liferation. 

Many  types  of  splenomegaly  are  necessarily  rep- 
resented in  this  series  and  any  classification  of  the 
cases  is,  of  course,  open  to  discussion  and  criticism. 
On  the  basis  of  their  clinical  and  pathologic  char- 
acteristics, they  will  be  presented  in  groups  as 
follows: 


SPLENECTOMIES,  APRIL  6,   1904,  TO  JUNE  9,   1915 

No.  of  Cases 

1.  Splenic  anaemia 27 

2.  Gaucher  type  of  splenic  anaemia 3 

3.  Pernicious  anaemia 7 

4.  Haemolytic  anaemia  (marked  splenomegaly) 2 

5.  Secondary  infectious  or  septic  splenomegaly S 

6.  Lues  (marked  splenomegaly) 2 

7.  Haemolytic  jaundice 2 

8.  Cirrhosis  of  liver 1 

9.  Myelocytic  leukaemia i 

10.  Lymphoma  or  lymphosarcoma 3 

11.  Tuberculosis  of  spleen i 

12.  Wandering  spleen 2 

13.  Acute  febrile  non-septic  (?)  splenomegaly i 

14.  Splenomegaly  with  marked  eosinophilia i 

Total 58 


Seven  patients  with  pernicious  anaemia  have  been 
operated  on  in  the  Mayo  Clinic  since  August,  1914, 
with  one  operative  death,  two  patients  are  at 
present  in  the  hospital,  while  three  of  the  patients 
showed  marked  temporary  improvement. 


The  series  includes  one  case  of  acute  febrile  non- 
septic  splenomegaly,  which  is  analogous  in  its 
clinical  course  to  Egyptian  splenomegaly,  and  one 
case  in  which  splenomegaly  was  associated  with  an 
extremely  high  eosinophilic  count.  Splenic  anae- 
mia is,  in  the  author's  opinion,  most  favorable  for 
surgical  treatment.  The  operative  risk  is  relatively 
low  and  the  prospect  for  a  return  to  normal  health 
excellent.  Removal  of  the  spleen  in  non-gum- 
matous  splenomegaly  and  anaemia  associated  with 
syphilis  has  been  attended  with  excellent  results  in 
two  instances. 

Elliott,  C.  A.,  and  Kanavel,  A.  B.:  Splenectomy  for 
Haemolytic  Icterus:  a  Discussion  of  the  Famil- 
ial and  Acquired  Types  with  a  Report  of 
Splenectomized  Cases.  Surg.,  Gynec.  y  ObsL, 
1915,  .xxi,  21. 

The  article  comprises  (i)  a  report  of  a  splenectomy 
in  a  patient  suffering  from  haemolytic  jaundice  of 
the  familial  type;  (2)  a  report  of  the  genealogical 
tree  of  two  families  showing  haemolytic  jaundice, 
with  a  study  of  various  members  of  the  families 
and  the  study  of  another  case  of  acquired  haemolytic 
jaundice;  (3)  the  collection  of  all  of  the  reported 
splenectomies  for  haemolytic  jaundice  and  a  tabula- 
tion of  the  results. 

The  patient  upon  whom  the  splenectomy  was 
done  was  a  man  54  years  of  age,  who  had  suffered 
all  his  life  from  the  acholuric  crises  of  malaise, 
headache,  tenderness  over  the  spleen,  and  slight 
fever.  On  examination  he  presented  a  large  spleen, 
marked  anaemia,  and  a  fragility  of  red  blood-cells 
at  0.54  per  cent.  Following  the  operation  the 
patient  had  an  uneventful  recovery,  and  two 
months  later  reported  himself  as  having  absolutely 
no  icteric  tinge,  the  urine  was  clear  of  urobilin,  the 
red  blood-cell  count  was  normal,  and  in  every  way 
he  could  be  said  to  be  cured. 

The  authors  draw  attention  to  the  fragility  test 
of  Chauffard  and  Widal  and  discuss  the  method  of 
arriving  at  their  results.  The  fragility  test  in  the 
various  haemolytic  cases  examined  varied  from 
0.46  per  cent  to  0.54  per  cent  at  the  beginning  of  the 
breaking  down  of  the  blood.  The  results  of  in- 
vestigation as  to  the  fragility  in  the  splenic  artery 
and  splenic  vein  of  dogs  showed  that  the  artery  in 
the  majority  of  cases  presented  a  higher  fragility 
of  its  cells.  In  discussing  the  pathogenesis,  the 
authors  lean  to  the  assumption  of  Eppinger  which 
explains  the  destruction  under  the  title  of  "hyper- 
splenism." 

The  results  of  the  study  of  cases  of  splenectomy 
for  this  condition  show  that  practically  all  of  the 
cases  made  complete  recoveries  after  operation. 
There  were  two  primary  deaths.  The  average 
weight  of  the  spleens  removed  was  1,000  grams. 
Liver  crises  due  to  the  passage  of  excessive,  thickened 
bile  or  of  gall-stones  were  present  in  six  cases  op- 
erated upon,  and  in  four  of  these  gall-stones  were 
found. 

The  pathology  showed  an  absence  of  connective- 
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tissue  proliferation  with  a  constant  infiltration  of 
the  pulp  of  the  spleen  with  the  blood-cells.  There 
was  no  connective-tissue  proliferation  and  no  in- 
crease in  the  size  of  the  liver. 

The  authors  recommend  splenectomy  in  these 
cases  and  believe  that  the  operation  should  be  per- 
formed early,  particularly  in  younger  individuals 


where  it  would  not  seem  advisable  to  wait  for 
marked  disability  and  the  development  of  a  large 
splenic  tumor.  On  the  other  hand  they  draw  atten- 
tion to  the  fact  that  where  there  is  an  absence  of 
disability  it  is  inadvisable  to  operate,  as  these  pa- 
tients may  live  to  old  age  without  any  serious  com- 
plications. 


SURGERY  OF  THE   EXTREMITIES 


DISEASES  OF  THE  BONES,  JOINTS,  MUSCLES, 

TENDONS.     CONDITIONS  COMMONLY 

FOUND  IN  THE  EXTREMITIES 

Warbasse,  J.  P.:  The  Physician's  Responsibility 
in  Acute  Osteomyelitis.  /.  Am.  M.  Ass.,  1915, 
Ixiv,  1293. 

The  author  emphasizes  the  importance  of  early 
diagnosis  of  acute  osteomyelitis,  a  disease  for 
which  surgery  is  the  only  treatment,  and  in  which 
expedience  is  more  necessary  than  skill.  The  diag- 
nosis is  easy,  two  symptoms  sufficing,  pain  of  rapid 
onset  in  a  long  bone  and  high  fever.  Because  of 
the  solidity  of  the  walls  of  the  marrow  cavity  the 
characteristic  swelling  of  the  inflammatory  process 
cannot  take  place  and  the  result  is  pressure  which 
results  in  ischsemia  and  necrosis  of  the  bone.  If 
not  recognized  early,  not  only  this  local  necrosis 
occurs,  but  secondary  bone  abscesses  form  and  a 
general  septic  condition  results,  threatening  menin- 
ges, heart  valves,  and  every  other  organ. 

Cases  are  reported  which  had  been  treated  for 
rheumatism,  neuralgia,  scurvy,  and  other  diseases 
by  various  medical  means  for  weeks  or  months  until 
the  shaft  of  the  bone  was  completely  destroyed  or 
until  general  sepsis  and  death  had  occurred,  when  a 
simple  opening  made  in  the  bone  at  the  beginning 
of  the  infection  would  have  resulted  in  cure.  The 
treatment  is  wholly  surgical  and  is  so  simple  that 
even  the  poorest  surgery  can  not  do  as  much  harm 
as  the  disease.  It  is  the  duty  of  the  general  physi- 
cian to  see  that  such  cases  have  proper  surgical 
attention  in  the  beginning  and  to  avoid  temporizing 
by  medical  treatment.  W.  A.  Clark. 

Symonds,  C:  Chronic  Abscess  of  Bone;  Its  Treat- 
ment.    Guy's  Hosp.Gaz.,  1915,  xxix,  120. 

The  author  regards  silver  wire  or  silver  tubing 
as  the  best  instrument  for  maintaining  drainage  of  a 
chronic  bone  abscess.  The  objection  to  rubber 
is  that  the  bone  sinus  tends  to  close  over  it  so  that 
the  opening  becomes  too  small  and  the  drain  is  then 
left  out. 

Because  of  the  necessity  of  long-continued  drain- 
age —  eight  or  ten  years  in  some  cases  —  a  metal 
tube  which  will  keep  the  bone  sinus  open  and  which 
can  be  taken  out,  boiled,  and  reinserted  easily  by 
the  patient  if  necessary  is  most  valuable.  A  solid 
drain  works  about  as  well  as  a  tube.  Patients  are 
able  to  be  up  and  go  about  their  duties,  even  those  of 


a  'bus  driver  or  a  cavalry  officer  while  wearing  these 
drains. 

Several  cases  are  reported  which  show  that  bone 
abscess,  while  acute  in  origin,  usually  becomes  sub- 
acute or  chronic,  lasting  over  many  years.  One 
case,  a  woman  of  70,  has  had  an  abscess  in  the  femur 
for  over  forty  years  and  will  probably  have  to  wear 
a  metal  drain  the  rest  of  her  life.  The  older  the 
patient  the  more  retarded  is  the  recovery.  Chil- 
dren recover  very  quickly  with  proper  drainage. 

W.  A.  Clark. 

Delitala,  F. :  Contribution  for  Study  of  a  Typical 
Disease  of  the  Upper  End  of  the  Femur  (Perthes' 
Disease).     Am.  J.  Orth.  Surg.,  1915,  xii,  555. 

In  1913  Perthes  first  described  a  disease  of  the 
hip  of  non-tubercular  type  occurring  unilaterally 
in  children  from  five  to  ten  years  of  age,  which  he 
calls  osteochondritis.  The  condition  seems  to  be 
rare,  as  published  cases  do  not  exceed  fifty  including 
those  referred  to  under  some  other  name.  There 
is  some  evidence  that  the  disease  is  familial  in 
character.  Eighty  per  cent  of  reported  cases  were 
boys.  There  is  no  tuberculosis  or  luetic  basis,  the 
disease  appearing  during  periods  of  general  good 
health.  Prominent  symptoms  are  lack  of  assurance 
in  walking,  a  slight  swing  to  one  side,  and  fatigue; 
pain  does  not  cause  any  serious  disturbance.  There 
is  shortening,  and  muscular  atrophy,  and  limitation 
of  abduction. 

Rontgen  pictures  show  alteration  in  the  femoral 
neck  and  epiphysis.  There  is  a  rarefaction  in  the 
neck  near  the  epiphysis,  and  the  upper  epiphysis 
and  head  are  flattened,  crushed,  or  even  divided  in 
pieces.  In  differential  diagnosis  the  rontgen  ray  is 
most  valuable,  as  the  disease  simulates  coxa  vara 
and  other  juvenile  deforming  arthritides  very  closely 
in  clinical  signs  and  symptoms.  The  course  of  the 
disease  is  said  to  be  of  a  benign  nature  and  the  prog- 
nosis good  as  to  ultimate  recovery  with  functional 
integrity. 

The  author  discusses  at  some  length  the  nature 
of  the  disease  as  compared  with  other  juvenile  hip 
troubles,  especially  coxa  vara.  The  name  coxa 
vara  capitalis  has  been  suggested  by  Levy,  but  this 
term  is  not  applicable  in  all  cases,  as  the  change  in 
the  angle  of  the  femoral  neck  is  secondary  to  the 
disease  and  is  not  present  in  every  case. 

One  case  examined  at  operation  by  Perthes 
showed  normal  joint  fluid  and  synovium,  a  flattened 
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head,  and  an  irregular  distribution  of  cartilage  in 
numerous  islands  connected  by  thin  plates  of  carti- 
lage. The  cartilage  was  histologically  normal,  as 
was  also  the  hard  and  spongy  bone  and  the  mar- 
row. He  regards  the  islands  as  proliferations  of 
cartilage  rather  than  a  result  of  cicatrization.  Six 
cases  observed  by  the  author  are  reported.  These  6 
were  all  that  were  found  in  1,500  cases  of  hip  af- 
fection, which  indicates  that  the  disease  is  rare. 

W.  A.  Clark. 

Allison,  N.:  Tuberculosis  of  the  Hip;  An  Analysis 
of  Twenty-Five  Selected  Gases.  Am.  J.  Orth. 
Surg.,  1915,  xii,  623. 

The  author  reports  25  cases  of  tuberculous  hip 
disease  treated  at  the  St.  Louis  Children's  Hospital 
within  the  last  four  years.  These  cases  have  gone 
on  to  recovery  in  that  they  have  ceased  to  have 
symptoms  and  now  have  weight-bearing  joints. 

Diagnosis  was  made  positive  in  so  far  as  clinical 
tests  go.  The  cases  have  been  under  frequent  ob- 
servation and  have  been  studied  by  frequent  ex- 
aminations and  radiograms. 

Allison  states  that  he  is  not  of  the  opinion  that  an 
ankylosed  joint  is  the  best  result  that  can  be  ob- 
tained in  the  treatment  of  hip  disease,  and  he  feels 
that  what  Lorenz  calls  the  "weight-bearing  ther- 
apy" is  an  incomplete  and  careless  method  of  treat- 
ment. He  believes  that  the  Bradford  abduction 
and  traction  splint  is  the  best  treatment  during 
the  convalescent  stage,  and  he  does  not  believe  in 
allowing  weight-bearing,  as  is  done  in  the  treatment 
with  plaster  of  Paris  spicas. 

The  author  gained  the  following  from  his  studies: 

1.  The  average  shortening  where  plaster  of  Paris 
spicas  were  used  was  1.45  inches;  with  the  Bradford 
traction  abduction  splint  0.56  inches. 

2.  The  average  atrophy  of  the  thigh  with  spicas 
was  1.47  inches  and  of  the  calf  0.5  inch;  with  splint 
the  atrophy  of  the  thigh  was  1.27  inches  and  of  the 
calf  0.76  inch.  From  this  the  author  concludes  that 
the  use  of  traction  does  not  materially  increase  the 
amount  of  atrophy. 

3.  Motion  was  preserved  in  all  hips  treated  with 
traction  and  was  lost  in  60  per  cent  of  the  cases 
treated  with  spicas. 

4.  Abscesses  occurred  in  ssH  P^^  cent  of  the 
cases  treated  with  spicas  and  in  40  per  cent  of  those 
treated  with  splints. 

5.  Of  the  cases  treated  with  spicas  there  were  6 
cases  which  developed  complete  bony  ankylosis. 
In  5  it  was  necessary  to  do  an  osteotomy  in  order  to 
correct  adduction  and  flexion  deformity.  Two  of 
the  cases  recovered  with  motion  through  45  per  cent 
in  flexion. 

6.  Of  the  cases  treated  with  the  traction  ab- 
duction splints  no  case  resulted  in  bony  ankylosis 
and  in  no  case  was  it  necessary  to  correct  deformity 
by  osteotomy.  All  of  the  hips  were  held  in  a 
position  of  abduction. 

The  author  reports  several  of  his  cases  illustrated 
with  radiograms.  Lloyd  T.  Brown. 


Packard,  G.  B.:  The  Management  of  the  Conva- 
lescent State  of  Hip  Disease.  Am.  J.  Orth. 
Surg.,  1915,  xii,  666. 

The  author  warns  against  discontinuing  treat- 
ment of  tubercular  hips  until  it  is  positively  assured 
that  the  disease  is  completely  arrested.  Freedom 
from  pain  and  muscular  spasm  does  not  necessarily 
mean  an  arrest  of  the  disease.  The  position  of 
the  limb  is  a  more  reliable  guide.  Adduction  is  a 
clinical  expression  of  joint  irritation  and  when  pres- 
ent together  with  flexion  is  sufficient  indication  for 
continuing  treatment.  Rontgen  pictures  are  also 
valuable  in  determining  the  course  and  state  of  the 
disease.  If  the  size  of  the  acetabulum  is  increasing 
and  the  size  of  the  head  diminishing,  the  process  is 
still  active.  The  best  method  of  treatment  in  the 
convalescent  stage  is  a  plaster  spica  holding  the  leg 
in  abduction,  but  in  some  cases  protection  from 
weight-bearing  is  necessary.  Adduction  and  flexion 
should  be  prevented  during  treatment,  but  trauma 
by  application  of  too  much  force  or  by  open  opera- 
tion is  to  be  avoided  while  the  disease  is  progressive. 
The  author  reports  a  case  in  which  it  was  necessary 
to  continue  treatment  for  seven  years,  a  discontinu- 
ance at  the  end  of  two,  four,  and  five  years  having 
been  followed  in  each  instance  by  recurrence  of 
adduction  and  flexion.  Many  cases  of  hip  disease 
are  discharged  as  cured  while  the  disease  is  still 
progressive.  W.  A.  Clark. 

Sever,  J.  W.,  and  Fiske,  E.  W.:  Tuberculosis  of  the 
Knee- Joint  in  Childhood;  a  Study  of  638 
Cases.     Am.  J.  Orth.  Surg.,  1915,  xii,  597. 

Sever  and  Fiske  review  638  cases  of  knee-joint 
disease  in  childhood.  Tuberculosis  of  the  knee 
occurs  somewhat  more  frequently  in  boys  than  in 
girls,  and  notably  in  early  life,  the  age  of  2  years 
showing  the  greatest  number.  Thirty  per  cent 
followed  trauma,  which  however  is  only  an  incidence. 
Family  tuberculosis  occurred  in  at  least  79  per  cent; 
II  per  cent  had  other  joints  involved.  As  to  path- 
ology, the  disease  generally  begins  in  the  spongy 
epiphysis  near  the  junction  and  generally  in  the 
region  of  the  internal  condyle,  though  Stiles  states 
that  the  most  common  situation  is  in  the  diaphysis. 
Of  the  cases  operated  upon,  practically  all  had  bony 
involvement,  and  only  about  half,  synovial  disease. 
X-ray  examination  showed  nearly  always  an  epiphy- 
sitis, some  atrophy,  and  loss  of  contour  of  articulat- 
ing surfaces.  The  symptoms,  in  order  of  frequency, 
showed  local  swelling,  especially  at  the  internal 
condyle;  limitation  of  motion;  permanent  flexion; 
local  heat;  painful  motion;  subluxation;  and  abscess. 
The  limb  is  usually  lengthened  the  first  two  years. 
A  quarter  of  the  cases  showed  abscesses. 

The  treatment  was  largely  conservative,  consist- 
ing in  protecting  the  joint  from  motion  and  weight- 
bearing  by  casts,  splints,  and  traction.  Deformities 
were  corrected  under  ether,  manually,  by  genuclast, 
osteotomies,  and  tenotomies.  When  abscesses  and 
sinuses  persisted,  erosion  was  done,  followed  if 
necessary  by  resection  of  the  joint.     The  average 
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duration  of  treatment  was  5  years,  but  operated 
cases  averaged  a  year  and  a  half  longer.  The  re- 
sults of  treatment  showed  twice  as  many  satis- 
factory as  unsatisfactory  cases;  the  non-operated 
group  showed  up  better  than  the  operated  (however, 
the  severer),  while  the  very  best  results  came  from 
cases  treated  with  splints  and  plaster  casts. 

Robert  G.  Packard. 

Rogers,  M.  H.:    Tuberculosis  of  the  Knee-Joint 
in  Adults;  Prognosis  and  Treatment.     Am.  J. 

Orth.  Surg.,  1915,  xii,  589. 

Rogers  compares  the  end-results  of  conservative 
and  operative  treatment.  The  trend  of  100  cases 
under  conservative  treatment  was  progressively 
bad,  showing  no  record  of  a  cured  case,  but  coming 
within  four  years  to  excision  or  amputation.  The 
operative  treatment  in  a  group  of  47  cases  included 
excisions,  amputations,  exploratory  arthrotomies, 
drainage,  and  curettage.  Excision  always  caused 
the  active  tuberculosis  to  become  quiescent,  and 
a  favorable  ankylosis  was  secured. 

A  group  of  20  cases  was  carefully  studied,  the  ob- 
servations including  a  careful  exploratory  arthrot- 
omy.  These  arthrotomies  showed  variously  the 
successive  changes:  thickened  capsule,  pannus  for- 
mation with  eroded  cartilage  underneath,  formation 
of  adhesions,  turbid  gelatinous  fluid,  and  rice  bodies. 
The  arthrotomy  was  done  not  unnecessarily,  but 
because  an  exact  diagnosis,  prognosis,  and  treatment 
could  not  otherwise  be  determined,  a  pathological  ex- 
amination of  a  strip  of  the  thickened  capsule  and  a 
portion  of  the  pannus  will  furnish  conclusive  evidence. 

The  conclusions  are  that  conservative  treatment 
is  not  satisfactory  in  adults,  an  exact  diagnosis 
within  the  first  year  often  being  impossible  without 
arthrotomy;  and  that  excision  is  justifiable  as  early 
as  diagnosis  is  made.  Robert  G.  Packard. 

Cofield,  R.  B.:  Syphilis  of  the  Joints.    Lancet-Clin., 
1915,  cxiii,  346. 

Until  late  years  syphilitic  arthritis  has  been  con- 
sidered a  rarity  due  to  the  frequent  absence  of  the 
ordinary  symptom-complex,  but  now,  with  the  aid 
of  the  Wassermann,  it  is  claimed  that  7  per  cent  of 
all  arthritides  in  children  is  luetic.  The  congenital 
and  acquired  types  are  different. 

The  congenital  type,  first  an  epiphysitis,  shows 
synovial  effusion  in  the  adjacent  joint  with  painless 
and  practically  normal  passive  motion,  a  low  inter- 
mittent fever  (simulating  the  tubercular  type), 
together  with  the  luetic  physiognomy,  characteris- 
tic teeth  and  keratitis.  The  larger  joints  are  mostly 
affected,  often  bilaterally,  with  little  or  no  pain, 
but  with  a  feeling  of  weakness  due  to  joint  distention 
and  ligament  relaxation.  The  X-ray  shows  osteo- 
chondritis or  epiphysitis  with  periostitis  and  later  a 
tendency  to  osteo-arthropathy. 

The  acquired  types  are  four:  (i)  simple  arthralgia, 
occurring  especially  in  the  secondary  and  tertiary 
stages,  characterized  by  severe  pain  in  one  or  more 
joints,   notably  in  repose,   but  without  objective 


symptoms;  (2)  hydrarthrosis,  usually  in  the  larger 
joints,  especially  the  knee,  showing  effusion,  capsule 
thickening,  overstretched  ligaments,  joint  in- 
security, mild  fever,  and  vague  pains  in  the  limbs; 
(3)  gummatous  involvement  with  gross  pathological 
changes  in  the  tertiary  stage,  showing  rounded  or 
flattened  bodies  in  the  synovia  or  ligamentous 
attachments,  changing  later  into  ulceration,  thick- 
ened capsule,  the  X-ray  picture  showing  thickened 
soft  parts,  bony  destruction,  and  enlarged  contig- 
uous bone,  with  a  history  of  gradual  onset,  slight 
pain  and  fever,  slight  limitation  to  motion,  and  joint 
instability;  (4)  osteo-arthropathy  or  Charcot  joint, 
with  its  effusion,  relaxed  ligaments,  hypermobility, 
frequent  subluxations,  and  rare  pain.  The  X-ray 
is  very  valuable  in  diagnosis. 

Differential  diagnosis.  Tuberculous  joints  do  not 
react  to  antisyphilitic  treatment,  usually  show  more 
pain,  a  positive  tuberculin  reaction,  and  character- 
istic X-ray  picture.  Rickets  show  rachitic  rosary, 
no  involvement  of  the  shaft,  less  painful  epiphysis, 
and,  rarely,  joint  effusion.  Acute  articular  rheu- 
matism shows  high  fever,  diaphoresis,  transient  and 
migratory  joint  involvement,  and  history  of  tonsil- 
litis. Hypertrophic  and  atrophic  arthritis  shows 
characteristic  X-ray  pictures.  Gonorrhoeal  arthritis 
shows  high  fever,  more  acute  infection  with  pain  and 
tenderness,  and  serologic  test.  Osteomyelitis  does 
not  show  thickening  and  sclerosis  of  cortex.  Osteo- 
sarcoma runs  a  rapid  course  and  has  not  the  multi- 
plicity of  lesions. 

Treatment  includes  prophylaxis,  antisyphilitic 
measures,  supporting  apparatus,  and  often  drainage 
of  broken-down  joints.  Robert  G.  Packard. 

O'Reilly,  J.  A,:  Joint  Syphilis  in  Children.     Am.  J.. 

Orth.  Surg.,  1915,  xii,  683. 

The  author  calls  special  attention  to  the  frequency- 
of  joint  syphilis  in  children.  Nine  to  ten  per  cent 
of  all  cases  examined  at  the  Orthopedic  Clinic  of" 
the  Washington  University  Hospital  had  joint 
syphilis.  Adults  were  more  commonly  affected 
than  children.  He  has  considered  here  the  congen- 
ital type  largely.  The  pathology  and  symptoms 
show  symmetrical  synovial  effusion,  little  pain,  but 
more  severe  at  night,  and  interference  with  func- 
tion. There  is  a  thickening  at  the  epiphyseal  line, 
altering  the  joint  and  limiting  the  motion.  A  hyper- 
plasia is  often  seen,  but  bone  destruction  which 
occurs  in  the  gummatous  stage  is  seen  less  fre- 
quently. A  positive  X-ray  is  less  conclusive  in 
joint  syphilis  than  in  a  tubercular  joint.  The  joints, 
involved  most  frequently  are  in  order:  the  hips,  knee, , 
ankle,  spine,  and  elbow.  The  Wassermann  is  not 
always  positive  but  fairly  reliable.  The  differential 
diagnosis  is  made  between  tubercular  joints,  osteo- 
chondritis, infective  and  atrophic  arthritis,  and  joint 
syphilis.  The  conclusions  are  that  about  one-half 
per  cent  of  all  joint  conditions  are  syphilitic  and 
that  many  joints  treated  for  other  diseases  are 
syphilitic.  He  advises  laboratory  examination  when, 
the  diagnosis  is  in  doubt.  H.  W.  Maltby. 
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Eikenbary,  C.  F.:  A  Hitherto  Undescribed  Dys- 
trophy, Probably  of  Luetic  Origin,  Affecting 
Particularly  the  Joints  of  the  Lower  Extremity. 

Am.  J.  Orth.  Surg.,  1915,  xii,  689. 

Eikenbary  describes  a  dystrophy,  occurring  in 
three  children  of  one  family,  affecting  the  joints  of 
the  lower  extremities,  particularly  the  knees  and 
ankles.  The  children  ranged  in  age  from  6  to  19 
years,  and  complained  of  deformity,  swelling,  and 
disability  of  the  knees.  The  family  history  was 
negative,  there  being  four  other  children,  also. 
They  all  gave  a  history  of  "nursing  sores,"  and 
"rheumatism,"  and  slight  trauma  to  the  knee. 
Examination  showed  in  all  three  children  some  lack 
of  physical  development,  fissures  about  the  mouth,  a 
negative  Wassermann,  and  one  or  both  knees  con- 
siderably deformed,  swollen,  boggy,  without  excess 
of  fluid,  with  motion  normal  in  flexion  and  exten- 
sion, and  with  some  abnormal  lateral  motion, 
accompanied  by  no  pain.  The  X-ray  findings 
were  very  important,  showing  dystrophic  changes  in 
the  diaphyso-epiphyseal  junction  or  in  the  epiphysis, 
irregular  deposits,  cortex  thickening,  and  definite 
areas  of  bone  atrophy  and  deformity  in  the  femur, 
fibula,  and  patella. 

Microscopic  findings  in  one  case  in  which  opera- 
tion was  done  to  secure  ankylosis,  showed  a  char- 
acteristic picture  of  syphilitic  osteochondritis.  In 
differential  diagnosis,  tabes  and  Charcot  joint  were 
ruled  out  by  negative  neurological  findings  and  a 
negative  Wassermann;  infection  by  absence  of  severe 
pain,  no  limitation  of  motion,  and  bony  changes; 
syringomyelia  by  absence  of  sensory  changes;  while 
a  diagnosis  of  late  syphilis  was  suggested  by  lesions 
about  the  mouth,  bowing  of  the  tibia  in  one  case, 
and  the  microscopic  picture  of  a  distorted  line  of 
ossification  of  cartilage.  Robert  G.  Packard. 

Toussaint,  H.:  The  Treatment  of  Gangrenous 
Wounds  by  Free  Incision.  Med.  Press  y  Cite, 
1915,  cl,  366. 

A  case  is  reported  of  a  soldier  who  was  wounded 
two  days  before  entrance  to  the  hospital,  an  un- 
determined projectile  having  entered  the  middle 
third  of  the  right  arm.  Primary  haemorrhage  had 
been  pretty  free,  but  had  been  arrested  by  pressure 
applied  by  a  comrade  in  the  trench. 

The  aperture  of  entry,  the  size  of  a  shilling,  was 
situated  just  over  the  vasculovenous  plexus;  that  of 
exit,  situated  in  the  same  transverse  plane,  was  as 
big  as  a  crown-piece.  The  biceps  muscle  had  been 
forced  out,  forming  a  hernial  projection,  and  had 
a  necrotic  odor.  Sensation  and  motion  of  the  distal 
part  of  the  limb  were  intact,  but  the  limb  as  a  whole 
was  cedematous,  though  the  fingers  were  not  cold. 
In  comparison  with  that  on  the  left  side,  the  radial 
pulse  was  barely  perceptible.  His  general  state 
was  that  of  a  profoundly  infected  anaemic  subject, 
temperature  102.8°  F.,  features  drawn  and  anxious. 

Four  days  later  there  was  a  secondary  haemor- 
rhage. After  freely  opening  up  the  aperture  of 
entry,  a  pouch  of  imperfectly  organized  coagulated 


fibrin,  the  size  of  a  large  fowl  egg,  was  found. 
This  was  emptied  thoroughly  by  digital  curettage. 
The  distal  end  of  the  brachial  artery  was  cut  right 
through  and  bared  for  an  inch  and  a  half.  More 
than  an  inch  of  this  ragged  end  was  resected  and  a 
No.  2  silk  ligature  applied  to  healthy  tissue.  The 
brachial  vein  was  split  on  one  side,  and  was  tied 
between  two  ligatures.  The  central  end  of  the 
artery  was  exposed  below  the  origin  of  the  external 
collateral  branch  and  was  tied  with  a  No.  2  silk. 

On  taking  off  the  tourniquet,  no  oozing  took  place; 
the  cavity  was  lightly  packed  with  gauze,  main- 
tained in  place  with  a  pad  of  cotton-wool,  the  hand 
reposing  on  an  inclined  cushion. 

After  oscillating  between  102.5°  ^.nd  104°  F,  the 
temperature  fell  to  98.8°  F.  on  the  next  day.  The 
radial  pulse  could  be  felt,  though  feebler  than  on 
the  other  side.  On  the  eighth  day  after  operation 
he  was  able  to  get  up,  with  his  arm  in  a  sling,  and 
his  ultimate  recovery  seemed  certain,  with  integrity 
of  function. 

An  infected  wound  by  firearms,  threatened  with 
secondary  haemorrhage,  calls  for  immediate  preven- 
tive opening  up.  This  is  the  only  rational  plan  of 
treatment  enabling  us  to  afford  security  against 
haemorrhage  with  a  maximum  prospect  of  ultimate 
recovery.  Edward  L.  Cornell. 

Brickner,  W.  M.:  Prevalent  Fallacies  Concerning 
Subacromial  Bursitis;  Its  Pathogenesis  and 
Rational  Operative  Treatment.     Am.  J.  M.  Sc, 

1915,  cxlix,  351. 

The  author  maintains  that  fallacies  prevail 
largely  in  shoulder  conditions,  particularly  in  stiff 
and  painful  shoulder. 

Thickened  bursa  walls  cast  no  shadows,  but 
calcareous  deposits  in  and  about  the  bursae  cause 
shadows.  The  calcareous  deposits  are  beneath  the 
subacromial  bursae  and  upon  the  supraspinatus 
tendon,  occasionally  near  the  insertion  of  the  in- 
fraspinatus tendon.  The  deposit  may  be  gritty 
and  granular  and  the  size  of  a  small  sesamoid  bone, 
or  of  a  fluid  consistency  which  escapes  upon  incision 
through  the  bursa  wall.  The  deposits  occur  singly 
and  in  multiple.  Trauma  in  adults  is  the  greatest 
etiological  factor  of  these  deposits,  as  shown  by 
radiographs.  In  the  cases  of  extratendinous  depos- 
its tears  in  the  capsule  were  shown,  granulation  tissue 
forming  later.  The  deltoid  always  shows  swelling 
and  a  definite  point  of  tenderness  on  pressure  just 
over  or  above  the  lesser  tuberosity;  abduction  and 
internal  rotation  are  limited. 

The  history  and  careful  comparative  examination 
with  a  radiograph  diagnosticates  the  condition. 
Acute  conditions  are  relieved  by  early  removal  of 
the  lime  deposits,  disturbing  the  sac  as  little  as  pos- 
sible. Removal  of  any  portion  of  the  sac  is  advised 
against.  An  incision  2  to  3  inches  long  extending 
from  the  outer  border  of  the  acromion  downward 
and  outward  toward  the  outer  condyle  through  the 
deltoid  exposes  the  sac.  This  sac  is  opened,  and  with 
a  dull  curette  any  lime  deposits  present  are  removed, 
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any  adhesive  bands  present  being  severed  and  re- 
moved; next  an  incision  is  made  through  the  floor 
of  the  sac  and  the  entire  bursa  explored.  The  in- 
cisions are  closed  with  catgut.  The  bursal  sac  is 
anointed  with  sterile  vaseline  on  its  inner  surface 
on  the  theory  that  adhesions  are  thus  prevented  to  a 
certain  extent.  The  arm  is  put  up  in  a  plaster 
spica  in  strong  abduction.  A  cure  is  usually  effected 
in  ten  to  sixty  days.  Pain  is  relieved  only  by  re- 
moval of  the  lime  deposits.  H.  W.  Maltby. 

FRACTURES  AND  DISLOCATIONS 

McGuire,  F.  W. :    The  Treatment  of  Compound 
Fractures.    Lancet-Clin.,  19 15,  cxiii,  433. 

The  paper  is  a  resume  of  the  present-day  treat- 
ment of  compound  fractures  in  their  various  aspects. 
The  author  groups  his  cases  into  direct,  indirect, 
amputations,  gunshot,  and  compound  fractures  into 
joints. 

The  first  principle  in  treating  compound  fractures 
is  to  convert  them  into  simple  fractures  if  possible. 
Control  of  haemorrhage  is  the  only  circumstance 
which  warrants  enlarging  or  entering  these  wounds 
directly  with  the  fingers  or  instruments.  The  wound 
and  skin  should  be  cleansed  with  a  five  per  cent 
tincture  of  iodine  and  the  blood-clot  swabbed  out 
with  gauze  saturated  with  the  same  solution. 
Plating  or  other  bone  operations  are  never  done  until 
the  danger  of  infection  has  been  eliminated  and  the 
wound  perfectly  healed.  Robert  B.  Cofield. 

Marcy,    W.    H.:     Some   Medicolegal    Features   of 
Fractures.     Am.  J.  Surg.,  1915,  xxix,  121. 

Marcy  considers  this  subject  from  several  points 
of  view. 

1 .  As  to  the  physician,  the  law  holds  that  he  must 
exercise  reasonable  care  and  skill  in  the  treatment 
of  fractures.  A  radiograph  should  be  taken  to 
clear  up  the  diagnosis  and  as  a  record.  The  author 
warns,  however,  against  the  misleading  impression 
an  X-ray  may  give,  as  a  perfect  functional  recovery 
may  show  the  bones  more  or  less  out  of  alignment 
or  in  a  comminuted  fracture  about  a  joint,  while 
the  X-ray  plate  may  show  perfect  position,  but  there 
may  be  a  stiff  joint. 

2.  Under  the  heading  of  susceptibility  of  the 
individual  to  fracture  the  author  discusses  the 
effect  of  age  and  various  diseases,  as  syphilis,  rickets, 
and  others,  as  predisposing  causes  of  fracture,  and 
he  emphasizes  the  care  necessary  on  the  part  of  the 
physician  to  keep  these  facts  in  mind. 

3.  In  regard  to  litigation,  the  question  of  deciding 
whether  a  person  has  ever  suffered  a  fracture  in 
old  cases,  and  the  possibility  of  the  position  in  which 
an  X-ray  is  taken  giving  a  false  impression  of  de- 
formity or  injury,  are  discussed.  Examples  are 
given  of  possible  false  impressions  given  by  X-ray  of 
normal  structures,  special  emphasis  being  laid  on  the 
spine,  hip,  and  sacro-iliac  joints. 

Frank  D.  Dickson. 


Grabowski,  A.:    Experience  with  Nail  Extension 

(Erfahrungen  mit  Nagelextension) .    Deutsche  Zischr. 
f.  Chir.,  1915,  cxxxii,  529. 

Steinmann's  nail  extension  undoubtedly  has  some 
great  advantages  as  compared  with  other  methods 
of  extension.  As  the  force  acts  directly  on  the  bone, 
much  more  powerful  traction  is  exerted  than  with 
any  other  method;  therefore  the  effect  on  the  dis- 
location is  unusually  great.  In  extension  with  a 
plaster  cast  part  of  the  traction  is  lost  by  friction 
on  the  soft  parts.  In  nail  extension  less  weight 
accomplishes  the  same  purpose  and  the  danger  of 
overburdening  the  soft  parts  is  avoided.  Nail 
extension  exercises  continuous  traction,  which  is 
important  in  overcoming  the  dislocation.  The 
broken  extremity  is  freely  exposed;  therefore  it  is 
much  easier  to  watch  it  and  institute  motion  and 
massage  when  necessary  to  prevent  stiffness  of 
joints  and  atrophy  of  soft  parts  from  inaction. 
As  the  force  acts  on  a  circumscribed  point,  extension 
can  be  used  in  spite  of  injuries  to  the  skin,  such  as 
wounds,  eczema,  and  gangrene.  In  compound 
fractures  especially  it  is  possible  to  exercise  traction 
without  disturbing  the  wound. 

The  method,  however,  has  certain  disadvantages, 
such  as  danger  of  infection  and  pain,  injury  of  the 
bone,  especially  of  the  epiphysis,  joint  disturbances, 
and  delayed  consolidation  on  account  of  too  strong 
traction.  The  chief  danger  is  the  possibility  of 
infection. 

Steinmann  himself  reports  very  good  results  with 
nail  extension,  especially  in  old  healed  fractures  with 
great  shortening.  He  thinks  the  danger  of  infection 
is  slight  if  careful  asepsis  is  practiced.  Anschiitz 
also  had  excellent  results.  He  believes  that  in 
compound  fractures  with  great  dislocation  the  prog- 
nosis is  better  than  with  any  other  method.  He 
does  not  use  nail  extension  in  recent  simple  fractures 
for  fear  of  transforming  a  simple  into  a  compound 
fracture.  Waegner  also  advocates  Steinmann's 
method.  He  has  used  it  in  26  cases  with  no  in- 
fection. Heinemann  had  good  anatomical  and 
functional  results  in  cases  where  the  prognosis  was 
very  bad.  He,  too,  thinks  that  because  of  the  danger 
of  infection  the  method  should  be  used  only  when 
there  are  strict  indications  for  it,  Gerster  values  the 
method  because  of  its  simplicity,  the  constancy  of 
the  traction,  and  the  possibility  of  beginning  motion 
early.  He  thinks  the  danger  of  infection  is  slight. 
Bardenhauer  and  Graessner  think  that  the  method 
has  all  the  dangers  of  an  operation  and  should  be 
used  only  when  there  are  strict  indications. 

Korber,  among  70  cases,  had  only  33  that  re- 
covered uneventfully;  in  19  there  was  slight  in- 
flammatory reaction;  in  12  suppuration  in  the  nail 
wound,  in  5  small  abscesses  and  in  one  phlegmon; 
in  one  there  was  erysipelas,  not  originating  in  the 
nail  wound.  Schwarz  examined  the  secretion 
bacteriologically  in  6  cases  and  found  staphylococci 
in  5  and  streptococci  in  i.  He  thinks  it  is  not  pos- 
sible to  keep  the  bone  and  soft  parts  aseptic  through- 
out the  treatment.     He  had  one  case  of  death  from 
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nail  extension,  the  only  fatal  case  that  has  been 
reported.  Magnus,  among  ii  cases  of  nail  exten- 
sion, had  only  3  that  were  completely  successful. 

Riedl  reports  40  cases,  with  good  results  in  all. 
He  thinks  that  especially  in  old  and  compound 
fractures  it  is  an  almost  indispensable  method  for 
obtaining  functional  cure. 

Grabowski  reports  10  cases  from  the  Bonn  Sur- 
gical Clinic.  In  10  of  the  cases  the  results  were 
excellent,  even  brilliant,  and  these  were  particularly 
severe  fractures.  There  was  incomplete  correction 
of  the  dislocation  in  5  cases,  delay  in  callous  forma- 
tion in  3,  pain  in  2,  infection  in  8;  one  of  these 
cases  was  a  severe  osteomyelitis;  the  others  were 
only  slight  infections.  In  3  of  the  cases  the  result 
was  excellent  in  spite  of  the  infection.  The  longer 
the  nail  is  left  in  position  the  greater  the  danger  of 
infection.  The  average  time  the  nail  was  left  in 
position  was  three  to  three  and  one-half  weeks. 
Nail  extension  is  more  dangerous  in  youthful  pa- 
tients, because  of  the  danger  of  disease  of  the 
epiphysis. 

The  author's  conclusions  are  as  follows: 

Nail  extension  offers  great  advantages  over  other 
methods,  especially  in  compound  and  old  fractures. 
It  cannot  be  regarded  as  the  method  of  choice  be- 
cause of  the  dangers  attached  to  it;  it  should  be 
regarded  as  a  true  operation  and  performed  only 
when  there  are  strict  indications.  It  is  reserved 
for  cases  where  Bardenhauer's  method  has  either 
been  unsuccessful  or  would  evidently  be  so.  It  is 
indicated  in  cases  of  advanced  consolidation  with 
vicious  position  of  the  fragments;  in  compound 
fractures,  with  great  dislocation  of  the  ends  of  the 
fragments  and  extensive  injuries  of  the  soft  parts, 
and  in  any  severe  fractures  near  the  ankle-joint 
where  there  is  not  sufficient  surface  for  satisfactory 
plaster  extension.  A.  Goss. 

Lane,  W.  A. :  Results  of  Some  Fracture  Operations. 

Am.  J.  Surg.,  1915,  xxix,  73. 

The  author  reports  the  results  of  operations  on 
nine  cases  of  severe  fracture  or  non-union  of  old 
fractures  and  shows  the  X-ray  plates  taken  before 
and  after  operation.  He  says  that  failure  in  opera- 
tions of  this  kind  is  due  to  a  want  of  observation 
of  the  simplest  rules  by  which  asepsis  can  always 
be  ensured;  it  also  results  from  a  deficient  knowl- 
edge of  the  simplest  mechanical  principles  and  a 
want  of  skill  and  ingenuity;  also,  because  of  the 
employment  of  excessive  force,  immensely  power- 
ful traction  on  the  fragments  being  a  source  of  great 
danger.  Skillful  manipulation  is  easily  the  most 
effectual  method  by  which  accurate  apposition  can 
be  ensured.  Another  source  of  failure  is  the  use  of 
ridiculously  small  plates.  The  largest  and  stoutest 
plates  that  circumstances  permit  should  be  em- 
ployed. Lloyb  T.  Brown. 

Young,  J.  K.:    Fractures  in  the  Neighborhood  of 
Joints.     Am.  J.Surg.   1915,  xxix,  115. 

Young  considers  these  fractures  under  the  follow- 
ing headings:     (i)  simple  fractures;  (2)  compound 


fractures;  (3)  comminuted  fractures;  and  (4) 
fractures  complicated  with  dislocations. 

The  importance  of  careful  diagnosis  confirmed 
by  X-ray  is  emphasized  in  fractures  about  joints. 

In  simple  fractures  Young  advises  placing  the 
joint  in  that  position  which  allows  of  keeping  the 
fragments  in  the  best  apposition.  If  ankylosis  is 
feared,  the  joint  should  be  dressed  in  that  position 
which  will  give  the  best  possible  service.  Large 
loose  fragments  should  be  removed.  In  compound 
fractures,  especially  when  comminuted,  careful 
dressing  and  proper  fixation  often  prevent  disastrous 
results.  Young  prefers  Packard  or  Esmarch's 
bracketed  wire  splints  for  fixation  in  such  cases. 

In  compound  fractures  of  the  astragalus  excision 
often  gives  gratifying  results.  In  fractures  com- 
plicated with  dislocation  the  author  advises  re- 
duction under  an  anaesthetic  as  promptly  as  possible 
and  fixation  of  the  fragments  by  plates,  screws, 
etc.  Great  attention  should  be  given  to  prevent- 
ing relaxation.  Young  believes  that  passive  motion 
in  joint  fractures  should  not  be  used  before  three 
weeks,  though  change  of  position  may  be  had  from 
time  to  time.  In  operative  procedures  the  strictest 
asepsis  should  be  used,  and  if  this  is  impossible  no 
operation  should  be  done.  Frank  D.  Dickson. 

Breton,  P.  le:  Arthritis  of  the  Joints  of  the  Hand 
Following  CoUes'  Fracture.  Surg.,  Gynec.  & 
ObsL,  1915,  XX,  450. 

The  author  calls  attention  to  a  condition,  not 
described  in  the  literature,  which  sometimes  follows 
CoUes'  fracture  or  other  traumatic  lesions  of  the 
upper  extremity.  From  three  to  six  weeks  after 
the  fracture,  about  the  time  for  the  removal  of  the 
splints,  an  inflammation  of  the  joints  of  the  hand 
and  wrist  sets  in,  accompanied  by  oedema,  severe 
pain,  and  loss  of  motion.  The  inflammation  in- 
creases gradually  and  comes  to  a  climax  in  two  to 
four  weeks,  then  slowly  subsides,  leaving  the  hand 
weak,  painful,  and  stiff.  Later  there  is  a  marked 
atrophy  of  the  tissues  and  the  patient  is  unable  to 
flex  the  fingers  to  the  palm. 

Of  the  10  cases  seen  by  the  author,  4  recovered, 
2  are  convalescing,  3  were  permanently  crippled,  and 
I  died  of  cardiac  complications.  The  patients  were 
mostly  females,  over  40  years  old,  and  most  of  them 
had  some  arteriosclerosis.  The  condition  was  not 
due  to  tight  bandages,  to  improper  reduction,  or  to 
ineffective  treatment  in  any  way.  It  seemed  to  be 
a  traumatic  arthritis  of  late  development.  The 
treatment  advised  was  rest,  baking,  gentle  massage, 
and  passive  motion. 

Moorhead,  J.  J.:  The  Abduction  Treatment  of 
Fracture  of  the  Clavicle.  Am.  J.  Surg.,  1915, 
xxix,  120. 

The  vast  majority  of  fractures  of  the  clavicle  make 
an  excellent  functional  but  a  very  poor  anatomical 
recovery.  This  is  due,  first,  to  the  resulting  deform- 
ity, falling  downward,  inward,  and  forward  of  the 
outer  fragment;  second,  to  the  inability  to  firmly 
hold  the  parts  in  place  during  the  process  of  repair. 
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Moorhead  accidentally  discovered  in  treating  a 
fracture  of  the  humerus  in  right-angle  abduction  that 
a  fracture  of  the  clavicle  had  healed  in  almost  per- 
fect alignment.  He  now  uses  the  abduction  treat- 
ment in  all  cases  where  a  minimum  of  deformity  is 
desired.  To  apply  the  dressing  the  patient  is  seated 
and  with  the  elbows  flexed  at  right  angles  the  arms 
are  raised  to  the  right  angle  position  and  as  much 
beyond  as  is  necessary  to  overcome  the  overlapping. 
In  this  position  a  plaster  cast  is  applied  to  the 
affected  shoulder  only  and  left  on  three  weeks; 
after  its  removal  a  sling  is  used  for  a  week,  after 
which  no  further  support  is  necessary.  The  plaster 
over  the  fracture  may  be  cut  away  to  allow  inspec- 
tion if  desired.  Frank  D.  Dickson. 

Estes,  W.  L.:    Fractures  of  the  Femur,     Am.  J. 

Surg.,  1915,  xxix,  103. 

The  author  believes  that  a  fracture  of  any  part 
of  the  femur,  except  its  neck,  which  cannot  be 
reduced  under  anjesthesia  and  retained  in  position 
by  some  proper  apparatus  by  the  middle  of  the 
second  week,  should  have  the  benefit  of  an  open 
operation  unless  there  is  a  contra-indication  in  the 
condition  of  the  patient  or  some  strong  social  or 
medicolegal  consideration  against  it. 

The  treatment  of  fractures  of  the  neck,  upper, 
middle,  and  lower  third  of  the  femur  are  considered 
and  discussed  in  detail.  Arthur  J.  Davidson. 

Pirrung,  J.  E.:    Fractures  About  the  Ankle.     Am. 

J.Surg.,  191 5,  xxix,  no. 

Pirrung  advises  careful  investigation  with  the 
aid  of  the  X-ray  in  all  cases  of  ankle  fracture.  All 
cases  should  be  examined  and  reduced  under  an 
anaesthetic.  There  is  no  routine  appliance  or  splint 
recommended,  nor  is  there  a  method  of  operation 
advocated  to  the  exclusion  of  all  others.  What 
is  absolutely  required  is  that  a  careful  study  of 
each  case  be  made  under  the  guidance  of  the  X-ray, 
and  that  reduction  be  made  under  anaesthesia. 
When  this  is  done,  the  operator  must  decide  for 
himself  whether  by  an  open  operation  or  by  manipu- 
lation he  can  best  reduce  and  retain  the  parts  in 
their  former  relations.  Arthur  J.  Davidson. 

Fee,  F. :  Old  Dislocation  of  the  Head  of  the  Radius 
with  Fracture  of  the  Ulna  Corrected  by  Lane 
Bone-Plate.    Lancet-Clin.,  1915,  cxiii,  435. 

Fee  calls  attention  to  the  difficulty  of  correct 
diagnosis  in  fractures  and  dislocations  in  the  region 
of  the  elbow-joint  and  reports  an  interesting  case. 
He  first  saw  the  case  six  months  after  the  accident 
and  found  that  the  injuries  consisted  of  a  simple 
fracture  of  the  right  humerus  at  the  junction  of  the 
upper  and  middle  third,  compound  fracture  of  the 
inner  condyle,  simple  fracture  of  the  middle  third 
of  the  radius  with  dislocation  of  its  upper  end  back- 
ward, Compound  fracture  of  the  right  ulna  at  the 
junction  of  the  upper  with  the  middle  third. 

Operation,  which  included  plating  of  the  ulna, 
gave  a  good  functional  result.    Robert  B.  Cofield. 


Metcalf ,  C.  R. :  Separation  of  the  Epiphysis  of  the 
Small  Trochanter  of  the  Femur;  Two  New  In- 
stances of  a  Rare  Lesion.  J.  Am.  M.  Ass.,  1915, 
I.xiv,  1234. 

The  author  tabulates  the  reports  in  the  literature 
and  describes  two  new  instances  of  this  rare  lesion. 
The  separation  or  fracture  may  occur  as  the  result 
of  direct  or  indirect  injury,  but  ordinarily  it  is  due 
to  the  unexpected  and  violent  contraction  of  the 
iliopsoas  muscle. 

Lacking  radiographic  assistance,  the  positive 
diagnostic  evidence  in  this  lesion  is:  localized  pain 
and  tenderness;  inability  to  flex  the  thigh  or,  if  it 
be  present,  Ludloff's  sign;  localized  swelling  or 
ecchymosis  in  the  upper  part  of  Scarpa's  triangle. 

The  treatment  consists  of  immobilization  with 
the  thigh  flexed.  Robert  B.  Cofield. 

Ridlon,  J.:    Spontaneous  Dislocation  of  the  Hip. 

Am.  J.  Orth.  Surg.,  1915,  xii,  673. 

The  object  of  Ridlon's  paper  is  to  advocate  the 
use  of  the  term  "spontaneous  dislocation"  for  that 
of  "congenital  dislocation,"  which  has  been  in 
general  use  up  to  this  time,  and  a  study  of  defective 
hips  seems  to  warrant  this  change. 

A  congenital  deformity  is  a  "deformity  produced 
or  existing  at  birth."  In  these  cases  one  might 
properly  speak  of  congenitally  defective  acetabuli, 
for  such  is  the  fact  in  these  cases,  but  as  to  the  dis- 
location it  may  be  quite  different.  The  author  says 
that  it  is  quite  likely  that  in  some  cases  the  head 
slips  from  the  socket  before  birth,  and  that  in  some 
it  is  displaced  at  birth;  but  we  know  for  a  fact  that 
all  of  these  cases  are  born  with  defective  sockets  and 
loose  capsules.  We  do  not  know  just  when  most 
of  them  become  displaced,  but  we  do  know  that 
some  of  these  cases  do  not  become  displaced  until 
the  child  has  walked  for  some  time,  that  others  re- 
main in  place  until  weight  is  carried  with  the  limb 
adducted  or  hyperextended,  and  that  still  other  de- 
fective hips  are  dislocated  only  when  subjected  to  a 
considerable  traumatism,  and  still  others  are  never 
dislocated  at  all. 

The  author  shows  X-ray  pictures  of  cases  illustrat- 
ing the  above  facts  and  concludes  by  saying  that 
hips  vary  in  all  degrees,  from  those  that  were  never 
in  to  those  that  cannot  be  dislocated  without  frac- 
turing the  acetabulum.  Lloyd  T.  Brown. 

SURGERY  OF  THE  BONES,  JOINTS,  ETC. 

Bartow,  B.:  The  Further  Application  of  the  Intra- 
Articular  Silk  Ligament  in  the  Flail-Joints  of 
Poliomyelitis  Paralysis.  Tr.  Am.  Orth.  Ass., 
Detroit,  1915,  May. 

The  author  describes  a  method  of  limiting  the 
motion  in  a  flail-hip  by  means  of  heavy  silk  strands 
inserted  through  the  acetabulum  and  the  head  of  the 
femur.  The  No.  8  silk  is  drawn  through  a  drill 
hole  which  passes  through  the  lip  of  the  acetabulum 
and  the  head  of  the  femur  and  is  tied  over  the  capsule 
which  is  not  incised.     Motion  in  the  hip  is  at  once 
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restricted  by  the  silk.  The  leg  is  immobilized  in 
plaster  for  three  months  after  which  the  patient  is 
allowed  to  walk  with  crutches. 

In  children  the  cartilaginous  structure  of  the 
parts  impairs  the  result,  but  in  one  case,  aged  7, 
there  was  limitation  of  motion  after  six  months. 

In  genu  recurvatum  a  No.  10  silk  ligature  is  passed 
through  the  femur  at  the  level  of  the  condyles 
backward  and  downward  and  fastened  into  the 
tibia  holding  the  leg  in  slight  flexion.  This  position 
is  maintained  by  plaster  for  three  or  four  months. 

For  outward  rotation  of  the  thigh  several  strands 
of  No.  4  silk  are  passed  from  the  anterior  superior 
spine  of  the  ilium  and  fastened  to  the  greater  tro- 
chanter under  the  tensor  femoris  muscle  with  small 
intervening  spaces.  The  silk  strands  thus  resemble 
the  ribs  of  an  open  fan,  and  serve  to  hold  the  leg  in 
inward  rotation.  W.  A.  Clark. 

Robertson,  G. :  The  Result  of  Surgical  Treatment 
of  a  Long-Standing  Case  of  Congenital  Equi- 
novarus.    Bril.  J.  Surg.,  1915,  ii,  678. 

The  author  pleads  for  operative  interference  in 
old  neglected  club-foot  in  adults.  The  particular 
operation  cited  was  in  a  woman,  43  years  of  age,  who 
had  been  compelled  to  give  up  her  work  on  account 
of  increased  pain  on  walking.  His  incision  began 
over  the  middle  of  the  anterior  aspect  of  the  ankle- 
joint,  passed  downward  and  inward  to  a  point  a 
little  in  front  of  the  tubercle  of  the  scaphoid,  then 
forward  and  slightly  outward  to  the  head  of  the 
first  metatarsal  bone,  then  across  the  dorsum  of  the 
foot  to  the  head  of  the  fifth  metatarsal  and  finally 
backward  to  the  cuboid  on  the  external  aspect  of 
the  foot.  The  skin-flap  was  reflected  well  backward. 
A  bony  wedge  consisting  of  the  head  of  the  astragalus 
and  the  greater  process  of  the  os  calcis  was  removed. 
The  tendons  of  the  tibialis  anticus  and  of  the  ex- 
tensor of  the  great  toe  were  next  divided  close  to 
their  insertions  and  were  then  sutured  respectively 
to  the  tendon  of  the  peroneus  tertius  at  its  insertion 
and  to  the  fifth  metatarsal  bone  just  posterior  to 
the  head.  A  good  result  was  obtained  and  good 
function  in  six  weeks.  Three  weeks  later  he  decided 
to  treat  the  other  foot  in  a  similar  fashion,  but  sepsis 
resulted  and  complete  removal  of  the  astragalus 
was  necessary,  resulting  in  a  weak  ankle.  Arthrode- 
sis was  later  performed  with  such  good  function  to 
the  patient,  associated  as  it  was  with  a  movable 
ankle  on  the  other  foot,  that  the  author  feels  that 
an  arthrodesed  ankle  on  one  side  should  be  the 
operation  of  choice  in  these  neglected  cases  of  equino- 
varus.  M.  S.  Henderson. 

Allen,  H.  R.:  External  Bone-Plating.  Lancet-Clin., 
191S,  cxiii,43o. 

The  author  expresses  his  views  as  to  the  ad- 
vantages of  the  external  over  the  internal  bone- 
plates  and  describes  his  method  of  applying  external 
plating  in  fracture  cases. 

Bone  pins  are  used  which  are  capable  of  drilling 
their  own  holes  through  the  bone  and  are  provided 


with  handles  which  are  a  part  of  the  drills  themselves 
and  which  become  the  external  plate.  The  handle 
of  the  pin  is  made  of  a  low  melting  alloy  which  melts 
at  i6o°F.,  and  when  cool  is  sufficiently  strong  for  all 
purposes.  The  author  emphasizes  the  importance 
of  so  placing  the  pins  that  no  two  lie  in  the  same 
plane.  His  results  have  been  uniformly  satis- 
factory. Robert  B.  Cofield. 

Albee,  F.  H. :  The  Fundamental  Principles  Involved 
in  the  Use  of  the  Bone-Graft  in  Surgery.     Am. 

J.  M.  Sc,  1915,  cxlix,  313. 

Duration  of  cellular  life  depends  upon  means  of 
preservation  of  detached  parts.  Most  favorable 
tissues  for  grafting  are  simple  connective  tissues, 
the  autogenous  grafts  being  most  trustworthy. 
Bone-grafts  with  primary  union  and  properly 
contacted  in  absence  of  infection  are  always  success- 
ful as  to  viability  and  osteogenesis.  Clinical  suc- 
cess depends  upon  closely  fitting  and  generously 
contacting  all  corresponding  histological  layers, 
minimizing  trauma  from  tools  and  frictional  heat, 
preserving  graft  and  graft-bed  from  drying  and 
possible  infection,  securing  sufficient  haemostasis 
in  the  graft-bed,  employing  healthy  vascular  bone, 
and  using  the  inlay  principle. 

The  principle  of  Wolff's  law  causes  the  prolifera- 
tion of  the  graft  and  the  restoration  of  the  resected 
bone,  so  that  it  is  advisable  to  allow  the  graft  to 
functionate  early;  this  hastens  the  union  of  the 
bones,  stimulating  both  the  graft  and  the  graft 
contact.  The  solid  bony  union  in  four  weeks  favors 
the  graft  in  place  of  the  metal  internal  splints. 
Dowel,  inlay,  or  wedge  bone-graft  may  be  used. 
Preservation  of  graft  is  best  accomplished  by  tem- 
porary immersion  in  normal  salt,  but  vaseline  and 
cold  storage  at  4°  or  5°  is  better  if  any  time  has  to 
elapse.  Indications  for  bone-graft  are  numerous: 
to  immobilize  in  tuberculosis;  to  repair  fractured, 
infected,  weakened,  congenitally  absent  or  de- 
fective tumorous,  and  deformed  bones;  to  establish 
or  fix  joints;  to  close  nerve  foramina;  and  to  repair 
defects  in  general.  Robert  G.  Packard. 

ORTHOPEDICS  IN  GENERAL 

Wilson,  H.  A.:  The  Status  of  the  General  Prac- 
titioner in  the  Prevention  and  Correction  of 
Deformities.     Therap.  Gaz.,  1915,  xxxix,  162. 

In  a  well-written  article  the  author  considers  many 
problems  of  interest  as  regards  the  cooperation  of 
the  specialist  and  the  general  practitioner.  He  has 
great  faith  in  the  general  medical  man  who  is  away 
from  centers  of  medical  education,  and  has,  in 
many  instances,  no  advice  and  counsel  upon  de- 
formities which  he  is  required  to  treat.  Many 
times  he  does  treat  them,  not  upon  his  own  election, 
but  because  it  is  his  only  resort,  and  in  that  case 
he  is  only  expected  to  give  such  skill  as  physicians 
in  his  own  locality  possess,  and  he  believes  great 
credit  is  due  to  those  who  do  the  best  they  can 
under  difficult  conditions. 
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In  city  life  he  finds  three  classes  of  practitioners: 

1.  The  self-contained  physician,  who  elects  to 
be  the  medicine  autocrat. 

2.  The  distributor  to  the  specialist. 

3.  The  cooperator. 

The  self-contained  physician  does  not  avail  him- 
self of  his  many  advantages,  does  not  make  careful 
diagnoses  and  has  many  failures,  and  it  is  this  type 
of  physician  that  makes  specialization  necessary. 

The  distributing  practitioner  is  usually  skillful 
in  diagnosis,  but  has  not  confidence  in  his  own 
therapeutic  results,  and  so  sends  his  patient  to  the 
specialist  for  treatment  of  some  specific  lesion. 

The  cooperating  general  practitioner  is  the  best 
type  of  all.  He  studies  his  case  carefully  and  co- 
operates with  the  specialist  as  to  the  treatment. 

The  author  believes  the  family  physician  is  the 
one  to  guide  the  patient,  and  believes  that  the 
specialist  should  not  be  the  last  resort,  but  should 
be  called  early,  and  with  cooperation  with  the  family 
physician  the  patient  will  receive  the  best  possible 
result.  C.  C.  Chatterton. 

Young,  J,  K,:  A  Case  of  Arrested  Development  of 

the  Carsus   and  Tarsus.     Tr.   Am.   Orth.   Ass., 
Detroit,  1915,  May. 

Young  reported  a  unique  case  of  deformity  from 
the  arrest  of  development  of  the  carpus  and  tarsus. 
The  child,  a  girl  of  10,  was  normal  at  birth,  but 
developed  club-hand  and  club-foot  from  the  first 
to  the  fourth  year,  during  which  time  the  centers  of 
ossification,  usually  low  down  in  the  carpal  and  tarsal 
bones,  were  not  deposited.  The  centers  formed  be- 
fore and  after  this  period  are  apparently  normal. 
The  arrest  was  probably  due  to  some  acute  infection, 
general  in  character,  but  its  exact  nature  is  unknown. 

Lovett,  R.  W.:  The  Superstition  of  Fiat-Foot;  the 
High  Versus  the  Low  Arch  as  a  Cause  of  Pain- 
ful Symptoms  in  the  Foot.  /.  Am.  M.  Ass., 
1915,  Ixiv,  1208. 

The  author  believes  that  boots  are  a  predisposing 
cause  of  foot  strain,  not  only  by  cramping  the  foot, 
but  especially  by  failure  to  supply  adequate  support 


to  the  sole  of  the  foot;  thus  high  arches  are  quite  as 
liable  to  foot  strain  as  low  arches,  if  not  more  so. 
When  foot  strain  occurs,  it  is  desirable  to  rest  the 
tired  structures  by  support.  Exercises  in  acute  cases 
and  the  use  of  a  flexible  shoe  generally  do  harm 
rather  than  good.  He  also  believes  that  painful 
feet  are  more  often  helped  by  raising  the  heels 
than  by  lowering  them.  Arthur  J.  Davidson. 

Owen,  W.  B.:  Weak  Foot,  with  Especial  Reference 
to  Treatment.    Lancet-Clin.,  1915,  cxiii,  388. 

Weak  foot  is  more  prevalent  today  than  it  was 
several  years  ago  because  of  "ultra-civilization." 
In  certain  races,  for  example  the  Indian,  the  feet 
appear  flat  yet  they  are  not  weak.  This  is  due  to 
their  muscular  development  which  is  not  impeded 
by  footgear  of  the  so-called  civilized  type.  Prom- 
inent symptoms  of  the  condition  are  pain,  subsiding 
under  rest,  and  limitation  of  motion,  especially 
adduction.  The  pathology  consists  in  relaxation  of 
the  plantar  tissues,  shortening  of  the  tendo  achillis, 
and  in  long  standing  cases  changes  in  the  articular 
facets,  the  unused  portions  becoming  denuded  of 
cartilege  and  new  facets  forming  for  the  changed 
position  of  the  bones. 

The  treatment  varies  with  the  type  of  deformity. 
A  painful  rigid  abducted  foot  must  be  stretched  forc- 
ibly into  adduction  under  anaesthetic  and  held  in 
plaster  for  two  weeks.  A  whitman  made  over  a 
model  of  the  foot  in  normal  attitude  must  then  be 
worn  for  at  least  a  year.  A  brace  should  not  be  con- 
sidered as  a  corrective  appliance,  but  only  as  a 
means  of  holding  the  foot  after  correction  is  effected. 
Shoes  should  be  made  to  allow  the  foot  to  acquire  a 
normal  attitude  and  to  restore  proper  body  balance 
by  throwing  the  weight  to  the  outer  border  of  the 
foot.  Exercise  of  the  feet  is  imperative  in  every 
case  of  weak  foot  regardless  of  degree.  A  weak 
foot  which  is  not  rigid  can  be  cured  by  being  strapped 
in  adduction  every  five  days,  by  the  wearing  of 
proper  shoes,  and  by  exercise.  The  weakened  trans- 
verse arch  known  as  Morton's  toe  may  be  relieved 
by  a  high  arch  and  low  heel;  extreme  cases  require 
forcible  flexion  under  anaesthetic.        W.  A.  Clark. 
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Claude,  H.,  Vigoroux,  A.,  and  Dumas,  R.:  Ana- 
tomical and  Clinical  Study  of  One  Hundred 
Cases  of  Traumatic  Lesions  of  the  Nerves  of 
the  Limbs  (fitude  anatomique,  clinique  at  thera- 
peutique  de  cent  cas  de  lesions  traumatiques  des 
nerfs  des  membres).     Presse  mM.,  1915,  xxiii,  65. 

In  the  preparation  of  this  report  a  neurologist, 
histologist,  elect rologist,  and  surgeon  collaborated. 
They  have  treated  more  than  400  injuries  of  the 
nerves,  and  of  this  number  have  been  able  to  follow 
up  42  cases  of  operation  for  injuries  of  the  peripheral 
nerves  for  intervals  varying  from  three  to  five 
months  after  operation.     When  there  was  merely 


pain  in  the  nerve,  they  injected  into  the  nerve  it- 
self 2  or  3  ccm.  of  some  weak  anaesthetic  or  merely 
air.  This  distends  and  stretches  the  nerve  and 
generally  answers  every  purpose.  If  by  the  third 
month  a  paralyzed  limb  had  regained  some  motor 
function  they  did  not  operate  unless  there  were 
special  circumstances  calling  for  operation. 

When  an  operation  is  considered  necessary  and 
the  nerve  is  exposed,  it  sometimes  seems  entirely 
normal  and  can  often  be  roused  to  normal  function- 
ing by  injecting  into  the  nerve-trunk  i  to  2  ccm.  of  a 
I  per  cent  solution  of  methylene  blue  or  by  the 
injection  of  air.     The  latter  is  useful  also  as  a  pre- 
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liminary  to  operation  on  the  nerve.  Before  at- 
tempting to  operate  they  snip  a  minute  particle 
from  the  nerve  and  examine  it  microscopically  and 
also  examine  the  nerve  for  the  reaction  of  degenera- 
tion. They  release  the  nerve  from  anything  binding 
it  down,  but  do  not  resect.  Success  was  attained 
only  in  paralyzed  arms;  they  have  never  had  any 
success  with  the  sciatic.  A.  Goss. 

Neuhof,  H.:    Sequelae  of  Minor  Injuries  Incom- 
pletely Severing  Nerves  of  the  Hand;  Their 
Surgical  Treatment.     Am.  J.  Surg.,  1915,  xxix, 
143- 
Neuhof  has  devoted  considerable  attention  to  the 
sequelae  of  minor  hand  injuries  in  which  the  patient 
develops  pain  and  skin  tenderness,  usually  some  time 
after  the  injury,  and  rarely  directly  after  the  trauma. 


A  diagnosis  of  hysteria  has  been  made  in  these 
cases  because  this  fact  has  not  been  recognized. 
These  symptoms  do  not  need  to  arise  from  major 
injuries  but  may  follow  traumata  so  insignificant 
that  the  patient  recalls  it  with  difficulty,  or  may 
result  from  scars  or  callous  formation. 

The  author  has  had  very  good  results  in  operating 
upon  these  cases  by  excising  the  scar  tissue  and  in 
this  way  freeing  the  nerve.  Occasionally  excision 
of  the  involved  portion  of  the  nerve  is  necessary, 
with  approximation  of  the  ends.  In  one  case  in 
which  there  was  an  cedematous  condition  of  the 
nerve  the  sheath  was  simply  incised,  which  resulted 
in  a  diminution  of  its  size.  Usually  after  any  work 
on  these  nerves  they  were  covered  with  subcuta- 
neous fat  before  the  wound  was  sutured.  These 
operations  are  simple.      Henry  J.  Van  den  Berg. 


SURGERY  OF  THE   SKIN,   FASCIA,  AND  APPENDAGES 


Hazen,  H.  H.:    Prickle-Cell  and  Basal-Cell  Skin 
Cancers.     /.  Am.  M.  Ass.,  1915,  Ixiv,  958. 

The  main  points  of  difference  in  the  pathology 
and  clinical  history  of  the  two  types  of  skin  cancer 
are  presented  as  follows: 

Precancerous  lesions  giving  rise  to  the  basal-cell 
form  are:  seborrhceic  keratosis,  sebaceous  cysts, 
subepidermal  nodules,  various  keratoses,  and  differ- 
ent overgrowths  of  connective  tissue  and  epithelium. 
Those  preceding  the  prickle-cell  form  are:  X-ray 
keratoses,  scars  of  granulating  wounds,  leg  ulcers, 
wens,  and  other  chronic  dermatoses.  Peterson  be- 
lieves the  basal-cell  type  has  a  multicentric  origin 
and  the  prickle-cell  type  a  single  point  of  origin. 

Basal-cell  growths  are  formed  most  frequently  on 
the  face  near  the  eyelids,  neck,  and  scalp;  rarely  on 
the  mucous  membranes  and  limbs.  On  the  other 
hand,  prickle-cell  growths  are  most  common  on  the 
mucous  membranes  and  the  extremities. 

Both  types  start  as  cutaneous  nodules,  breaking 
down  early  into  ulcers.  The  prickle-cell  type  grows 
more  rapidly  and  is  indurated  deeper,  while  the  sur- 
face is  verrucose.  In  the  basal-cell  type  the  surface 
is  smooth,  the  edges  are  rolled,  and  frequently  pearly 
nodules  and  areas  of  spontaneously  healed  skin  are 
found.     Both  types  invade  bone  and  periosteum. 

Basal-cell  cancers,  per  se,  never  metastasize,  but 


they  may  change  to  prickle-cfell  cancers,  which  nearly 
always  have  metastases  in  the  regional  lymphatics. 

On  gross  section  a  prickle-cell  cancer  shows: 
(i)  a  rough  surface,  (2)  deep  infiltration,  and  (3) 
white  radiating  threadlike  alveoli.  In  the  basal- 
cell  type  the  obverse  is  found.  On  microscopic 
section,  in  the  prickle-cell  type  the  alveoli  are  large 
with  a  tendency  to  whorl  formation,  resulting  in 
epithelial  pearls.  In  the  basal-cell  section  the 
alveoli  are  small  with  no  whorls  present. 

Early  differentiation  is  impossible  except  by  loca- 
tion. Tumors  of  the  upper  trunk  are  usually  of  the 
basal-cell  tj'pe,  while  those  of  the  lower  part  are  of 
the  prickle-cell  type. 

Difference  in  growth,  surface  appearance,  and 
depth  of  induration,  together  with  the  appearance 
of  small  pearly  nodules  and  spontaneous  healed 
areas,  will  serve  to  diagnosticate  the  type  of  tumor. 

Basal-cell  tumors  last  for  years  and  kill  only  when 
they  erode  a  large  vessel  or  enter  the  meninges. 
Prickle-cell  tumors  kill  directly  through  their 
metastases.  The  author  recommends  and  insists  on 
total  wide  excision,  first,  last,  and  all  the  time,  X- 
rays  and  radium  being  reserved  for  the  inoperable 
case.  In  prickle-cell  carcinomata  the  ideal  opera- 
tion is  a  "block"  one;  otherwise  the  glands  are  re- 
moved separately.  Phillips  M.  Chase. 


MISCELLANEOUS 


CLINICAL  ENTITIES  —  TUMORS,  ULCERS, 
ABSCESSES,  ETC. 

Phillips,   J.:    The   Presence   of   Continued   High 
Temperature  in  Malignant  Tumors.    Am.  J.  M. 

Sc,  1915,  cxlix,  193. 

Phillips  thinks  that  not  enough  importance  has 
been  attached  to  the  symptom  of  continued  high 


fever  in  malignant  tumors;  that  the  high  elevations 
of  fever  do  occur  in  a  considerable  number  of  cases 
has  been  noted  and  reported  by  various  authors. 
He  reports  a  typical  example  of  continued  high 
temperature  in  adenocarcinoma  of  the  kidney,  with 
a  review  of  the  literature. 

Wunderlich    in    1870    stated    that    temperature 
elevations  in  cancer  were  comparatively  rare,  al- 
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though  they  sometimes  did  exist.  He  pointed  out 
that  intermittent  fever  was  occasionally  noticed  in 
the  early  stages  of  cancer,  and  that  its  presence 
suggested  a  rapidly  fatal  course.  Kuhn  in  1875 
reported  a  case  of  primary  carcinoma  of  the  kidney, 
accompanied  by  fever,  in  a  child;  but  unfortunately 
these  febrile  periods  were  associated  with  ha^maturia, 
gastric  disturbances,  and  softening  of  the  tumor, 
which  might  easily  have  accounted  for  the  elevations 
of  temperature. 

Brinton  is  quoted  as  having  stated  that  fever  is 
not  rare  as  a  symptom  of  malignant  disease,  where- 
as Riegel  attributes  the  fever  to  the  complications 
that  occur  during  the  course  of  the  cancer.  Addi- 
tional reports  of  the  association  of  fever  with  malig- 
nancy have  been  made  by  Liechenstern,  Osier, 
Ralleston,  Russel,  Finlayson,  Hampil,  Hawthorne, 
Freudweiler,  and  others. 

Freudweiler  has  made  the  most  complete  study, 
and  after  reviewing  the  literature  he  was  able  to 
systematically  study  475  cases.  According  to  the 
temperature  he  made  the  following  classification: 
(i)  febris  continua;  (2)  febris  intermittens  et 
remittens;  (3)  malaria  paroxysms;  (4)  isolated  or 
short  periods  of  elevation,  of  not  less  than  three 
days'  duration. 

Of  these  475  cases  reported  by  him,  189,  or  39.8 
per  cent  had  fever.  As  to  the  cause  of  the  fever 
Phillips  claims  that  with  our  present  knowledge  of 
bacteriology,  infection  can  be  excluded  in  a  large 
per  cent  of  these  cases.  It  is  not  necessary  to  have 
ulceration,  and  infection  may  exist  without  tissue 
changes.  He  thinks  that  in  many  of  these  cases 
the  condition  is  analogous  to  the  fever  we  so  often 
see  in  Hodgkin's  disease.  Hampil  thinks  the  fever 
due  to  two  causes:  from  the  growth  itself,  and  from 
the  growth  plus  malaria.  Phillips  thinks,  although 
no  such  substances  have  been  isolated,  nor  has  their 
presence  been  demonstrated,  that  because  of  the 
constant  degeneration  of  tumor  tissue,  products  of 
autolysis  are  formed  which  enter  the  circulation  in 
small  quantities,  producing  systemic  disturbances, 
as  fever. 

The  case  he  reports  was  in  a  male,  aged  44,  ad- 
mitted to  the  Lakeside  Hospital,  April  19,  191 1. 
One  sister  had  died  of  cancer;  otherwise  the  family 
history  was  unimportant.  He  complained  of  pain 
in  the  left  side  of  the  abdomen  during  the  preceding 
four  months.  These  attacks  of  pain  were  paroxys- 
mal, and  were  sharp  in  character  and  would  quickly 
disappear.  Two  days  before  admittance  he  noticed 
a  prominent  mass  in  his  left  side,  just  below  the 
ribs.  There  was  no  cachexia,  no  loss  of  weight,  but 
there  was  a  large  bulging  in  the  upper  part  of  the 
left  side  of  the  abdomen,  which  was  elastic,  freely 
movable,  and  descending  on  respiration.  This  mass 
extended  anteriorly  to  almost  the  median  line  and 
posteriorly  well  toward  the  flank. 

Ureteral  catheterization  revealed  nothing  ab- 
normal. A  carbohydrate  test  meal,  amount  ob- 
tained after  one  hour,  was  180  ccm.,  Hcl  free  30, 
total  acidity  50,  no  lactic  acid,  and  the  benzedine 


test  negative.  Nothing  was  obtained  from  the 
blood  picture,  and  repeated  examinations  revealed 
no  malaria. 

The  patient  was  operated  upon  by  Crile,  May  5. 
An  incision  was  made  on  the  outer  border  of  the 
left  rectus,  and  a  large  cyst  was  brought  into  view 
and  aspirated,  6  liters  of  a  thin  dark  liquid  being 
removed.  The  exact  origin  of  the  cyst  could  not 
be  determined,  so  its  walls  were  sutured  to  the 
peritoneum  and  fascia  and  drained.  A  microscop- 
ical examination  of  sections  obtained  from  the  cyst 
walls  showed  no  malignancy.  No  pancreatic  fer- 
ments were  found  in  the  fluid  aspirated.  The  re- 
covery from  this  operation  was  uneventful,  and  the 
patient  remained  in  good  health  for  the  following  18 
months.  Because  of  pain,  loss  of  weight,  and  the 
size  of  the  mass,  he  was  again  operated  on  by  Crile  in 
November,  191 2.  At  this  operation  only  a  portion 
of  the  old  scar  was  removed;  nothing  else  was 
attempted,  as  the  condition  was  thought  inoperable. 
He  was  removed  home  in  four  weeks,  and  up  to 
that  time  his  temperature  had  not  been  above 
99.5°.  But  beginning  the  last  day  of  December 
he  began  to  have  chilly  sensations,  followed  by  a 
rise  in  temperature,  and  this  condition  continued 
until  his  death,  May  18,  19 13.  During  the  first 
month  the  maximum  temperature  was  101°,  the 
second  month  102°,  and  the  third  and  fourth  month 
103  to  103.6°. 

From  the  physical  examination  no  cause  could 
be  given  for  the  temperature;  at  no  time  was  there 
more  than  a  moderate  leukocytosis,  and  the  blood 
cultures  and  malarial  examination  were  negative. 
The  findings  at  autopsy  are  reported  in  full.  The 
anatomical  diagnosis  was  papillary  adenocystoma 
and  adenocarcinoma  of  the  left  kidney  and  secondary 
adenocarcinoma  of  the  liver. 

The  original  tumor  was  undoubtedly  a  cyst  of  the 
kidney,  and  at  that  time  was  very  probably  benign, 
and  later  developed  into  a  papillomatous  cystadeno- 
ma,  a  tumor  with  the  potentialities  of  invasion  and 
malignancy.  This  in  turn  was  transformed  into  a 
typical  adenocarcinoma,  and  with  this  transforma- 
tion the  tumor  became  definitely  malignant  and 
spread  by  direct  invasion  to  the  surrounding  tis- 
sues, having  the  properties  of  metastases. 

L.  B.  Crawford. 

Weil,  R. :  Chemotherapy  and  Tumors,    /.  Am.  M. 

Ass.,  1915,  Ixiv,  1283. 

Weil  gives  a  critical  review  of  the  application  of 
chemotheraphy  in  the  treatment  of  malignant  tu- 
mors. This  treatment  is  based  on  experimental 
work  on  mice,  first  done  by  Wassermann  and  his  co- 
workers in  191 1,  on  the  principle  that  treatment  of 
cancer  could  be  effective  only  by  instituting  con- 
stitutional treatment.  Most  insistent  claims  have 
been  made  in  connection  with  the  colloidal  solutions 
of  certain  metalloids  and  metals,  notably  selenium, 
vanadium,  and  copper.  It  was  found  that  the 
tumor  failed  to  be  influenced  unless  the  dose  given 
fell  very  little  short  of  the  fatal  amount.     Certain 
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experimenters  have  noted  that  smaller  doses  actually 
stimulated  the  growth  of  the  tumor.  Moreover  a 
cure  was  accomplished  in  only  3  to  8  per  cent  of  the 
animals  in  all  the  cases  reported.  This  is  a  point  of 
great  importance,  inasmuch  as  it  furnishes  an  in- 
dication of  its  highly  dangerous  character  from  the 
standpoint  of  treatment.  For  obvious  reasons 
transplanted  tumors  are  at  a  certain  disadvantage  as 
compared  with  normal  tissues  of  the  body,  their 
blood  supply  is  impoverished  and  imperfect,  and 
they  have  a  natural  tendency  to  undergo  necrosis 
and  in  many  cases  spontaneous  retrogression. 

In  carrying  out  this  treatment  in  human  beings 
marked  improvements  have  been  reported;  there 
has  been  reduction  in  the  size  of  the  tumor,  but  not 
a  single  authentic  cure.      Henry  J.  Van  den  Berg. 

Gaylord,  H.  R. :  Etiology  of  Cancer  in  the  Light  of 
Recent  Cancer  Research.  /.  Am.  M.  Ass.,  1915, 
Ixiv,  968. 

The  author  endeavors  to  appraise  the  value  of 
certain  new  discoveries  in  cancer  research,  chiefly 
in  the  light  of  experiments  on  animals. 

The  first  to  be  discussed  is  the  parasitic  theory, 
which  is  considered  justifiable  on  account  of  the 
discovery  by  Rous  of  filterable  viruses  causing  dif- 
ferent types  of  sarcoma  in  chickens.  Verse  states 
that  the  agent  which  endows  the  normal  cell  with 
malignant  characteristics  is  usually  a  biochemical 
agent  acting  from  without  the  cell. 

All  the  predisposing  lesions  of  cancer  may  be 
grouped  under  the  head  of  chronic  irritations.  Von 
Brun  demonstrated  this  in  all  but  48  out  of  368 
cases  of  superficial  skin  cancer.  Maud  Slye  has 
also  shown  that  there  is  an  inherited  predisposition 
to  development  of  cancer  in  mice.  This  could 
very  well  account  for  the  vagaries  of  cancer  in 
human  beings. 

Through  the  thorough  work  of  Rous  in  demonstrat- 
ing the  specificity  of  the  filterable  viruses  in  chicken 
sarcoma  by  causing  only  one  form  of  growth,  the 
theory  must  be  accepted  that  there  is  a  specific 
form  of  virus  for  every  form  of  malignancy,  and  it 
is  on  this  basis  that  future  classifications  of  cancer 
will  be  made. 

The  existence  of  an  immunity  to  transplanted 
cancer  was  shown  by  Clowes,  Baeslack,  and  the 
author  through  the  fact  that  mice  recovering  from 
cancer  could  not  be  reinoculated  with  the  same 
tumor  for  some  time  thereafter;  also  that  the  blood 
of  these  mice  would  destroy  the  viability  of  cancer- 
cells.  Crile  and  Beebe  showed  in  dogs  that  the 
blood  of  a  recovered  case  would  cause  a  regression 
in  an  active  case.  Basliford  agrees  with  this 
proposition.  It  has  been  found  by  numerous  ob- 
servers that  this  immunity  does  not  begin  until 
some  time  after  birth.  The  question  of  whether 
the  immunity  against  cancer  is  a  tissue  immunity 
or  an  immunity  against  an  agent  is  further  dis- 
cussed, and  two  cases  of  human  sarcoma  are  cited 
by  the  author  in  which  the  process  was  very  favor- 
ably influenced  by  the  injection  of  dried  powdered 


rat  sarcoma.  This  is  supported  by  Konigsfeld, 
who  obtained  similar  results  in  mice,  and  concludes 
that  the  protection  thus  obtained  is  specific  and 
due  to  the  development  of  genuine  antibodies. 

It  was  further  observed  by  Bridre,  Woglom,  and 
Braunstein  that  the  spleen  and  lymphatic  system 
are  the  immunizing  agents  in  practically  all  cases. 
Mice,  otherwise  resistant,  after  splenectomy,  are 
very  susceptible  to  cancer  inoculations.  Thus, 
any  agent  that  injures  the  lymphatic  system  would 
tend  to  produce  exacerbations  in  the  growth.  It 
has  further  been  shown  by  various  observers  that 
the  blood-cells  are  capable  of  absorbing  a  certain 
amount  of  radio-activity  from  the  X-rays  and 
radium.  This  would  tend  to  a  destruction  of  the 
lymphatic  system,  and  thus  may  be  explained  those 
cases  in  which,  after  X-ray  or  radium  treatment, 
there  is  a  marked  stimulation  of  growth  and  rapid 
fatal  termination. 

It  has  also  been  noted  by  the  author  that  pro- 
longed anaesthesia  by  ether  or  chloroform  expedites 
the  growth  of  implanted  cancer  in  mice.  This 
may  have  a  bearing  on  those  cases  in  humans  that 
are  promptly  made  worse  by  surgical  interference. 

The  author  next  discusses  the  mechanism  of 
metastases  formation.  It  is  known  that  cancer- 
cells,  early  in  the  disease,  are  found  in  the  blood 
stream  but  do  not  form  metastases.  This  is  due  to 
an  immunity  exerting  itself  through  the  blood,  and 
when  later  in  the  disease  this  immunity  fails,  it  is 
then  that  metastases  form.  This  is  true  in  the 
human,  and  is  borne  out  in  animals  by  the  fact 
that  in  the  case  of  mice  a  second  inoculation 
very  frequently  fails  to  grow.  There  is  probably  a 
tissue  immunity  against  the  cancer-cell,  and  the 
theory  is  that  the  body  can  develop  a  tissue  im- 
munity as  well  as  a  specific  immunity. 

In  closing,  the  author  considers  the  question  of 
inclusions  in  cancer.  He  asserts  that  they  may  be 
considered  as  similar  to  the  inclusions  in  smallpox, 
trachoma,  hydrophobia,  etc.,  and  that  the  whole 
lot  will  come  under  the  head  of  filterable  viruses. 
Marchand  and  Noguchi  believe  likewise,  the  latter 
having  but  recently  cultivated  the  virus  of  hydro- 
phobia. Phillips  M.  Chase. 

Chiari,  O.:   Prognosis  and  Treatment  of  Tetanus 

(Beitrag  zur  Prognose  und  Therapie  des  Wund- 
starrkrampf es) .  Wien.  klin.  Wchnschr.,  1915,  xxviii, 
61. 

The  author  reports  a  series  of  10  cases  of  tetanus, 
4  of  which  were  severe,  3  moderately  severe,  and 
the  remainder  mild.  The  incubation  periods  in  the 
4  severe  cases  were  15, 12,  8,  and  8  days,  and  in  the 
moderately  severe  7,  20,  and  18  days,  respectively. 
In  the  majority  of  the  cases  the  patients  had  fully 
developed  tetanus  symptoms  before  entering  the 
clinic.  The  treatment  in  all  cases  was  the  same. 
Locally  nothing  definite  was  done  except  to  dress 
the  wound.  The  actual  treatment  consisted  in 
placing  the  patients  in  a  darkened  room  kept  ab- 
solutely quiet    and  in  administering    tetanus  an- 
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titoxin  intraspinally.  After  withdrawing  a  quantity 
of  liquor  sufficient  to  correspond  with  the  quantity 
of  serum  to  be  injected,  60  to  100  antitoxin  units 
were  given  intraspinally  and  repeated  every  other 
day.  On  the  other  days  the  same  quantity  was 
administered  subcutaneously.  In  exceptional  cases 
200  to  400  units  were  given  intraspinally  and  the 
same  quantity  subcutaneously;  in  addition  4  to  6 
gm.  chloral  hydrate  was  given  per  rectum  daily  and 
occasionally  small  doses  of  morphine. 

With  this  treatment  9  of  the  10  cases  were  cured, 
with  a  mortality  of  10  per  cent.  Good  results  with 
serum  therapy,  especially  in  large  doses  and  given 
intraspinally,  have  been  lately  reported  by  Kreuter, 
Hochhaus,  and  others.  Time  alone  will  prove 
whether  the  spinal  method  of  administering  large 
doses  of  antitoxin  will  not  receive  the  general  rec- 
ognition which  has  been  denied  it  as  the  result  of 
numerous  ill-fated  experiences.  L.  A.  Juhnke. 

Hewitt,  H.  O.,  and  Jones,  D.  H.:  Subcutaneous 
Injection  of  Oxygen  as  a  Treatment  for  Tet- 
anus.    Canad.  Pract.  y  Rev.,  1915,  xl,  165. 

The  authors  experimented  on  guinea  pigs,  the 
results  obtained  being  as  follows: 

Tetanic  symptoms  were  first  observed  after  44 
hours;  convulsions  and  death  after  84  hours. 

In  one  pair,  where  one-half  drop  of  an  8-day  cul- 
ture was  used  for  inoculation,  tetanus  developed  and 
terminated  fatally  in  the  case  of  the  control,  but  had 
not  developed  where  oxygen  was  injected  eighteen 
days  later.  In  a  second  pair,  where  the  amount 
inoculated  was  double  that  used  in  the  first  pair, 
tetanus  developed  with  fatal  termination  in  both 
cases,  but  the  appearance  of  tetanic  symptoms  and 
subsequent  death  were  considerably  deferred  by 
the  one  injection  of  oxygen. 

To  inoculate,  a  puncture  was  made  through  the 
skin  with  a  sterile  sharp  instrument,  then  a  platinum 
needle  was  drawn  through  the  surface  growth  of 
the  culture  and  inserted  into  the  wound. 

In  a  second  series,  practically  the  same  results 
were  obtained.  Edward  L.  Cornell. 

Secord,  E.  R.:  The  Treatment  of  Acute  Surgical 
Infections.      N.  Y.  M.J.,  1915,  ci,  841. 

Nine  cases  are  reported,  including  cellulitis  of 
the  arm,  gangrenous  appendix,  crushed  hand  with 
infection,  streptococcic  gangrenous  finger,  puerperal 
sepsis,  and  virulent  orchitis. 

In  all  but  two  cases  the  following  technique  was 
used:  The  first  dose  of  mixed  infection  vaccine  in 
adults  was  2  ccm.  and  was  invariably  given  by  deep 
intramuscular  injection,  either  in  the  gluteal  region 
or  in  the  muscles  of  the  loin.  This  was  followed  in 
24  hours  by  an  intravenous  injection  of  0.5  ccm. 
The  second  and  third  injections  were  only  given 
in  24-hour  periods  intravenously,  increasing  the 
dose  by  0.5  ccm.  each  time.  If  improvement  was 
not  as  rapid  as  desired,  the  fourth  intravenous  dose 
was  given  on  the  succeeding  day,  otherwise  it  was 
occasionally  left  until  the  fifth  or  sixth  day. 


Where  the  technique  was  followed,  there  was 
usually  very  little,  if  any,  reaction  from  the  first 
or  subcutaneous  dose.  After  the  intravenous  dose, 
a  distinct  chill  was  usually  observed  in  about  20 
minutes  or  an  hour,  the  temperature  elevated  one 
or  two  degrees  above  what  it  had  been,  there  was 
some  nausea  and  frequently  headache.  These  un- 
pleasant symptoms  usually  passed  off  completely 
in  an  hour  or  so  and  the  next  morning  the  tem- 
perature was  generally  decidedly  lower  than  it  was 
before  the  injection  was  given. 

The  intravenous  injection  should  never  be  used 
except  after  a  preliminary  subcutaneous  injection; 
the  vaccine  should  always  be  diluted  with  saline,  and 
the  fluid  should  always  be  injected  very  slowly. 

The  author  is  of  the  opinion  that  the  stock  pre- 
parations of  mixed  infection  vaccine  are  powerful 
remedies  for  stimulating  the  power  of  resistance  of 
patients  who  are  seriously  ill  from  that  group  of 
conditions  which,  for  lack  of  a  better  name,  we  may 
call  the  surgical  infections. 

The  use  of  the  remedy  should  not  be  delayed  until 
the  patient  is  moribund.  Edward  L.  Cornell. 

SERA,  VACCINES,  AND  FERMENTS 

Bronfenbrenner,  J. :  The  Mechanism  of  the  Abder- 
halden    Reaction;     Studies     on     Immunity. 

J.Exp.  Med.,  1915,  xxi,  221. 

The  specificity  of  the  Abderhalden  test  has  been 
established  by  a  large  number  of  investigators  who, 
in  compliance  with  Abderhalden's  request,  worked 
at  the  test  until  they  succeeded  in  obtaining  the 
desired  results.  On  the  other  hand,  many  other 
investigators  have,  on  the  basis  of  their  experiments, 
questioned  the  specificity  of  the  test.  From  the 
beginning  Abderhalden  and  his  pupils  claimed  that 
faults  of  technique  were  responsible  for  the  failure 
to  obtain  satisfactory  results,  but  the  work  of  many 
investigators  has  shown  that  the  reaction  is  no  more 
difficult  to  handle  than  other  serological  tests,  and 
that,  therefore,  the  explanation  of  the  differences  of 
the  results  must  be  looked  for  in  other  directions. 

Before  entering  upon  the  specific  problem  under 
investigation  the  author  repeated  some  of  the  fun- 
damental experiments.  First,  he  attempted  to 
establish  by  experiment  the  specificity  of  the  Abder- 
halden test  in  general.  For  this  purpose  two  sets 
of  experiments  were  undertaken,  one  with  human 
sera,  mainly  from  cases  of  pregnancy,  in  which  the 
specific  ferments  of  Abderhalden  were  supplied  by 
patients'  sera;  the  other  with  animal  sera,  in  which 
the  specific  ferments  were  produced  experimentally 
previous  to  the  actual  test.  His  results  with  the 
Abderhalden  test  were  strictly  specific,  like  those 
reported  by  many  other  workers.  He  adhered 
closely  in  all  details  to  the  technique  described  by 
Abderhalden,  with  a  few  modifications  suggested  in 
the  current  literature  of  the  subject,  which  he 
adopted  after  many  preliminary  experiments. 

The  results  of  his  work  may  best  be  summarized 
as  follows : 
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1.  The  Abderhalden  reaction  is  specific. 

2.  The  properties  of  serum  on  which  it  depends 
develop  in  experimental  animals  simultaneously  with 
antibodies  during  the  process  of  immunization. 

3.  It  is  impossible  to  observe  by  direct  methods 
the  presence  of  digesting  ferments  in  the  blood  of 
immune  animals. 

4.  The  Abderhalden  test  may  be  resolved  into 
two  phases.  A  dialyzable  substance  appears  in 
the  second  phase  and  is  the  result  of  the  autodiges- 
tion  of  serum. 

5.  The  autodigestion  of  serum  in  the  Abder- 
halden test  is  due  to  the  removal  of  antitrypsin 
from  the  serum  by  the  sensitized  substratum. 

George  E.  Beilby. 

Jobling,  J.  W.,  Eggstein,  A.  A,,  and  Petersen,  W. : 
Serum  Proteases  and  the  Mechanism  of  the 
Abderhalden  Reaction;  Studies  on  Ferment 
Action.     /.  Exp.  Med.,  1915,  xxi,  239. 

Since  the  Abderhalden  method  of  dialysis  has 
been  available  for  clinical  purposes  numerous  re- 
ports of  results  have  been  published,  some  of  which 
have  tended  to  discredit  the  specificity  of  the  re- 
action and  so  reflect  upon  its  usefulness  as  a  clinical 
method.  The  conflicting  results  have  cast  con- 
siderable doubt  upon  the  mechanism  of  the  re- 
action as  first  advanced  by  Abderhalden. 

It  seemed  unfortunate  to  the  authors  that  in  the 
enthusiasm  of  the  search  for  specific  ferments  the 
proteases  which  might  normally  be  present  in  serum, 
and  which  had  previously  received  some  attention, 
had  been  neglected.  They  were  inclined  to  believe 
that  in  the  study  of  these  non-specific  proteases 
considerable  information  might  become  available 
which  would  aid  in  the  elucidation  of  the  points  at 
issue  in  the  Abderhalden  reaction.  They  have, 
therefore,  undertaken  a  large  number  of  experi- 
ments, the  results  of  which  they  report  in  this 
present  study. 

In  view  of  this  experimental  data,  together  with 
that  given  in  their  previous  papers,  the  authors  are 
inclined  to  believe  that  the  Abderhalden  dialysis 
method,  and  the  theory  underlying  it  in  so  far  as  it  is 
applicable  to  protease  action,  is  without  warrant  of 
specificity,  and  probably  depends  upon  purely 
fortuitous  mechanical  factors.  It  seemed  to  them 
probable  that  in  various  pathological  conditions 
proteases  normally  confined  to  the  leucocytes  in  the 
human  being  appear  in  the  blood  where  their 
presence  can  be  demonstrated  by  a  method  which 
removes  the  antiferment  without  injuring  the 
ferment.  The  proteases  are  not  specific  they 
think,  the  placental  tissue  being  found  most  effica- 
cious, possibly  because  of  purely  mechanical  factors 
(surface  exposure) ,  as  is  indicated  by  the  wide  range 
of  clinical  conditions  in  which  the  placental  sub- 
strate gives  positive  results. 

From  their  experiments  the  authors  draw  the 
following  conclusions: 

I.  Normal  serum  protease  is  not  specific;  it  is 
active  in  both  dilute  acid  and  alkaline  media.     It  is 


destroyed  by  heating  to  70°  C.  for  thirty  minutes. 
It  is  markedly  impaired  when  heated  at  56°  C.  for 
thirty  minutes.  It  is  inhibited  by  the  unsaturated 
soaps  and  lipoids. 

2.  Guinea-pig  and  rabbit  sera  contain  relatively 
much  protease;  the  leucocytes  are  without  prote- 
olytic ferments. 

3.  Normal  human  and  dog  sera  contain  little 
or  no  protease;  the  leucocytes  are  strongly  prote- 
olytic. 

4.  Serum  complement  and  protease  are  not  iden- 
tical. 

5.  During  various  pathological  conditions  the 
non-specific  protease  is  increased  in  both  human  and 
dog  sera. 

6.  An  increase  in  antiferment  is  in  many  in- 
stances coincident. 

7.  During  the  Abderhalden  reaction  the  placental 
tissue  becomes  more  resistant  to  enzyme  action 
because  of  the  absorption  of  the  antiferment  from 
the  serum. 

8.  The  dialyzed  serum  loses  antiferment  be- 
cause of  absorption  by  the  placental  tissue  or  by 
other  absorbing  substances,  including  probably  the 
dialyzing  membrane. 

9.  The  digestive  substrate  is  the  serum  protein 
made  available  for  protease  action  by  the  absorption 
of  the  antiferment. 

10.  The  proteases  in  pathological  conditions  in- 
vestigated by  the  authors  (pregnancy,  tuberculosis, 
and  pneumonia)  are  non-specific. 

George  E.  Beilby. 

Ebeler,  F.,  and  Lohnberg,  E.:   Further  Experience 
with     the    Abderhalden    Ferment    Reaction 

(Weitere  Erfahrungen  mit  der  Abderhaldenschen 
Fermentreaktion).  Berl.  klin.  Wchnschr.,  191 5,  Hi, 
319- 

The  authors  previously  reported  100  cases  of  the 
Abderhalden  reaction  in  pregnant  and  non-pregnant 
women.  In  the  pregnant  cases  there  was  only  1.92 
per  cent  of  errors,  while  in  the  non-pregnant  cases 
there  was  12.5  per  cent.  Since  that  time  they  have 
been  devoting  themselves  to  making  improvements 
in  the  technique,  and  they  now  report  a  series  of 
160  cases,  including  50  cases  of  normal  and  patho- 
logical pregnancy  in  all  the  different  months,  and 
no  normal  and  pathological  non-pregnant  cases 
in  men  and  women.  The  percentages  are  not  much 
improved  over  their  former  results. 

Among  1 2  normal  cases  placenta  was  not  catabo- 
lized  in  any.  In  1 1  cases  of  extra-uterine  pregnancy 
confirmed  by  laparotomy,  6  reacted  positively  and 
5  negatively.  To  be  sure  some  of  the  latter  were 
old  cases  in  which  pregnancy  could  no  longer  be 
demonstrated  microscopically,  but  one  was  a  freshly 
ruptured  pregnancy  in  the  fourth  month.  The 
authors  conclude  that  the  reaction  is  very  unreliable 
in  extra-uterine  pregnancy. 

In  the  39  cases  of  normal  pregnancy  the  reaction 
was  negative  only  once,  and  this  case  was  compli- 
cated by  chronic  nephritis  and  severe  changes  in 
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the  circulatory  system.  With  such  severe  disturb- 
ances in  metabolism  the  case  can  hardly  be  called 
a  failure,  and  even  if  it  is  so  counted  it  only  makes 
2.56  per  cent  wrong  diagnoses  in  this  group  of 
cases.  The  results  were  much  worse  in  the  61 
non-pregnant  cases  examined  for  various  gynecolog- 
ical diseases.  The  results  were  positive  with  pla- 
centa in  12  cases,  or  19.6  per  cent.  The  12  cases 
included  i  of  acute  pancreatitis,  i  of  sepsis,  i  of 
Douglas'  abscess,  4  tumors  of  the  adnexa,  3  ovarian 
cysts,  I  haematoma  in  fracture  of  the  malleolus,  and 
I  case  of  syphilis  in  which  the  Wassermann  was 
positive. 

A  series  of  cases  of  carcinoma  was  examined 
with  carcinoma  tissue  as  a  substrate  and  some 
with  kidney  substance  also.  Among  28  cases 
82.14  per  cent  were  positive.  A  small  group  of 
cases  was  examined  after  radium  treatment  and 
there  was  a  decrease  in  the  positive  reactions.  If 
this  is  confirmed  by  further  work,  it  may  become 
possible  to  use  the  reaction  to  judge  the  effect  of 
radium  treatment.  Tables  are  given  showing  the 
results  in  the  various  groups  of  cases. 

The  authors  conclude  that  the  Abderhalden  test 
in  pregnancy  and  carcinoma  is  not  absolutely  re- 
liable, but  gives  tolerably  good  results.  Improve- 
ments may  be  made  in  the  technique  that  will  make 
it  more  reliable,  but  such  improvements  will  make 
it  even  more  complicated  and  difficult  to  carry  out 
in  practice.  Whether  it  will  ever  be  adapted  for 
ordinary  practice  remains  to  be  seen.         A.  Goss. 

Wohl,  M.  G.:  Serodiagnosis  of  Rabies;  Preliminary 
Report.     Am.  J.  M.  Sc,  1915,  cxlix,  427. 

Wohl  conducted  experiments  based  on  the  prin- 
ciples of  the  Abderhalden  serodiagnosis  of  pregnancy 
applied  to  rabies.  He  argued  that  as  long  as  the 
causative  agent  of  the  disease  is  present  there  will 
be  a  metabolic  disturbance  of  the  cells  with  which 
the  virus  comes  into  contact;  against  these  products 
protective  ferments  would  be  formed,  and  to  detect 
these  ferments  was  the  object  of  the  study. 

From  the  results  obtained  he  believes  the  Abder- 
halden reaction  might  be  used  for  diagnostic  pur- 
poses in  rabies,  and  that  the  reaction  is  positive 
as  early  as  the  third  day  in  rabbits  subdurally 
inoculated  with  fixed  virus,  thus  making  the  diagno- 
sis much  earlier  by  this  method  than  by  any  other 
now  in  use.  D.  L.  Despard. 

Harmer,  T.  W, :  A  Study  of  the  Efficiency  of  Mixed 
Toxins  (Coley)  in  Inoperable  Sarcoma.  Boston 
M.  6*  S.  J.,  1915,  clxxii,  331,  373,  411,  440. 

In  1 9 14  Harmer  published  an  analysis  of  91  cases 
personally  treated  with  mixed  toxins,  to  which  he 
now  adds  cases  personally  treated  since  that  date; 
he  has  also  collected  from  the  literature  188  cases 
treated  by  other  observers.  In  a  study  of  these 
cases  the  data  recorded  have  been  name  or  number 
of  patient,  age,  sex,  occupation,  clinical  diagnosis, 
duration  of  disease  before  operation,  or  before  toxin 
treatment,  history  of  trauma  or  irritation,  nature  of 


operation,  interval  between  operation  and  toxins, 
size  of  growth  before  operation,  size  of  growth  when 
toxins  started,  site  of  injections,  pathological 
diagnosis,  tissue  of  origin,  duration  of  treatment, 
maximum  dose,  character  of  reactions,  effect  of 
toxins  on  size  and  consistency  of  the  growth  and  on 
pain,  remarks  of  interest,  and  end-result. 

Of  the  whole  series  134  cases  have  been  chosen  as 
suitable  for  analysis.  All  of  these  cases  have  been 
proven  by  microscopical  examination.  All  were 
primary  or  recurrent  inoperable  sarcoma,  or  cases 
in  which  the  disease  could  not  be  eradicated  by 
operation.  All  had  been  under  treatment  at  least 
three  weeks.  All  were  free  from  concurrent  treat- 
ment (X-ray,  radium,  arsenical  preparations,  etc.). 

The  134  cases  which  have  conformed  to  these 
criteria  have  been  analyzed:  (i)  according  to  the 
type  of  the  sarcoma,  and  (2)  according  to  the 
anatomical  situation  and  the  tissue  of  origin.  In 
these  analyses  the  cases  have  been  arranged  in  six 
groups,  determined  by  the  effect  of  the  toxins. 

Group  A  includes  those  cases  in  which  there  was 
no  appreciable  effect. 

Group  B  includes  those  cases  in  which  the  growths 
softened  but  did  not  appreciably  diminish  in  size. 

Group  C  includes  those  cases  in  which  the 
growths  disappeared  or  practically  disappeared  but 
returned. 

Group  D  includes  those  cases  in  which  growths 
disappeared  but  metastases  simultaneously  oc- 
curred. 

Group  D  includes  those  cases  in  which  growths 
diminished  in  size  but  still  persisted. 

Group  F  includes  those  cases  which  are  apparently 
cured,  in  which  the  growths  have  disappeared  and 
no  metastases  have  occurred.  There  are  73  such 
cases. 

After  a  careful,  painstaking,  and  apparently 
unbiased  consideration,  Harmer  concludes  as  fol- 
lows: 

1.  Mixed  toxins  of  streptococcus  and  bacillus 
prodigiosus  (Coley)  are  of  value  in  certain  cases  of 
inoperable  sarcoma. 

2.  The  treatment  of  primary  or  recurrent  in- 
operable sarcoma  with  mixed  toxins  must  be 
intensive.  The  increment  of  dose  and  the  interval 
between  injections  requires  some  experience.  This 
method  of  treatment  is  distressing  and  is  never 
certain.  This  analysis  has  been  undertaken,  there- 
fore, in  the  hope  of  ascertaining  the  types  of  cases 
which  offer  reasonable  expectation  of  benefit. 

3.  The  institution  of  this  treatment  is  unjustifi- 
able in  cases  in  which  operative  measures  of  reason- 
able safety  offer  possible  hope  of  recovery.  A 
frank  statement  of  the  nature  and  the  severity  of 
reactions  and  the  probability  of  benefit  should  be 
made  to  the  patient  or  some  responsible  person 
before  the  treatment  is  undertaken. 

4.  Seventy-three  cases  have  been  regarded  as 
apparent  cures. 

5.  The  small  round-cell  type  apparently  offers  the 
greatest  expectation  of  benefit,  followed  closely  by 
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the  spindle-cell  type.  Only  a  relatively  small  num- 
ber of  the  mixed-cell  type  have  been  benefited. 
The  use  of  toxins  with  multiple  melanotic  growths 
does  not  seem  justi^able,  but  their  use  in  single 
melanotic  growths  is  legitimate. 

6.  Regarding  the  tissue  of  origin,  the  greatest 
number  of  apparent  cures  have  occurred  in  bone 
sarcomata  (exclusive  of  giant-cell  cases),  over  i8 
per  cent  of  the  total  number  of  apparent  cures,  with 
an  equal  division  of  round-cell  and  spindle-cell 
types. 

7.  Giant-cell  cases  furnish  about  15  per  cent  of 
the  total  number  of  apparent  cures.  The  records 
seem  to  justify  preliminary  trial  of  toxins  in  care- 
fully chosen  cases  in  which  slowly  growing  tumors 
have  ruptured  more  or  less  extensively  into  the 
soft  parts  rather  than  immediate  amputation. 
With  skillful  judgment  a  few  limbs  have  apparently 
been  saved.  If  such  treatment  is  practiced,  the 
patient  should  understand  that  amputation  may 
ultimately  be  necessary,  and  it  should  not  be  long 
deferred  in  the  advent  of  increased  rapidity  of 
growth,  repeated  haemorrhages,  considerable  absorp- 
tion, or  superimposed  infection. 

A  small  group  on  account  of  anatomical  situa- 
tion, viz.,  extensive  involvement  of  the  vertebrae, 
defy  surgical  eradication.  These,  the  author  be- 
lieves, should  be  submitted  primariW  to  surgical 
attack,  followed  immediately  by  toxin  treatment. 
The  records  justify  this  practice. 

8.  Primary  inoperable  round-cell  sarcomata, 
arising  from  fascia  and  muscle,  which  have  been 
apparently  cured,  have  been  situated  in  the  lower 
extremity,  abdominal  wall,  and  back.  They  com- 
pose about  16  per  cent  of  the  total  number  of  appar- 
ent cures.  Nine  of  twelve  are  of  the  spindle-cell 
type. 

9.  Sarcomata  of  the  cervical  glands  compose 
about  10  per  cent  of  the  apparent  cures. 

10.  In  a  small  number  of  cases  the  toxins  produce 
striking  relief  from  pain. 

There  follow  134  case  reports,  arranged  in  groups 
according  to  anatomical  situation  or  tissue  of  origin 
of  the  growths. 

Fitch,  C.  P.:  A  Review  of  the  Principal  Methods 
Used  to  Standardize  Bacterins  (Bacterial 
Vaccines),  with  Special  Reference  to  the  Use  of 
the  Hsemocytometer.  J.  Am.  M.  Ass.,  1915, 
Ixiv,  893. 

The  author  discusses  five  methods  of  standardiz- 
ing bacterial  vaccines  and  makes  a  summary  of  the 
relative  advantages  and  disadvantages  of  each. 
The  use  of  bacterins  in  the  treatment  and  preven- 
tion of  disease  has  steadily  increased  since  their  intro- 
duction by  Wright  in  1902.  While  some  men  claim 
that  an  exact  count  of  the  dead  bacteria  injected 
is  not  necessary,  those  who  are  familar  with  the  use 
of  bacterins  know  that  often  their  injection  is  fol- 
lowed by  unexpected  results  due  to  the  toxicity 
of  the  bacterin,  the  idiosyncrasy  of  the  patient,  or 
too  large  a  dose.     It  is  true  that  probably  no  method 


gives  the  exact  number  of  bacteria,  yet  certain 
procedures  lead  to  more  accurate  results  than  others. 

1.  Wright's  method,  which  he  originated  in 
1902,  consists  essentially  of  making  relative  counts 
of  bacteria  and  red  blood-cells  in  stained  films,  made 
by  mixing  measured  amounts  of  normal  human 
blood  and  the  bacterial  suspension.  Allen  modified 
this  method  by  the  use  of  two  or  three  volumes 
of  a  2  per  cent  sodium-citrate  solution.  If  in 
counting  a  certain  number  of  fields  the  bacteria  are 
twice  as  numerous  as  the  red  blood-cells  the  bacterial 
suspension  is  assumed  to  contain  10,000,000,000 
bacteria  per  cubic  centimeter.  This  method  pre- 
supposes the  red  blood-cells  to  be  fairly  uniform 
in  number.  Furthermore,  it  is  found  very  difficult 
to  get  films  of  the  blood  suspension  that  are  uniform. 

2.  The  nephelometer  method,  which  was  de- 
vised by  McFarland,  consists  essentially  of  a  series 
of  ten  standardizing  tubes  containing  a  precipitate 
of  barium  sulphate.  The  first  tube  has  99  per  cent 
of  a  I  per  cent  solution  of  chemically  pure  sulphuric 
acid  and  i  per  cent  of  a  i  per  cent  solution  of 
chemically  pure  barium  chloride;  the  second  98 
per  cent  of  sulphuric  acid  and  2  per  cent  of  barium 
chloride,  and  so  on,  these  tubes  being  called  i,  2,  3, 
etc. 

On  using  this  instrument  the  standard  tube  ap- 
propriate to  the  experiment  is  selected,  shaken  well, 
and  stood  up  in  the  holder.  Alongside  with  this  is 
a  tube  of  sterile  salt  solution  into  which  the  surface 
bacterial  growth  is  transferred  and  mixed  uniformly 
until  both  tubes  have  the  same  relative  opacity. 
This  method  is  merely  a  guess,  as  other  factors  than 
bacterial  content  affect  the  density  of  the  solution. 

3.  The  weight  method  devised  by  Wilson  and 
Dickson  consists  in  weighing  a  piece  of  thin  plat- 
inum foil,  1.5  inches  by  i  inch,  and  a  small  dry  test- 
tube.  The  surface  bacterial  growth  is  placed  on  the 
foil,  placed  in  the  tube,  and  put  in  a  desiccating 
chamber.  After  thorough  drying  it  is  weighed 
again  and  by  subtraction  the  weight  of  the  bacteria 
is  given  at  once.  The  following  table  gives  the 
number  of  bacteria  to  the  milligram  of  dried  bac- 
teria: 

Staphylococcus 3,000,000,000 

Streptococcus 3,400,000,000 

Gonococcus 4,500,000,000 

Meningococcus 3,000,000,000 

Bacillus  coli 6,400,000,000 

Bacillus  typhosus 8,000,000,000 

Bacillus  pyocyaneus 3,400,000,000 

Bacillus  of  Friedlander 4,300,000,000 

M.  melitensis 14,000,000,000 

The  foil  is  then  spread  out  in  a  sterile  dish  and  five 
minutes'  time  given  to  emulsifying  the  organisms 
with  sodium  chloride.  The  method  is  objectionable 
because  of  common  lack  of  the  necessary  apparatus. 

4.  The  plate-culture  method  implies  the  standard- 
ization of  bacterial  suspensions  by  agar-plate  cul- 
tures. Filtered  bacterial  suspensions  are  diluted 
with  sterile  salt  solution  to  1:100,  1:1,000,  1:1,000,- 
000,  and  1:100,000,000.     These  solutions  are  plated 
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out  and  incubated  for  forty-eight  to  seventy-two 
hours  and  the  colonies  counted. 

This  method  is  long  and  cumbersome;  some  of 
the  colonies  may  come  from  more  than  one  bac- 
terium, especially  in  diplococci,  or  some  of  the 
bacteria  may  be  dead  and  the  number  of  colonies 
be  less  than  the  number  of  bacteria  in  the  suspension. 

5.  The  gravimetric  method,  a  procedure  em- 
ployed by  Hopkins,  consists  of  filtering  the  bac- 
terial suspension  into  a  centrifuge  tube,  the  end  of 
which  is  drawn  out  into  a  small  tip,  graduated  to 
hundredths  of  a  cubic  centimeter;  centrifugalizing 
on  a  machine  with  an  i8-cm.  head  at  2,800  revolu- 
tions per  minute  for  one-half  hour.  The  salt  solu- 
tion and  bacteria  above  the  0.05  mark  are  removed 
and  5  ccm.  of  saline  solution  added  and  the  sediment 
resuspended.  This  i  per  cent  suspension  is  killed 
in  the  usual  manner,  and  as  Hopkins  has  determined 
will  have  the  following  proportions: 

Billion 
Per  cent,  per  ccm. 

Staphylococcus  aureus  and  alb  us i  10 

Streptococcus  haemolyticus i           8 

Gonococcus i           8 

Pneumococcus i           2.5 

Bacillus  typhosus i           8 

Bacillus  coli '  i           4 

This  method,  as  its  author  states,  gives  but  approxi- 
mate results. 

6.  The  haemocytometer  method  was  first  used 
by  Mallory  and  Wright.  They  employ  a  counting 
chamber  used  for  counting  blood-platelets  by  the 
Helber  method.  This  is  like  the  Thoma-Zeiss 
chamber  in  every  way  except  it  is  0.02  mm.  deep 
and  the  Thoma-Zeiss  is  o.i  mm.  deep.  For  coun- 
ting a  1:200  dilution  of  bacteria  is  made  with  the 
aid  of  the  red-blood-corpuscle  pipette.  The  aver- 
age number  of  bacteria  per  small  square  times  4,000 
million  will  be  the  number  of  bacteria  per  cubic 
centimeter. 

The  bacteria  are  more  readily  seen  if  stained 
slightly,  so  Callison  uses  this  fluid: 

Hydrochloric  acid 2  ccm. 

Mercuric  chloride  i  to  500 100  ccm. 

Acid  fuchsin,  i  per  cent  aqueous  solution,  enough  to 
color. 

The  author  now  uses  a  1:20  dilution  with  a  Zeiss 
leukocyte  pipette,  and  the  shallow  counting  cham- 
ber. When  prepared  the  slide  is  placed  on  the  lev- 
eled microscope  stage  for  fifteen  minutes  to  allow 
the  bacteria  to  settle,  then  100  small  squares  are 
counted. 

No.  of  bacteria  counted  X  dilution  X   20,000  _ 

No.  of  squares  counted 
the  number  of  bacteria  in  i  ccm. 

A  summary  of  the  advantages  and  disadvantages 
of  the  different  methods  used  follows: 

I.  Some  method  employing  the  haemocytometer 
offers  the  most  accurate  technique  for  standardizing 
vaccines. 


2.  Comparisons  of  different  counts  made  of  the 
same  suspension  by  Wright's  method  showed  an 
average  variation  of  15  per  cent. 

3.  Comparisons  of  different  counts  made  of  the 
same  suspension  by  the  0.02  mm.  haemocytometer 
showed  an  average  variation  of  5  per  cent. 

4.  Comparisons  of  counts  of  the  same  suspen- 
sion made  by  Wright's  method,  Allen's  modifica- 
tion, and  the  chamber  method  (0.02  mm.)  showed 
that  the  former  two  gave  a  much  less  number  of 
bacteria. 

5.  A  less  degree  of  uniformity  of  counts  has  been 
obtained  with  the  o.i  mm.  chamber  than  with  the 
0.02  mm. 

6.  Callison's  diluting  fluid  seems  to  be  the  best 
of  any  so  far  used. 

7.  The  plate  method  of  standardizing  vaccines 
takes  too  long  and  is  too  cumbersome  to  be  used  in 
routine  work.  It  also  greatly  underestimates  the 
number  of  organisms  in  a  suspension. 

8.  The  nephelometer  method  possesses  certain 
advantages,  in  that  it  is  simple  and  quick,  but  it  is 
not  an  accurate  method,  as  it  is  impossible  to  judge 
the  concentrations  correctly. 

C.  D.  Holmes. 

BLOOD 

Warfield,  L.  M.:  The  Normal  Dififerential  Leu- 
cocyte Count;  Proposed  Classification  of  the 
White  Blood-Cells.  /.  Am.  M.  Ass.,  1915,  Ixiv, 
1296. 

The  author  urges  a  uniform  classification  of  the 
white  cells  of  the  blood,  based  upon  their  origin. 
The  two  main  classes  of  the  leucocytes  of  normal 
blood  are  the  granular  and  non-granular  forms. 
The  granular  cells  include  the  polymorphonuclear 
neutrophiles,  eosinophiles,  and  basophiles  which  are 
derived  from  the  parent  myeloblasts,  which  pass 
through  the  stage  of  the  granular  myelocytes. 

The  non-granular  cells  are: 

1.  Lymphocytes,  which  probably  have  their 
origin  in  the  germinal  centers  of  the  lymph-glands, 
although  under  pathologic  conditions  lymph  tissue 
anywhere  in  the  body  may  produce  them.  These 
lymphocytes  are  divided  into  the  large  and  small 
forms.  Warfield  is  of  the  opinion  that  the  large 
form  represents  a  younger,  more  immature  cell,  be- 
cause in  acute  lymphatic  leukaemia  these  cells 
predominate.  On  the  contrary,  small  lymphocytes 
occupy  the  foreground  in  chronic  lymphatic  leu- 
kaemia, and  hence  represent  more  mature  forms. 

2.  The  so-called  transitional  cells  or  endothelio- 
cytes,  which  constitute  6  to  8  per  cent  of  the  white 
cells  and  are  derived  apparently  from  the  capillary 
and  lymph-space  endothelium,  and  also  from  the 
lining  of  the  capillaries  and  lymph-spaces  of  the 
spleen. 

Large  mononuclear  cells  correspond  to  Tiirk's 
irritation  forms.  Pappenheim  thinks  they  are 
plasma-cells  derived  from  lymph-cells  in  response  to 
chronic  inflammation. 
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The  normal  differential  count  is  as  follows: 

Percentage. 

Polymorphonuclear  neutrophiles 50  to  60 

Polymorphonuclear  eosinophUes 2  to    8 

Polymorphonuclear  basophiles o .  4  to    2 

Lymphocytes,  mature 20  to  30 

Lymphocytes,  immature S  to  10 

Endotheliocy tes 5  to    9 

Large  mononuclears o  to    2 

Henry  J.  Van  den  Berg. 

Levison,  L.  A.:  Lecocytosis  a  Deceptive  Sign  in 
Abdominal  Hsemorrhages.  /.  Am.  M.  Ass.,  1915, 
Ixiv,  1294. 

Levison  points  out  that  a  leucocytosis  does  not 
necessarily  indicate  an  inflammatory  condition,  but 
may  be  caused  by  abdominal  haemorrhages,  as  for 
example  in  a  ruptured  tube,  and  other  causes. 
This  condition  may  be  followed  in  a  short  time  by  a 
hyperleucocytosis  which  may  reach  figures  higher 
than  those  usually  noted  in  appendicitis.  The 
points  of  the  article  are  well  summed  up  in  the  follow- 
ing conclusions: 

1.  A  leucocytosis  should  not  be  relied  on  as  a 
differential  point  when  the  clinical  signs  demand  the 
differentiation  of  appendicitis  or  other  inflammatory 
trouble  in  the  abdomen,  and  an  intra-abdominal 
haemorrhage. 

2.  Leucocytosis  due  to  intra-abdominal  haemor- 
rhage is  to  be  distinguished  from  the  post-haemor- 
rhagic  leucocytosis  which  follows  any  severe  bleed- 
ing. 

3.  Leucocytosis  from  intra-abdominal  haemor- 
rhage comes  on  within  twenty-four  hours  and  lasts 
until  the  second  day. 

4.  The  leucocytosis  is  ascribed  to  an  irritation  of 
the  blood-forming  organs  by  the  absorbed  constitu- 
ents of  the  blood.  The  peritoneum  may  be  a  factor 
in  the  formation  of  white  cells. 

5.  The  morphologic  blood  picture  is  not  changed. 

Henry  J.  Van  den  Berg. 

Pupovac,  D.:  Arteriotomy  in  Embolism  (Ein  Bei- 
trag  zur  Arteriotomie  bei  Embolie).  Wien.  klin. 
Wchnschr.,  1915,  xxviii,  90. 

The  author  reports  a  successful  operated  case  of 
bilateral  embolism  of  the  femoral  artery  at  the 
bifurcation  of  the  profunda  femoris  artery.  The 
second  operation  occurred  four  weeks  after  the  first. 
In  both  operations  the  artery  was  opened  up,  the 
thrombus  removed,  and  the  vessel  sutured.  Im- 
mediate restoration  of  the  circulation  resulted,  with 
disappearance  of  the  obstruction  symptoms.  The 
first  operation  was  performed  nineteen  hours  after 
dislodgment  of  the  thrombus,  and  the  second  five 
hours  after.  The  patient,  who  lived  four  weeks 
after  the  second  operation,  showed  no  ill  effects 
following  the  temporary  obstruction  of  the  circula- 
tion. L.  A.  JUHNKE. 

McLean,  A.:  Thrombosis  and  Embolism.  Surg., 
Gynec.  ^  ObsL,  1915,  xx,  457. 

The  author  speaks  of  the  difficulty  of  causing  the 
formation   of   a   thrombosis   experimentally.     Dif- 


ferent methods  were  tried  and  only  in  the  presence 
of  an  infection  did  he  succeed  in  causing  one  to  form. 
In  the  experimental  work  the  following  facts  were 
noticed: 

1.  When  a  vein  is  ligated  in  continuity  the  blood 
in  the  vein  will  clot  only  on  one  side  of  the  point  of 
ligation;  that  is,  the  side  from  which  the  blood  is 
coming. 

2.  In  ligating  a  vein  between  two  ligatures,  say 
two  inches  apart,  the  blood  between  the  ligatures 
clots  very  slowly,  and  if  left  for  a  week  or  more  the 
contents  of  the  ligated  vein  will  have  entirely  disap- 
peared, a  fibrous  cordlike  structure  alone  remaining. 

3.  The  same  result  is  accomplished  by  ligating 
an  artery  between  two  ligatures. 

4.  Simple  crushing  of  a  vein  will  not  cause  a  clot 
at  the  point  of  crushing.  The  crushing  can  be 
repeated  in  48  hours  and  a  clot  will  not  form  at  the 
site.  Examination  of  the  repeatedly  crushed  vein 
two  weeks  after  the  last  crushing  will  show  a  thick- 
ening of  all  the  coats  of  the  vein,  due  to  an  increased 
amount  of  fibrous  tissue,  the  intima  remaining  as 
smooth  and  glistening  as  before. 

5.  Crushing  of  a  vein  with  the  subsequent  intro- 
duction of  a  24-hour  bouillon  culture  of  staphylococci 
and  again  crushing  the  vein,  to  grind  (as  it  were) 
the  staphylococci  into  the  walls  of  the  vein,  will 
not  produce  a  clot  or  thrombus  at  the  site  of  the 
crushing  and  injection  of  the  staphylococci. 

6.  The  introduction  of  a  sterile  thread  into  the 
lumen  of  a  vein,  allowing  about  one-half  to  three- 
quarters  of  an  inch  to  remain  suspended  inside  of 
the  vein,  that  is,  oscillating  in  the  blood-stream,  failed 
to  produce  a  clot  or  thrombus  either  at  the  point  of 
the  introduction  of  the  thread  or  around  the  thread 
itself. 

7.  A  sterile  thread  introduced  into  the  artery  in 
the  same  way  and  allowed  to  remain  there  for  4,  5, 
and  7  days  will  not  cause  the  formation  of  a  clot 
on  the  thread  itself  nor  upon  the  wall  of  the  artery 
at  the  point  where  the  thread  is  introduced. 

8.  The  introduction  of  a  thread  infected  with 
staphylococcus  albus  or  aureus  will  in  3  or  4  days 
cause  the  formation  of  a  thrombus  at  the  point  of  the 
introduction  of  the  infected  thread.  The  thrombus 
becomes  attached  to  the  vein  at  the  point  where  the 
infected  thread  enters.  It  will  not  entirely  occlude 
the  lumen  of  the  vein;  it  will  grow  or  enlarge  in  the 
direction  of  the  blood-stream,  remaining  suspended 
at  a  single  point. 

9.  A  thread  infected  either  with  the  colon  bacillus 
or  with  the  staphylococcus  aureus  introduced  into 
an  artery  in  a  similar  manner,  causes  the  formation 
of  a  firm  clot,  as  proved  by  post-mortem  findings 
five  days  after  the  introduction  of  the  thread. 

10.  Sterile  threads  one-half  inch  long  "let  go" 
into  the  circulation  caused  no  symptoms  up  to  the 
present  writing  —  seven  weeks. 

11.  An  infected  thread  (colon  bacillus)  one  inch 
long  let  loose  in  the  circulation  caused  a  sudden 
death  in  three  and  one-half  days.  Post-mortem 
examination   showed   a   seropurulent   fluid   in   the 
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pleural  cavity,  and  the  embolus  (thread  with  blood- 
clot,  infected  with  colon  bacillus,  around  it)  was 
found  in  the  right  lung. 

The  conclusions  arrived  at  are  that  — 

1.  Endothelial  damage,  on  which  so  much  stress 
is  usually  laid,  is  not,  per  se,  a  cause  of  thrombosis. 

2.  Infection  and  necrosis  or  the  toxins  derived 
from  an  infectious  and  necrotic  process  are  probably 
the  most  important  factors  in  the  production  of  a 
thrombus. 

3.  A  slowing  of  the  blood-stream  is  a  contribu- 
tory cause  but,  per  se,  will  not  cause  a  thrombus  to 
form. 

BLOOD  AND  LYMPH  VESSELS 

Horsley,  J.  S.,  and  Whitehead,  R.  H.:  A  Study  of 
Reversal  of  the  Circulation  in  the  Lower 
Extremity.     /.  Am.  M.  Ass.,  1915,  Ixiv,  873. 

The  operation  for  the  reversal  of  the  circulation  in 
the  lower  extremity  began  to  receive  attention  fol- 
lowing the  work  of  Carrel  and  others  in  successful 
blood-vessel  suturing  about  ten  years  ago.  Certain 
cases  of  gangrene  of  the  foot  and  leg  due  to  gradual 
occlusion  of  the  arteries  from  endarteritis  have  been 
treated  by  switching  the  arterial  stream  to  a  vein 
in  the  hope  that  the  blood-pressure  would  force  the 
valves  of  the  veins  and  so  supply  nutrition  to  the 
tissues.  Among  those  who  favor  this  operation  are 
Carrel,  Guthrie,  Bernheim,  Weiting,  and  Goodman. 
John  B.  Murphy,  Bernheim,  and  Weiting  favor  a 
lateral  rather  than  an  end-to-end  anastomosis,  and 
they  suggest  the  tying  oflf  of  the  cardiac  end  of  the 
vein  at  the  point  of  operation.  Carrel  and  Guthrie 
favor  the  end-to-end  anastomosis.  On  the  other 
hand  Coenen  of  Breslau  asserts  that  the  operation 
is  practically  worthless  clinically,  as  not  all  of  the 
valves  give  way  and  the  blood  is  shunted  oflf  through 
the  first  large  anastomotic  vein  back  to  the  heart. 

After  reporting  cases  and  reviewing  the  literature, 
Halstead  and  Vaughan  conclude  that  reversal  of  the 
circulation  has  little  practical  usefulness. 

In  an  eflfort  to  throw  some  light  on  the  subject,  a 
series  of  experiments  was  undertaken  in  an  eflfort 
to  ascertain  what  became  of  the  blood  in  the  aflfected 
limb  after  such  an  anastomosis.  Obviously  in  order 
to  prove  this  procedure  of  benefit  it  must  be  estab- 
lished (i)  that  the  blood  in  the  reversed  vein 
reaches  the  ultimate  capillaries  of  the  foot;  (2)  that 
the  blood  in  the  venous  capillaries  can  nourish  the 
tissues;  and  (3)  how  this  blood  is  brought  back  from 
the  venous  capillaries  to  the  heart. 

Experiments  are  directed  at  the  first  of  these 
problems.  Twelve  experiments  were  done,  in  all  of 
which  the  lower  extremity  (left)  of  the  dog  was 
operated  upon,  and  an  end-to-end  anastomosis  done 
in  each  case.  The  proximal  end  of  the  artery  was 
united  to  the  distal  end  of  the  vein  from  one  to  two 
inches  below  Poupart's  ligament.  Of  the  12  dogs 
operated  upon,  2  died  of  sepsis  and  the  death  of 
another  may  have  been  partly  due  to  the  same  cause. 
In  the  remaining  9  dogs,  7  operations  were  entirely 
successful  and  i  partially  so;  and  there  was  only  one 


complete  failure.  Only  5  of  the  dogs  were  injected, 
examined  with  the  X-ray,  and  dissected,  and  in  one 
of  these  there  was  complete  occlusion  of  the  anasto- 
mosis. One  dog  died  of  influenza  and  was  given  a 
partial  examination,  so  that  the  reports  deal  with 
only  5  out  of  the  12  operations. 

The  X-ray  shows  that  in  4  of  the  6  dogs  the  in- 
jection mass  reached  only  a  short  distance  below 
the  knee,  and  that  it  returned  through  the  back  part 
of  the  thigh  in  the  general  direction  of  the  branches 
of  the  iliac  veins.  In  only  one  case  was  the  injection 
mass  found  near  the  foot,  although  all  the  dogs  had 
some  of  the  mass  in  the  inferior  vena  cava,  except 
those  killed  shortly  after  the  operation. 

The  apparent  and  immediate  good  results  re- 
ported in  connection  with  this  operation,  especially 
in  the  hands  of  inexperienced  operators,  are  largely 
due  to  the  fact  that  with  this  procedure  there  is  a 
damming  back  of  the  blood  into  the  limb.  The  indi- 
cation for  the  operation  is  generally  an  impending 
gangrene  due  to  partial  occlusion  of  the  terminal 
arterioles;  but  as  there  had  been  no  damage  done  to 
the  veins,  and  as  the  blood  was  removed  from  the 
limb  without  hindrance,  better  blood-supply  would 
at  once  be  apparent  by  a  lessened  drainage  whether 
due  to  reversal  of  the  circulation  or  to  the  formation 
of  a  thrombus. 

The  following  conclusions  may  be  drawn  from 
these  experiments: 

1.  The  tendency  of  the  arterial  blood  in  a  re- 
versed femoral  vein  is  to  return  to  the  vena  cava  by 
the  nearest  anastomotic  route. 

2.  In  the  course  of  time  very  large  anastomotic 
veins  form  so  that  the  mass  injected  into  the  re- 
versed circulation  quickly  and  easily  finds  its  way 
into  the  vena  cava. 

3.  It  is  most  probable  that  the  arterial  blood  in 
the  reversed  circulation  never  reaches  the  ultimate 
venous  capillaries  of  the  foot,  but  if  it  does  it  must 
be  after  many  weeks,  long  after  the  time  that  any 
good  could  be  accomplished  by  bringing  nutrition 
to  the  tissues,  even  if  nutrition  could  be  absorbed 
from  venous  capillaries. 

These  experiments  seem  to  show  that  even  when 
the  full  arterial  pressure  of  the  femoral  artery  is 
turned  into  the  femoral  vein  by  an  end-to-end 
anastomosis,  the  arterial  blood  in  the  reversed  vein 
never  reaches  the  venous  capillaries  of  the  foot,  and 
does  not  even  reach  the  smaller  veins  in  the  lower 
part  of  the  leg  for  more  than  twenty-two  days. 

C.  D.  Holmes. 

Heyrqysky,  H.:   Infected  Wounds  of  Blood-Vessels 

(Uber     infizierte      Gefassschiisse).       Wieii.      klin. 
Wchnschr.,  1915,  xxviii,  14. 

Heyrovsky  reports  injury  of  large  arteries  in  30 
of  the  1,710  wounds  treated  at  the  surgical  clinic  in 
Vienna.  There  was  late  secondary  haemorrhage  in 
21  cases  and  three  of  the  patients  died.  Death 
in  each  case  was  due  to  ascending  thrombosis  above 
the  ligature  that  had  been  placed  around  the  artery, 
and  had  been  applied  too  close  to  the  point  of  injury 
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in  order  to  spare  an  important  branch  above.  The 
consequence  was  profuse  haemorrhage  in  one  case 
and  fatal  thrombosis  in  the  three  mentioned.  The 
patients  might  have  been  saved  if  the  ligature  had 
been  appUed  higher  where  the  tissue  was  absolutely 
sound.  In  the  9  non-infected  cases  recovery  was 
prompt  and  complete,  but  amputation  was  neces- 
sary in  6  of  the  infected  cases.  A.  Goss. 

Grant,  E.  O.:  End-to-End  Anastomosis  of  the 
Axillary  Artery.  Surg.,  Gyncc.  y  ObsL,  19 15^  xx, 
447- 

The  author  discusses  the  nervous  and  circulatory 
disturbances  following  end-to-end  suture  of  the 
axillary  artery  with  a  return  of  the  pulse.  The  case 
cited  was  shot  in  the  first  portion  of  the  axillary 
artery  and  an  entire  circular  portion  of  the  artery 
shot  away.  The  ends  were  approximated  by  the 
Carrel  method  within  one  hour  after  the  injury. 
No  injury  of  the  nerve-trunks  was  visible.  The 
pulse  returned  in  eight  days,  but  has  never  been 
equal  to  the  opposite  pulse,  and  the  author  thinks 
that  the  delay  was  due  to  the  time  required  to 
canalize  the  thrombus  that  existed  peripheral  to 
the  point  of  suture.  The  nervous  symptoms  were 
pain  in  the  forearm  but  no  tenderness  and  practically 
no  loss  of  sensation  and  very  little  loss  of  motion. 
The  nervous  symptoms  gradually  improved  under 
treatment.  The  author  thinks  that  this  disturb- 
ance was  due  to  an  ischsemia  of  the  nerve-trunks 
due  to  the  circulation  in  that  arm  being  below  nor- 
mal for  a  long  period,  as  the  disturbance  decreased 
as  the  circulation  increased  in  volume. 

Stetten,  D. :  The  Futility  of  Arteriovenous  Anas- 
tomosis in  the  Treatment  of  Impending 
Gangrene  of  the  Lower  Extremity.  Surg., 
Gyiiec.  i^  Obst.,  1915,  xx,  381. 

In  order  to  determine  the  utility  of  the  Wieting 
operation,  or  so-called  "reversal  of  the  circulation," 
Stetten  has  carried  out  a  series  of  injection  ex- 
periments on  a  number  of  freshly  amputated,  gan- 
grenous limbs  with  arterial  occlusion.  In  the  ma- 
jority of  the  experiments  he  injected  a  50  per  cent 
emulsion  of  red  oxide  of  lead  in  paraffin  oil  with  a 
hand  syringe.  He  first  injected  the  largest  vein 
in  a  retrograde  direction  and  then  radiographed  the 
extremity.  He  then  injected  the  main  artery  and 
took  a  second  X-ray  picture  for  comparison  with 
the  venous  injection.  A  study  of  the  radiographic 
pictures,  which  are  reproduced  in  the  paper,  shows 
that — • 

1.  A  peripheral  flow  through  the  patent  veins 
in  cases  of  gangrene  due  to  vascular  disease  is  only 
possible  to  a  very  slight  extent.  The  valves  are 
apparently  an  impassable  barrier  even  when  the 
injection  is  made  with  extreme  force.  There  is 
never  any  capillary  circulation. 

2.  Even  if  the  arteries  are  extensively  diseased, 
the  arterial  circulation  to  the  smallest  capillaries  is 
surprisingly  good  except  in  the  actually  gangrenous 
areas.     The  force  needed  to  produce  an  excellent 


arterial  circulation  is  decidedly  less  than  that  re- 
quired for  an  imperfect  venous  injection. 

3.  The  return  flow  is  normal  if  the  artery  is  in- 
jected. If  the  vein  is  injected  there  is  no  return 
flow  through  the  artery,  but  some  of  the  fluid 
may  be  promptly  short-circuited  through  immediate- 
ly adjacent  tributaries. 

A  critical  analysis  of  the  cases  operated  upon  up 
to  date  and  presented  in  tabular  form  gives  in  a 
total  of  136  arteriovenous  anastomoses  or  attempts 
thereat  the  following  summary  of  results: 

Death's  after  operation 30 

Deaths  following  amputation 11 

Amputations 45 

Operations  abandoned  on  account  of  condition  of  vessels 12 

Negative  or  doubtful  cases 8 

Successes  in  upper  extremity 6 

Successes  in  lower  extremity 24 

In  other  words  there  was  a  direct  mortality  of 
over  30  per  cent  and  practically  complete  failure  of 
the  operation  in  more  than  72  per  cent  of  the  cases. 
Of  the  so-called  success  in  the  lower  extremity  8 
are  uncertain,  so  that  there  are  left  16  cases  re- 
ported as  successful,  or  only  about  11  per  cent. 

After  considering  the  question  from  its  various 
phases  Stetten  reaches  the  following  conclusions: 

1.  The  arterial  circulation  to  the  periphery  even 
in  very  advanced  arterial  disease  is  in  every  respect 
better  and  easier  than  the  retrograde  venous  cir- 
culation, mainly  because  of  the  obstruction  of  the 
valves  and  the  short-circuiting  of  the  blood  through 
anastomoses  of  neighboring  venous  collaterals. 

2.  The  operation  is  dangerous  and  the  results 
have  been  unsatisfactory  except  in  a  very  small 
percentage  of  cases. 

3.  The  few  so-called  successful  results  have 
probably  been  obtained  more  in  spite  of  than  because 
of  the  operation,  inasmuch  as  various  factors  play 
a  role  in  the  improvement  of  these  cases,  as  improve- 
ment has  been  recorded  after  definite  closure  of  the 
anastomosis,  and  as  failure  has  occurred  with  per- 
fect patency  of  the  arteriovenous  fistula. 

4.  Even  if  the  anastomosis  functionates,  which  it 
rarely  does,  there  is  no  possibility  of  circulatory  im- 
provement, but  rather  quite  the  reverse. 

5.  The  term  "reversal  of  the  circulation,"  at 
least  as  far  as  clinical  cases  are  concerned,  should  be 
discarded. 

6.  Even  if  the  usefulness  of  the  operation  were 
proved  beyond  question,  the  possible  indications 
would  be  restricted  to  an  unappreciable  minimum. 

The  author  advises  that  the  operation  be  aban- 
doned. A  comprehensive  bibliography  of  167 
numbers  completes  the  paper. 

Paton,  L. :  Case  of  Mikulicz's  Disease.    Proc.  Roy. 
Soc.  Med.,  1915,  viii.  Sect.  Ophth.,  28. 

Paton  reports  a  case  of  Mikulicz's  disease  in  a 
woman  aged  62.  He  states  that  the  case  agrees  in 
its  main  features  with  the  description  given  by  von 
Mikulicz  in  Billroth's  Festschrift  in  1892.  The  case 
presented  a  symmetrical  enlargement  of  the  serous 
glands  about  the  head  and  neck,  including  the  glands 
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in  the  palate  and  at  the  tip  of  the  tongue,  the  sub- 
maxillary, parotid,  and  lachrymal  glands.  The 
blood  findings  were  similar  to  those  of  leukaemia  of 
the  lymphatic  type.  W.  G.  Reeder. 

Olitsky,  P.  J.:    Results  of  Complement-Fixation 
Studies  with  the  Corynebacterium  Hodgkini. 

/.  Am.  M.  Ass.,  1915,  Ixiv,  1134. 

The  serums  of  ten  patients  were  tested  and 
used  in  amounts  varying  from  0.05  to  0.2  ccm. 
(corresponding  to  o.i  to  0.4  ccm.  in  Wassermann's 
system).  Ordinarily,  the  reagents  used  are  gauged 
so  that  from  0.05  to  o.i  ccm.  gives  perfect  fixation 
with  other  bacterial  antigens  with  specific  serums. 
Using  greater  amounts  of  the  serum,  however,  the 
maximum  amount  of  antigen  and  the  longest  period 
for  fixation  (24  hours,  ice-box),  the  results  in  these 
cases  were  uniformly  negative.  There  were  6  cases  of 
Hodgkin's  disease,  2  of  lymphosarcoma,  i  of  lymph- 
atic leukaemia,  and  i  uncertain. 

At  the  same  time  serums  from  patients  suffering 
from  other  chronic  conditions,  as  lues,  tuberculosis, 
pernicious  anaemia,  carcinoma,  etc.,  in  all  34,  were 
tested  in  a  similar  manner  and  the  results  were 
likewise  negative. 

An  attempt  was  made  to  investigate  the  nature  of 
the  corynebacterium  hodgkini  by  making  cross-fixa- 
tion experiments  with  other  diphtheroids.  The  cory- 
nebacterium hodgkini  is  distinct  from  these  pseudo- 
diphtheria  organisms.  Edward  L.  Cornell. 

POISONS 

Hamm,  A. :   Absorption  Fever  or  Retention  Fever 

(Resorptionsfieber   oder    Retentionsfieber).     Miin- 
chen.  med.  Wchnschr.,  1914,  No.  38. 

The  teachings  in  regard  to  saprophytes,  the  ob- 
ligate saprophytes  to  which  is  attributed  the  ability 
to  grow,  on  dead  material,  and  the  consequent 
assumption  of  a  peculiar  position  in  regard  to  wound 
infection  must  be  discarded.  There  is  only  one 
category  of  pathogenic  organisms,  and  their  ability 
to  cause  infection  or  not  depends  upon  the  local 
or  general  condition  of  the  patient  and  upon  their 
virulence.  It  has  been  proven  that  bacteria  for- 
merly classed  as  genuine  saprophytes  when  in  con- 
tact with  complement-containing  body  fluids  do 
produce  anaphylatoxin.  According  to  Dold  and 
Rados,  this  poison  is  demonstrable  in  the  normal 
conjunctival  sac,  and  after  producing  a  slight  injury 
to  the  tissue  is  capable  of  producing  a  definite 
inflammation  upon  the  addition  of  dead  bacteria. 
Its  presence  in  the  normal  lochia  cannot  be  doubted 
either,  much  less  in  the  tissue  juices  of  the  retained 
products  of  conception  or  in  infected  liquor  ammnii. 

The  absorption  of  anaphylatoxin  from  the  normal 
vaginal  mucosa  was  proved  by  the  author  in  von 
Ulenhuth's  laboratory.  The  proof  of  increased 
absorbability  from  the  vagina  of  the  pregnant,  of 
the  parturient,  and  of  the  fever  patient,  has  been 
rendered  long  ago.  The  question  why  absorption  of 
bacterial    anaphylatoxin    does    not    occur    oftener 


during  the  puerperium  is  answered  by  the  fact  that 
the  lochia  in  most  cases  is  unlimited  in  its  outflow 
and  hence  prevents  free  absorption.  The  term 
"absorption  fever"  should  be  dropped  entirely  and 
instead  we  should  speak  of  "retention  fever." 
Just  as  no  infection  occurs  without  intoxication, 
just  so  is  there  no  intoxication  without  infection. 

L.  A.  JUHNKE. 

Mayer,  A.:  Treatment  of  Suppurating  Wounds 
with  Ultraviolet  Rays  (Uber  die  Behandlung 
eiternder  Wunden  mit  kunstlicher  Hohensonne). 
Med.  Klin.,  Berl.,  1915,  xi,  208. 

When  suppurating  wounds  have  been  system- 
atically exposed  to  the  mercury  vapor  lamp  they 
have  showed  unusually  rapid  healing  and  sub- 
sidence of  pain.  The  penetrating  power  of  the  rays 
is  greater  in  diseased  tissues,  especially  when  the 
limb  is  raised  to  expel  the  blood.  The  skin  is  a 
living  organ  with  physiologic  functions,  and  these 
functions  are  materially  promoted  by  the  ultra- 
violet rays.  Mayer  is  not  so  enthusiastic  as  Kro- 
mayer,  who  asserts  that  the  mercury  vapor  lamp 
will  save  the  wounded  weeks  of  hospital  treatment. 

Mayer  has  found  that  fluorescent  substances, 
such  as  eosin,  seem  to  sensitize  the  tissues,  and  then 
they  respond  more  readily  to  ultraviolet  rays;  it  is 
his  routine  practice  now  to  swab  the  suppurating 
surface  with  a  solution  of  eosin  preliminary  to  apply- 
ing the  rays.  It  may  be  possible,  he  adds,  to  treat 
peritonitis  in  this  way,  applying  the  rays  when  the 
abdomen  has  been  opened;  he  is  now  experimenting 
in  this  line.  Friedberg  last  year  reported  the  suc- 
cessful application  of  the  ultraviolet  rays  in  dis- 
infection of  the  throat  preliminary  to  operative 
treatment,  and  in  diphtheria.  A.  Goss. 

ELECTROLOGY 

Cotton,  W. :  An  Apparatus  for  X-Ray  Localization. 

Brit.  M.  J.,  1915,  i,  464. 

Cotton  has  an  apparatus  for  locating  foreign 
bodies  for  use  with  any  tube  stand  and  table  in 
which  the  tube  can  be  worked  under  the  table. 
Localization  can  be  done  fluoroscopically  or  with 
plates.  The  essential  part  of  the  apparatus  consists 
of  two  plane  surfaces  connected  by  strips  like  or- 
dinary parallel  rulers  which  keep  them  always 
parallel  to  each  other  and  to  the  table  top  and  the 
tube.  These  strips  allow  the  adjustment  of  the 
distance  between  the  two  "decks"  while  keeping 
the  surfaces  always  parallel.  The  patient  lies  be- 
tween "decks,"  the  upper  "deck"  carrying  the  plate 
or  fluorescent  screen.  Two  observations  or  expo- 
sures are  made  with  the  tube  occupying  different 
positions,  the  location  of  the  shadow  of  the  foreign 
body,  and  of  the  source  of  the  rays  being  noted  in 
each.  The  distance  between  the  tube  and  screen 
being  known  and  also  the  distance  the  tube  was 
moved,  the  location  of  the  foreign  body  is  determined 
by  the  ordinary  methods  of  triangulation. 

G.  W.  Grier. 
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Schwarz,  G.:  The  Recognition  of  a  Gas  Phlegmon 
in  the  Rontgen  Plate  (Erkennbarkeit  der  Gas- 
phlegmone  im  Rdntgenbild).  Wien.  klin.  Wchnschr., 
1915,  xxviii,  92. 

As  gas  phlegmons  accompany  bullet  and  shrapnel 
wounds  quite  frequently,  the  author  calls  attention 
to  their  recognition  in  the  X-ray  picture.  They 
appear  among  the  soft  tissues  as  either  round  or  oval, 
isolated  or  confluent  spots,  appearing  dark  on  the 
negative  and  light  on  the  positive,  during  transil- 
lumination. The  spots  look  like  the  holes  in  cheese 
and  undoubtedly  are  similar  in  origin. 

L.  A.  JUHNKE. 

Hernantian-Johnson,  F.:  Radiology  and  Electro- 
therapeutics in  Wartime.  Practitioner,  Lend., 
191S,  xciv,  396. 

Aside  from  the  injuries  to  be  expected  in  training 
camps  or  on  battlefields,  a  large  number  of  kidney  and 
bladder  cases  have  been  examined,  and  while  few 
stones  have  been  found,  the  use  of  the  X-ray  was  a 
decided  aid  in  the  diagnosis  of  these  confusing  cases 
where  the  symptoms  caused  by  the  exposure  in  the 
trenches  and  long  marches  simulated  stone  or 
gravel. 

Attention  is  called  to  the  chance  of  error  in  study- 
ing either  fractures,  or  the  localization  of  fragments 
of  foreign  bodies  with  the  "screen"  similar  to  the 
chance  of  the  surgeon  extracting  a  foreign  body 
where  he  has  only  one  radiograph  (rontgenogram) ; 
localization  should  always  be  made  by  one  of  the 
approved  methods,  several  of  which  are  mentioned; 
this  will  save  the  time  of  all  concerned.  Rontgen- 
theraphy  has  been  found  useful  in  the  treatment  of 
mild  cases  of  lupus,  keloids,  and  sluggish  ulcers. 
Electrotherapeutics  have  been  of  service  in  deter- 
mining the  gravity  of  nerve  and  muscle  injury,  and 
for  this  purpose  the  "Lewis  Jones  condenser  set" 
was  employed.  In  the  treatment  of  neuritis,  rheu- 
matism, etc.,  to  hasten  the  absorption  of  the  inflam- 
matory products,  high-frequency  radiant  heat  was 
also  employed.  By  these  methods  many  men  be- 
lieved to  be  permanently  unfit  for  service  have 
been  restored  to  health  and  have  resumed  service 
on  the  firing  line.  W.  S.  Newcomet. 

Meyer,  F.  M.:  The  Present  Status  of  Rontgen 
Deep  Therapy  (Der  heutige  Stand  der  Rontgen- 
tiefentherapie).     Strahlentherap.,  1915,  p.  135. 

The  technique  of  rontgen  deep  therapy  in  various 
conditions  is  discussed  and  a  number  of  the  con- 
ditions pointed  out  in  which  it  has  been  of  great 
service.  First  among  these  conditions  is  chronic 
leukaemia,  both  lymphatic  and  myelogenous.  A 
case  of  pernicious  anaemia  that  underwent  great 
improvement  under  rontgen  treatment  is  also 
described,  a  great  part  of  which  improvement  the 
author  attributes  to  the  rays. 

Good  results  have  been  obtained  in  many  cases 
of  Basedow's  disease,  the  goiter  decreasing  in  size 
and  the  heart  symptoms  improving.  The  results 
are  not  so  good  in  simple  goiter. 


Among  neurological  affections  that  are  very 
favorably  influenced  are  trifacial  neuralgia,  inter- 
costal neuralgia,  and  sciatica. 

Recently  good  results  have  been  reported  in 
treating  pulmonary  tuberculosis  with  rontgen  rays. 
The  author's  work  along  this  line  is  too  recent  for 
definite  results  to  be  reported.  In  joint  tuberculo- 
sis heliotherapy  is  the  best  treatment,  combined 
in  some  cases  with  rontgen  treatment;  but  in  gland 
tuberculosis  the  results  of  rontgen  treatment  are 
brilliant;  tubercular  fistulae  are  also  closed  up  by 
rontgen  treatment. 

The  rontgen  treatment  of  myoma  is  discussed  at 
length;  it  is  to  be  preferred  to  surgery  in  most  pa- 
tients over  40.  Irradiation  is  effective  also  in 
chronic  metritis  and  dysmenorrhoea,  but  must  be 
used  with  caution  in  the  latter  condition,  as  the 
sterilization  of  women  for  the  sake  of  relieving 
dysmenorrhoea  is  not  justifiable.  In  the  treatment 
of  malignant  tumors  rontgen  rays  are  indicated  in 
all  non-operable  cases  and  prophylactically  after 
operation. 

The  author  holds  that  the  rays  do  not  have  any 
specific  effect  on  cancer  tissue;  the  fact  that  they 
act  in  the  same  way  on  eczema,  tuberculosis, 
myoma,  and  carcinoma  would  indicate  that  they 
have  no  specific  effect  on  the  latter.  They  destroy 
all  sorts  of  tissue,  pathological  often  more  rapidly 
than  normal,  but  there  is  no  specificity  in  their 
action.  A.  Goss. 

Salzmann,  F.:  Secondary  Rays  in  Rontgen  Deep 
Therapy  as  a  Substitute  for  Radio-Active 
Substances  (Sekundarstrahlen  in  der  Rontgen- 
tiefentherapie  als  Ersatz  radioaktiver  Substanzen). 

Deutsche  med.  Wchnschr.,  1915,  xli,  223. 

Primary  rays  of  9  to  11  Wehnelt  hardness  are 
passed  through  an  aluminum  filter  2  or  3  mm.  thick; 
after  passing  through  the  intervening  soft  tissues 
they  reach  the  tumor.  A  layer  of  cadmium  is 
placed  underneath  the  tumor,  or  even  in  it,  like  a 
radium  tube.  This  metal  gives  off  secondary  rays 
that  act  in  much  the  same  manner  as  radium. 
Werner  claims  that  radio-active  substances  are 
superior  to  rontgen  rays,  especially  in  the  treatment 
of  tumors  in  readily  accessible  body  cavities,  as  the 
nose,  mouth,  pharynx,  larynx,  oesophagus,  rectum, 
vagina,  uterus,  bladder,  etc.,  because  the  rontgen 
rays  could  not  act  upon  the  tumor  from  within 
outward.  With  this  method  of  utilizing  the  sec- 
ondary rays  this  objection  is  overcome.  An  ab- 
solute comparison  of  the  7-rays  and  those  of  a 
radio-active  substance  is,  however,  not  possible. 

Salzmann  describes  four  cases  of  cancer  of  the 
uterus  in  which  the  method  was  used  with  excellent 
results.  The  cadmium  plate  was  easily  inserted 
in  all  cases.  When  it  was  removed  there  was  some- 
times capillary  haemorrhage  as  a  result  of  hyperaemia 
of  the  tumor,  due  to  mechanical  irritation  of  the 
metal,  which  is  desirable  because  it  sensitizes  the 
cancer  tissue  to  the  rays.  The  distance  of  the  tube 
from  the  skin  was  25  cm.  in  all  cases.        A.  Goss. 
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KoHscher,  G. :  Modern  Radiotherapy  in  Malignant 
Tumors  and  in  Localized  Tuberculosis.  Lancet- 
Clin.,  1915,  cxiii,  287. 

In  the  Michael  Reese  Hospital  the  results  from 
radiotherapy  are  divided  into  four  classes:  (i)  actual- 
ly harmful,  (2)  failures,  (3)  encouraging,  and  (4) 
satisfactory. 

In  the  first  class  the  author  mentions  inoperable 
cancer  of  the  cervix  and  of  the  lip.  Metastases 
have  been  facilitated  and  the  breaking  down  of 
tissues  made  more  rapid.  Cancers  of  the  stomach 
are  set  down  as  simple  failures.  Encouraging  results 
have  been  obtained  in  cancer  of  the  breast,  in  which 
inoperable  cases  have  been  made  operable  and 
cases  refusing  operation  have  been  much  improved. 
Also,  in  cases  of  tumor  of  the  bladder,  the  cystitis 
has  been  cleared  up,  the  tenesmus  and  painful 
micturition  have  subsided.  Results  have  been 
satisfactory  in  recurrent  carcinoma  of  the  breast, 
cancer  of  the  rectum  after  excision,  metastases  in 
the  groin  following  operation  for  cancer  of  the  rec- 
tum, recurrent  sarcoma  of  the  thigh  after  amputa- 
tion of  the  toe,  inoperable  cancer  of  the  tongue  with 
metastases,  angiosarcoma,  and  inoperable  cancer  of 
the  cervix.  Sarcoma  and  carcinoma  vaccines  have 
been  used  in  addition  to  the  radiation,  and  these 
agents  have  been  a  valuable  aid  in  the  treatment. 

In  localized  tuberculosis  not  involving  bones  the 
results  have  been  uniformly  satisfactory. 

The  author  does  not  consider  radiotherapy  a  sub- 
stitute for  surgery  in  malignant  conditions,  but 
believes  that  in  all  operable  cases  the  bulk  of  the 
tumor  should  be  removed  before  radiation  is  insti- 
tuted. In  this  way  absorption  of  toxins  from  the 
decaying  masses  of  tumor  growth  is  avoided. 

The  Forest  needle  and  diathermy  are  suggested 
as  the  best  methods  of  removing  the  tumor  mass. 

Energetic  radiation  should  follow  all  operations 
for  malignancy.  Inoperable  cases  should  be  radi- 
ated in  the  hope  of  making  them  operable. 

Attempts  have  been  made  to  determine  when  suf- 
ficient radiation  has  been  given,  by  means  of  the 
Aberhalden  test.  The  results  are  not  mentioned. 
The  author  believes  that  radiation  of  malignant 
tumors  should  be  attempted  only  with  large  quanti- 
ties of  mesothorium  or  with  X-rays  of  extreme  hard- 
ness. G.  W.  Grier. 

Werner,  R.:  Radiotherapy  of  Malignant  Tumors 
of  Internal  Organs  (Die  Strahlenbehandlung  der 
bosartigen  Neubildungen  innerer  Organe).  Strah- 
lentherap.,  191 5,  v,  610. 

After  describing  the  technique  of  radiotherapy  of 
tumors  in  various  parts  of  the  body  and  reviewing 
the  results  of  numerous  authors,  Werner  comes  to 
the  following  conclusions: 

1.  Radiotherapy  is  the  method  of  choice  in 
operable  as  well  as  inoperable  tumors  located  deep 
in  the  thorax,  which  have  thus  far  been  inaccessible 
to  surgery. 

2.  It  should  be  used  in  deep-seated  carcinomata 
of  the  rectum  in  view  of  the  unfavorable  permanent 


results  of  operative  treatment,  although  it  is  still 
undecided  whether  it  will  give  better  permanent 
results  than  operation. 

3.  The  same  is  true  of  tumors  of  the  hypophysis. 

4.  In  other  internal  organs  the  principle  must 
still  be  maintained  that  all  operable  tumors  should 
be  operated  upon  and  radiotherapy  used  to  prevent 
recurrence. 

5.  Radiotherapy  should  be  used  as  a  preliminary 
treatment  only  in  inoperable  tumors;  in  others 
immediate  operation  is  to  be  preferred. 

6.  A  combination  of  radiotherapy  with  chemo- 
therapy deserves  further  study,  as  it  has  given 
encouraging  results  thus  far.  A.  Goss. 

MILITARY  SURGERY 

Chavannaz,  G.:  Treatment  of  Fractures  of  the 
Skull  at  the  Front  (Sur  le  traitement  des  fractures 
du  crane  par  armes  k  feu  dans  le  service  de  I'avant). 
Bull,  et  m6m.  Soc.  de  chir.  de  Par.,  1915   xli,  549. 

Chavannaz  gives  brief  histories  of  59  cases  of 
fracture  of  the  skull  operated  upon  by  him;  he  has 
had  67  cases  in  all,  but  the  others  were  too  near 
death  when  received  to  be  operated  upon. 

He  advocates  operation  in  all  cases  of  fracture  of 
the  skull.  If  the  fracture  is  large  the  edges  are 
smoothed  off  with  bone  forceps;  if  the  opening  is 
not  large  enough  for  examination  of  the  wound  a 
trephine  is  done;  the  toilette  of  the  wound  is  care- 
fully made,  and  bone  splinters  are  looked  for,  but 
sometimes  they  are  overlooked  because  they  have 
penetrated  the  brain  tissue  so  deeply.  Because  of 
the  danger  of  infection  he  touches  the  brain  sur- 
face with  a  gauze  compress  slightly  moistened  with 
dilute  tincture  of  iodine.  Drainage  was  maintained 
for  48  hours  with  a  rubber  drain;  gauze  drains 
were  used  only  when  there  were  extensive  lesions 
of  the  intracranial  sinuses.  Unless  the  patients 
were  in  complete  coma  chloroform  anaesthesia  was 
given. 

Among  the  59  cases  there  were  26  deaths  and  2,3 
recoveries;  that  is,  55.91  per  cent  of  cases  were  suc- 
cessful. The  patients  were  kept  under  observa- 
tion three  weeks  or  more.  In  7  of  the  cases  there 
were  lesions  of  the  intracranial  venous  sinuses,  one 
of  which  was  treated  by  ligation,  the  others  by 
tamponing.  Four  of  these  seven  died.  The  ac- 
cessory nasal  sinuses  were  involved  in  6  cases,  and 
all  of  them  recovered.  Two  of  these  patients  also 
had  injuries  of  the  eye  which  necessitated  enuclea- 
tion. In  8  of  the  cases  there  was  paralysis:  3  of 
these  died,  in  2  the  paralysis  disappeared,  in  2  it  im- 
proved markedly,  and  in  i  it  persisted.     A.  Goss. 

Goldstein:  Gunshot  Injuries  of  the  Brain  and 
Spinal  Cord  (Beobachtungen  an  Schussverletz- 
ungen  des  Gehirns  und  Riickenmarks) .  Deutsche 
med.  Wchnschr.,  1915,  xli,  215,  250. 

There  are  three  groups  of  such  injuries:  (i)  those 
that  are  so  severely  injured  that  they  die  soon 
afterward;  (2)  those  in  which  the  symptoms  are 
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very  severe  at  first,  but  improve  in  a  relatively 
short  time  and  after  a  few  weeks  almost  disappear; 
(3)  those  in  which  the  symptoms  do  not  improve, 
and  in  spite  of  the  best  care  the  patients  die  after  a 
few  weeks.  Of  course  only  the  latter  two  classes 
are  seen  in  the  hospitals. 

Surgeons  differ  as  to  the  indication  for  treatment 
of  wounds  of  the  brain;  many  hold  that  they  should 
be  left  untouched;  others,  probably  fewer  in  number, 
advocate  more  active  treatment,  especially  in 
tangential  shots.  Goldstein  favors  the  more  active 
plan  of  treatment.  He  describes  two  cases  in 
which  the  wounds  apparently  healed  well  and  for  a 
time  there  was  improvement  in  the  general  con- 
dition; but  suddenly  fever  developed  with  signs  of 
local  suppuration  and  death  followed.  The  sup- 
puration was  localized  and  there  was  no  general 
meningitis.  In  such  cases  recovery  might  have  been 
brought  about  by  early  operation.  In  the  first 
case  there  was  a  bone  splinter  at  the  point  of  injury 
that  could  not  be  seen  on  superficial  inspection;  if 
the  wound  had  been  opened  up  freely  the  splinter 
could  have  been  found  and  removed. 

In  injuries  of  the  spinal  cord,  too,  he  advises  more 
frequent  operation.  He  describes  two  cases  in 
which  autopsy  showed  that  operation  might  have 
been  useful.  In  one  there  were  bone  splinters  in 
the  cord  that  might  have  been  removed  and  in  the 
other  connective-tissue  adhesions  that  might  have 
been  freed  to  relieve  the  cord  from  compression. 

He  advises  operation  in  all  cases  where  there  are 
evidences  of  a  transverse  lesion  and  where  flaccid 
paralysis  with  failure  of  reflexes  persists  for  some 
time.  The  length  of  time  before  operation  depends 
in  part  on  the  patient's  general  condition.  If 
this  is  bad  and  there  are  marked  bladder  disturb- 
ances and  severe  decubitus,  not  more  than  three 
weeks  at  the  most  should  elapse.  Of  course  opera- 
tion may  be  in  vain  if  the  cord  is  completely  severed, 
and  there  is  no  way  of  telling  absolutely  from  the 
clinical  symptoms  whether  this  is  true;  but  the 
prognosis  is  hopeless  in  these  cases  anyway  and  no 
harm  can  be  done;  whereas,  by  operating,  cases  will 
be  saved  in  which  there  is  any  possibility  of  cure. 
Operation  should  always  be  performed  in  cases 
where  a  bullet  can  be  seen  in  the  spinal  canal  in  the 
rontgen  picture  and  the  disturbances  do  not  im- 
prove. A.  Goss. 

Bautnler,  C:  Pneumothorax  After  Injuries  of  the 
Lung  in  War  (tjber  Pneumothorax  im  spateren 
Verlauf  von  im  Kriege  erlittenen  Lungenverletz- 
ungen).  Milnchen.  med.  Wchnschr.,  1915,  Ixii,  289, 
327- 

There  may  be  not  only  a  primary  pneumothorax 
immediately  after  a  lung  injury,  but  a  secondary 
pneumothorax  from  an  inflammatory  focus  in  the 
lung  involving  the  pleura  and  penetrating  the 
pleural  cavity.  Five  typical  cases  are  described. 
An  area  with  a  tympanitic  sound  is  observed  more 
frequently  than  in  pneumothorax  appearing  in 
chronic   tuberculosis   with   pleural   effusion.     This 


tympany  is  not  at  the  boundary,  but  in  the  midst  of 
the  area  of  dullness  caused  by  the  accompanying 
haemothorax  or  pleuritic  exudate.  A  metallic 
sound  shows  that  the  collection  of  air  is  not  in  the 
lung  but  in  the  pleural  cavity.  In  such  cases 
spontaneous  recovery  may  take  place  with  an  al- 
most afebrile  course,  even  when  there  is  an  abundant 
pleural  exudate;  but  if  there  is  a  tolerably  high 
fever  persisting  for  some  time  an  exploratory  punc- 
ture should  be  made  and  the  fluid  examined  micro- 
scopically and  by  culture  for  bacteria.  The  blood 
should  also  be  examined  for  leucocytosis.  If 
there  is  pus  or  if  there  are  streptococci  in  the  blood 
of  the  haemothorax,  the  fluid  contents  of  the  thoracic 
cavity  should  be  emptied  by  rib  resection. 

A.  Goss. 

Suchanek,  E.:  The  Treatment  of  Shell  Fractures 
of  the  Femur  (Zur  Behandlung  der  Schuss- 
f rakturen  des  Oberschenkels) .  Wien.  klin.  Wchnschr. , 
1915,  xxviii,  32. 

At  the  von  Eiselsberg  Clinic  the  treatment  of  shell 
fractures  of  the  femur  is  decidedly  conservative.  In 
discussing  the  condition  in  which  the  patients 
reach  the  clinic  the  author  reviews  the  different 
methods  employed  for  immobilization  of  the  limb 
at  the  front  and  the  results  obtained  with  the 
different  methods.  In  subcutaneous  fractures  and 
in  fractures  with  only  slight  flesh  wounds  a  plaster 
of  Paris  cast  properly  applied  over  two  long  boards 
and  the  limb  sufficiently  padded  serves  admirably 
for  transportation  purposes,  although  the  cast 
may  crumble  as  a  result  of  moisture.  He  warns 
against  its  use,  however,  in  cases  with  bad  wounds 
or  where  infection  is  suspected,  as  phlegmons 
repeatedly  develop  and  are  overlooked  until  the 
cast  is  removed. 

The  method  is  rather  impracticable  at  the  extreme 
front,  as  the  necessary  boards  and  other  supplies 
do  not  reach  the  front  lines  in  most  instances,  and 
the  technique  of  applying  the  cast  is  not  common  to 
all  physicians.  The  Cramer  wire  splint  and  the 
one  modified  by  von  Eiselsberg  have  also  proved 
very  satisfactory  for  the  transportation  of  femur 
fractures. 

The  treatment  after  arrival  at  the  permanent 
hospital  consists  in  extension.  In  cases  of  longitu- 
dinal displacement  this  treatment  is  supplemented 
by  the  Florschiitz  method  of  suspension  and  slight 
flexion  at  the  knee,  allowing  access  to  the  injury 
without  moving  the  limb  and  without  causing  any 
pain. 

If  on  account  of  lateral  displacement  a  reposition 
of  the  fragments  is  not  possible  by  the  single  trac- 
tion of  this  method,  the  Bardenheuer  extension 
method  is  employed,  eventually  supplemented  with 
traction  strips  according  to  Ruckert,  thus  exercising 
traction  on  the  individual  fragments.  Before 
applying  either  method  X-ray  pictures  are  taken, 
and  a  later  picture  is  taken  before  a  permanent 
cast  is  applied.  This  should  not  be  done  too  early, 
as  phlegmons  may  develop  beneath  the  cast  without 
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any  appreciable  temperature  elevation  and  may 
cause  considerable  damage  before  they  are  noticed. 
After  all  flesh  wounds  are  healed,  the  danger  of 
phlegmon  over,  and  the  fragments  in  good  apposi- 
tion, a  cast  may  be  applied,  usually  during  the  fourth 
week  of  extension. 

The  author  warns  against  the  more  energetic 
measures  and  against  redressment  in  narcosis  as  well 
as  against  the  nail  extension  method  of  Codivilla- 
Steinmann.  The  danger  of  spreading  the  infec- 
tion in  a  fracture  complicated  by  phlegmon  speaks 
against  the  former,  whereas  the  danger  of  infection 
of  the  drilled  canal  speaks  against  the  latter.  The 
author  is  well  satisfied  with  the  results  obtained  with 
the  conservative  method,  a  good  functional  result 
being  striven  for  and  usually  obtained. 

L.  A.  JUHNKE. 

Engelmann,  G. :  Technical  Aids  in  the  Treatment 
of  Gunshot  Fractures  of  the  Lower  Extremity 

(Einige  technische  Beihelfe  zur  Behandlung  von 
Schussfrakturen  der  unteren  Extremitat) .  Wien. 
klin.  Wchnschr.,  19 15,  xxv,  178. 

A  tremendous  number  of  splints  is  required  for 
the  wounded,  and  the  splints  must  be  very  strong, 
simple,  and  interchangeable.  Plaster  casts  are  too 
troublesome  to  make  under  war  conditions.  To  meet 
these  requirements  Engelmann  has  devised  an  exten- 
sion splint  which  is  proving  very  satisfactory.  It  is 
described  and  12  illustrations  show  the  application 
of  the  principle  for  patients  able  to  be  up  and  for 
those  in  bed.  For  the  former  the  splint  consists  of 
two  strips  of  metal  connected  with  a  ring  at  the  top 
which  fits  over  the  thigh  as  high  as  it  can  be  pushed 
up  against  the  crotch.  It  is  fastened  at  the  lower 
end  with  a  spike  on  each  side,  which  is  driven  into 
the  shoe  between  the  sole  and  the  upper,  close  to  the 
heel.  A  slide  and  thumbscrew  on  each  strip  ad- 
just it  to  the  proper  length.  The  trouser  leg  is 
slit  and  cut  across  above  and  below  the  lesion,  so 
that  it  can  be  turned  back  and  buttoned  across  the 
back  to  a  row  of  buttons  mounted  on  the  outer 
strip  of  metal  forming  the  splint.  A.  Goss. 

Haberer,  H.  von:  Treatment  of  Infected  Gunshot 
Wounds  of  Bones  and  Joints  (Zur  Behandlung 
und  Beurteilung  infizierter  Gelenk-  und  Knochen- 
schiisse).     Med.  Klin.,  Berl.,  1915,  xi,  179. 

The  freedom  from  infection  of  wounds  of  the 
joints  in  war  is  remarkable.  Those  which  heal 
without  infection  far  outnumber  the  infected  cases. 
When  a  splint  has  not  been  applied  to  keep  the 
joint  immovable,  the  bandage  usually  works  off 
during  the  trip  to  the  base  hospital  and  infection  is 
inevitable;  any  kind  of  a  splint  prevents  this. 

Von  Haberer's  experience  at  Innsbruck  has  proved 
the  folly  and  danger  of  draining  a  joint  wound  from 
the  first.  Fixation  and  leaving  the  joint  alone  are 
the  best  treatment  at  first;  and  even  when  there  are 
pains  and  the  joint  and  lymph  glands  swell  and  the 
temperature  runs  up  to  104°  F.  with  small,  rapid 
pulse  and  dry  tongue,  a  few  hours'  rest  in  bed  with 


the  limb  in  good  position  will  often  do  wonders  for 
soldiers  exhausted  from  a  long  railroad  journey. 

Gas  phlegmons,  of  course,  call  for  immediate 
attention,  but  otherwise  operative  treatment  is  not 
required  unless  the  fever,  pain,  and  swelling  keep 
up.  When  such  occurs,  he  punctures  the  joints 
at  several  points,  and  wherever  pus  or  a  purulent 
effusion  is  encountered  he  makes  a  small  incision 
and  introduces  a  retention  rubber  drain,  rinsing 
out  with  a  X  or  4  per  cent  solution  of  formaldehyde 
if  the  secretions  are  thick.  The  functional  outcome 
is  much  better  with  multiple  small  incisions  than 
when  the  joint  is  opened  up  extensively,  and  the 
lesion  heals  fully  as  well.  The  dressings  require 
changing  only  when  they  are  too  soaked  to  absorb 
more;  moist  dressings  impede  free  discharge. 

The  author  refrains  from  disturbing  the  shattered 
bones  in  the  depths  of  the  wound,  but  applies  ex- 
tension or  passive  movements,  as  indicated.  In  his 
50  cases  of  severe  suppurating  injury  of  large  joints 
amputation  was  done  in  only  one  case.  When  there 
is  general  sepsis,  amputation  is  of  no  avail.  In 
several  such  cases  necropsy  showed  that  the  joint 
lesion  was  healing  well;  treatment  should  be  directed 
against  the  septicaemia  and  the  patient  should  not 
be  weakened  further  by  a  futile  operation.  He  gives 
an  illustrated  description  of  several  cases  treated 
on  these  principles  with  complete  success.  Ex- 
tension in  semiflexion  with  the  limb  suspended  can 
be  improvised  easily.  Secondary  gravity  abscesses 
must  be  watched  for.  A.  Goss. 

Marquis,  E. :  Reduction  of  the  Number  of  Amputa- 
tions at  the  Front  (La  reduction  au  maximum  de 
ramputation  extemporanee  des  membres  dans  una 
ambulance  de  I'avant).  Bull,  et  mem.  Soc.  de  chir.  de 
Par.,  1915,  xli,  502. 

Marquis  pleads  for  the  most  conservative  treat- 
ment possible  at  the  front  and  the  reduction  of  the 
number  of  amputations  to  a  minimum.  He  de- 
scribes 36  cases  in  which  he  saved  limbs  where  ampu- 
tation would  have  been  considered  necessary  by 
many  surgeons.  Amputation  was  performed  only 
in  16  very  severe  cases,  with  8  recoveries  and  8 
deaths.  Five  patients  died  without  having  had 
amputation  performed,  but  two  of  these  died  of 
tetanus  and  could  not  have  been  saved,  even  by 
immediate  operation,  two  were  too  severely  injured 
to  stand  amputation,  leaving  only  one  case  in 
which  the  failure  to  amputate  might  have  been 
blamed  for  the  death.  This  was  a  patient  who  was 
apparently  recovering  and  died  suddenly,  evidently 
from  embolism. 

The  chief  danger  in  conservative  treatment  is 
that  the  best  moment  for  amputation  may  be  passed 
by  in  the  effort  to  save  the  limb.  In  order  to  avoid 
this,  the  greatest  watchfulness  is  required  on  the 
part  of  the  surgeon.  It  takes  the  patient  longer  to 
recover,  too,  and  he  may  sometimes  blame  the  sur- 
geon for  minor  operations  performed  to  avoid 
amputation;  but  the  final  results  more  than  justify 
the  added  trouble.  A.  Goss. 
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Marburg,  0.,and  Ranzi,  E,:  Spinal-Cord  Injuries 
Due  to  Bullets  (tjber  Ruckenmarkschiisse). 
Wieii.  klin.  Wchnschr.,  1915,  xxviii,  113. 

The  authors  report  a  series  of  35  spinal-cord 
injuries  treated  at  the  von  Eiselsberg  Clinic, 
Vienna.  Although  nothing  particularly  new  is  of- 
fered, the  conclusions  drawn  may  be  summarized  as 
follows : 

1.  In  contradistinction  to  brain  injuries,  it  is 
essential  to  wait  a  considerable  time  (four  or  five 
weeks)  until  the  condition  has  become  stationary 
before  a  laminectomy  is  performed. 

2.  The  operation  is  contra-indicated  in  the  pres- 
ence of  pulmonary  or  abdominal  complications; 
likewise  if  severe  suppurative  processes  or  decubitus 
is  present  near  the  site  of  operation;  also  if  the 
case  is  complicated  by  a  suppurative  ascending 
pyelitis. 

3.  Mild  infection  of  the  urinary  tract  and  granu- 
lating bed  sores  are  not  contra-indications. 

4.  In  spite  of  the  small  clinical  material  pre- 
sented, it  is  evident  that  severe  direct  injuries  and 
tangential  shots,  in  contradistinction  to  indirect  in- 
juries, such  as  compression,  oedema,  liquor  stasis, 
and  local  inflammation,  are  hardly  adapted  to 
radical  surgical  intervention.  L.  A.  Juhnke. 

Howell,  C.  M.  H. :  Two  Gases  of  Nerve  Injuries 
Caused  by  Bullet  Wounds.  Proc.  Roy.  Soc. 
Med.,  1915,  viii,  Neurol.  Sect.,  38. 

In  the  first  case,  that  of  a  patient  aged  32,  a  bullet, 
in  November,  19 14,  entered  beneath  the  middle  of 
the  clavicle  and  escaped  just  below  the  spine  of  the 
scapula  at  the  junction  of  the  middle  and  outer  thirds. 
There  was  immediate  loss  of  power  and  cutaneous 
sensation  in  the  arm;  the  latter,  however,  returned 
rapidly  and  is  normal  now.  One  month  later  vol- 
untary power  began  to  return  to  the  muscles  sup- 
plied by  the  ulnar  nerve  with  steady  improvement. 
Some  slight  power  has  returned  to  the  extensors 
and  flexors  of  the  fingers  and  wrist.  The  muscles 
of  the  shoulder  and  upper  arm  are  much  wasted. 
There  is  complete  reaction  of  degeneration  in  all 
muscles  except  those  supplied  by  the  ulnar  nerve, 
and  partial  reaction  of  degeneration  in  the  flexors 
of  the  fingers  and  wrist. 

In  the  second  case,  that  of  a  patient  aged  28, 
a  bullet,  in  November,  1914,  entered  beneath  the 
gall-bladder  and  escaped  to  the  right  of  the  third 
lumbar  spinous  process,  followed  immediately  by 
loss  of  power  and  cutaneous  sensation  in  the  right 
leg.  At  present  the  patient's  thigh  muscles  are 
wasted  and  there  is  slight  power  of  flexion;  there  is 
also  a  slight  extension  of  the  knee  and  there  is  dorsal 
flexion  of  the  foot.  The  plantar  flexion  and  flexion 
of  the  knee  are  stronger.  There  is  complete  anaes- 
thesia over  the  fifth  lumbar  root  area;  partial  over 
the  fourth  lumbar  and  first  sacral.  Knee  and  ankle- 
jerks  are  absent  in  the  right,  present  in  the  left. 
The  X-ray  plate  shows  a  diagonal  fracture  of  the 
body  of  the  third  lumbar  vertebra. 

Philllips  M.  Chase. 


Auerbach,  S.:  Treatment  of  Gunshot  Injuries  of 
Peripheral  Nerves  (Zur  Behandlung  der  Schussver- 
letzungen  peripherischer  Nerven).  Deutsche  med. 
Wchnschr.,  1915,  xli,  254. 

There  is  a  great  deal  of  difference  of  opinion  as 
to  whether  gunshot  injuries  of  the  peripheral  nerves 
should  be  treated  operatively  or  conservatively 
and  as  to  how  long  electrical  and  mechanical 
treatment  should  be  continued  before  operation  is 
undertaken.  From  his  experience  thus  far  Auer- 
bach is  inclined  to  adopt  the  following  rules: 

1.  Those  cases  are  to  be  treated  conservatively 
in  which  the  motor  and  sensory  disturbances  are 
slight  and  in  which  electrical  examination  reveals 
only  a  slight  decrease  in  electrical  excitability  or 
a  partial  reaction  of  degeneration.  In  such  cases 
there  is  an  improvement  in  function  in  three  or 
four  weeks,  although  complete  recovery  may  take 
eight  weeks,  or  even  three  months. 

2.  Those  cases  should  be  operated  on  in  which 
there  is  complete  motor  paralysis  and  complete 
reaction  of  degeneration.  As  soon  as  the  wound  is 
healed  the  nerve  should  be  laid  bare  and  its  con- 
dition determined  and  the  operative  indications 
decided  upon.  Neurolysis  may  be  performed,  em- 
bedding the  nerve  in  sound  muscle  tissue,  or  the 
nerve  may  be  enclosed  in  tubes  of  various  materials, 
or  if  the  nerve-trunk  is  completely  severed  nerve- 
suture  may  be  done.  If  there  is  extensive  loss  of 
substance  of  the  injured  nerve,  one  of  the  various 
plastic  operations  on  nerves  may  be  performed.  If 
there  is  a  neuroma,  the  nerve  should  be  resected 
into  sound  tissue  and  a  plastic  operation  performed. 
If  there  are  callous  changes,  such  segments  of  the 
nerve  should  be  resected. 

3.  It  is  more  difficult  to  decide  on  treatment  in 
the  transition  cases  between  the  first  and  second 
group,  but  Auerbach  is  inclined  in  doubtful  cases 
to  advise  exposing  the  nerve,  as  it  is  not  a  danger- 
ous procedure.  If  conservative  treatment  is  pre- 
ferred, he  would  advise  that  if  there  is  no  functional 
improvement  in  six  or  eight  weeks  operation  should 
then  be  performed. 

4.  Operation  is  also  indicated  in  cases  in  which 
there  is  severe  and  long-continued  pain.  This 
complication  is  quite  frequent.  Of  course  opera- 
tive treatment  in  all  cases  must  be  followed  by 
systematic  electrical  and  mechanical  treatment. 

A.  Goss, 

Seeflsch,  G.:  Gas  Phlegmons  on  the  Field  (Die 
Gasphlegmone  im  Felde).  Deutsche  med.  Wchnschr., 
1915,  xli,  256. 

Gas  phlegmons,  which  are  frequently  observed 
after  injuries  from  artillery  fire,  very  frequently  lead 
to  gangrene,  but  the  prognosis,  even  when  there  is 
very  great  development  of  gas  is  not  bad  if  extensive 
incisions  are  promptly  made  into  healthy  tissue. 
Amputation  must  be  performed  near  the  boundary 
of  the  gangrene,  and  care  must  be  taken  to  make  a 
useful  stump;  secondary  suture  should  be  performed 
as  soon  as  possible  —  within  the  first  week. 
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If  a  gas  phlegmon  is  recognized  early  and  free 
incisions  made,  gangrene  can  be  prevented.  See- 
fisch  has  treated  12  severe  cases  of  gangrene  on  these 
principles  without  losing  one,  and  most  of  them 
could  be  discharged  within  a  few  weeks  with  a  good 
stump  almost  completely  healed.  Of  course  the 
most  of  the  cases  of  gas  phlegmon,  and  the  severest 
ones,  are  seen  in  the  field  hospitals,  where  it  is 
difficult  to  give  oxygen  treatment,  because  the  physi- 
cians are  so  overwhelmed  with  the  numbers  of 
wounded  brought  in  during  the  day  that  there  is 
no  time  for  it.  The  cases  may  be  irrigated,  however, 
with  hydrogen  peroxide.  A.  Goss. 

Bocker,  W. :  The  Treatment  of  Gas  Phlegmon  in 
the  Field  (Die  Behandlung  der  Gasphlegmone  im 
Felde).     Med.  Klin.,  Berl.,  1915,  xi,  329. 

The  author  treats  superficial  wounds  by  painting 
the  surrounding  skin  with  tincture  of  iodine  and 
irrigating  the  wounds  with  3  per  cent  hydrogen 
peroxide.  Dry  dressings  should  always  be  used, 
as  moist  dressings  favor  the  development  of  bac- 
teria. Pockets  and  cavities  should  be  kept  open. 
Unnecessary  dressings  and  too  early  transportation 


should  be  avoided,  for  rest  and  fixation  are  the 
best  treatment.  During  the  dry  weather  of  the 
first  few  months  of  the  war  there  was  little  severe 
infection,  but  after  the  rains  set  in  and  the  wounds 
were  soiled  with  mud  from  the  trenches  conditions 
were  much  worse.  The  percentage  of  tetanus  in- 
fections was  very  high,  and  in  spite  of  the  adminis- 
tration of  tetanus  antitoxin,  the  majority  of  the 
patients  died. 

Gas  phlegmon  is  more  unusual.  It  is  distin- 
guished by  a  copper  color  of  the  skin,  rapidly  increas- 
ing oedema,  and  in  the  worst  cases,  gangrene.  The 
danger  lies  in  the  rapidity  of  its  development.  The 
mortality  is  at  least  four-fifths  of  the  total  number  of 
cases.  Three  cases  are  described  illustrating  the 
rapidity  of  development  of  gangrene.  After  gan- 
grene has  developed  amputation  is  the  only  treat- 
ment; if  the  cases  are  seen  early  and  treatment 
given  at  once,  insufflation  of  oxygen  is  effective. 
It  is  difficult  to  keep  a  supply  of  oxygen  at  the  front, 
but  the  author  suggests  than  an  abundant  supply  of 
oxygen  tanks  be  kept  at  a  field  hospital  as  near  as 
possible  to  the  lines  and  the  wounded  rushed  to  it 
as  quickly  as  possible  by  automobile.         A.  Goss. 
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Rubin,  I.  C:  X-Ray  Diagnosis  in  Gynecology  with 
tlie  Aid  of  Intra-Uterine  Collargol  Injections. 

Siirg.yGyncc.  l^  Ohst.,  1915,  xx,  435. 

By  means  of  X-rays  and  collargol  injected  within 
the  urine  cavity  it  is  possible  to  determine  the  pres- 
ence of  intra-uterine  tumors  and  also  the  patency 
of  the  fallopian  tubes.  The  amount  necessary 
for  the  injection  in  the  average  case  is  5  ccm.  Or- 
dinarily the  injection  is  painless.  When  pain  oc- 
curs it  is  due  to  distention  or  to  excessive  pressure 
employed  during  the  injection.  This  method  was 
tried  in  8  cases.  In  4  cases  a  10  per  cent  collargol 
solution  was  used;  in  4  other  cases  a  5  per  cent 
solution  was  used.  With  the  stronger  solution 
the  X-ray  picture  was  satisfactory.  The  weaker 
solution  was  not  opaque  enough  to  be  of  value. 
There  were  no  bad  sequelae,  no  adhesions  or  exudates. 
Menses  continued  as  before  the  injection.  The 
conditions  contra-indicating  the  employment  of 
the  collargol  injection  are  definitely  known  as  acute 
salpingitis,  acute  gonorrhoeal  endometritis,  and  post- 
abortive febrile  conditions.  The  method  should  be 
of  value  in  diflferentiating  intra-uterine  from  extra- 
uterine tumors;  in  demonstrating  certain  malforrna- 
tions  of  the  uterus  and  possibly  also  of  the  tubes; 
in  determining  whether  a  single  or  bilateral  sal- 
pingectomy had  been  done  on  a  patient  previously 
operated;  and  in  studying  true  flexions  of  the 
uterus  and  maldevelopments. 

Williams,  J.  T. :  The  R61e  of  the  Pelvic  Fascia  as  a 
Uterine  Support.  Am.  J.  ObsL,  N.  Y.  1915, 
Ixxi,  575. 

The  author  states  that  from  close  observation  of  a 
large  number  of  patients  suffering  from  lacerations 
and  loss  of  support  incident  to  injuries  received  at 
parturition,  certain  well  substantiated  facts  are 
apparent. 

The  first  of  these  is  that  the  perineum  and  levator 
ani  have  relatively  little  to  do  with  the  support  of 
the  uterus.  This  conclusion  follows  upon  the  ob- 
servation that  the  uterus  lies  in  a  distinctly  higher 
plane  in  the  pelvis  than  the  perineun  and  levator 
ani.  It  is  borne  out  by  three  facts:  (i)  that  pro- 
lapse and  procidentia  may  occur  in  women  with 
unlacerated  perineum  and  levator  ani,  and  even, 
though  rarely,  in  virgins;  (2)  by  the  temporary  pro- 
lapse which  not  infrequently  follows  upon  delivery, 
often  without  perineal  tear;  and  (3)  larger  rec- 
toceles  and  complete  perineal  tears  may  exist 
without  prolapse  of  the  uterus  or  bladder. 

That  the  external  perineum  has  little  to  do  with 
the  support  of  the  rectum  and  posterior  vaginal  wall 


is  shown  by  the  fact  that  complete  tears  are  not 
necessarily  accompanied  by  rectocele.  But  rec- 
tocele  may  occur  when  the  levator  is  injured,  even 
though  the  external  perineum  remains  intact. 

In  the  nuUiparous  woman,  the  cervix  is  fixed  at  a 
point  high  in  the  pelvis,  the  corpus  being  more  or 
less  movable  upon  the  supravaginal  cervix  as  a 
pivot.  When  prolapse  occurs  the  cervix  becomes 
equally  movable  with  the  corpus.  Prolapse  of  the 
uterus  is  always  associated  with  prolapse  of  the 
bladder. 

From  these  clinical  facts  two  conclusions  are 
drawn:  (i)  The  support  of  the  uterus  and  bladder 
are  closely  connected  or  identical.  (2)  The  uterus 
receives  its  support  at  the  level  of  the  supravaginal 
cervix. 

The  author  gives  a  careful  description  of  the 
pelvic  fascia  and  has  attempted  to  set  forth  a  simpler 
conception  of  this  structure  than  the  one  described 
by  Webster.  C.  H.  Davis. 

Jacoby,  A. :  Pituitary  Extract  in  Uterine  Bleeding. 

Med.  Rec,  1915,  Ixxxvii,  226. 

The  author  enumerates  the  common  causative 
factors  in  uterine  bleeding,  both  constitutional  and 
local.  He  states  that  theoretically  the  uterine 
bleeding  is  due  to  an  increase  in  the  stimulating 
agent  which  causes  the  normal  menstrual  flow 
which  is  found  in  the  internal  secretion  produced 
by  the  ovaries. 

For  the  control  of  the  bleeding,  Jacoby  used 
pituitary  extract  in  i  ccm.  doses  every  other  day 
until  10  doses  were  given.  He  reports  uniformly 
successful  results  in  15  cases  treated  in  this  way. 
Several  of  the  patients  complained  of  cramps  in 
the  lower  abdomen  and  of  occasional  nausea.  One 
patient  complained  of  vomiting  and  diarrhoea,  which 
disappeared  when  the  dose  was  diminished. 

Among  the  conditions  in  which  the  injections 
were  used  were  anaemia,  threatened  abortion, 
hypertrophy  of  the  endometrium,  fibrosis  uteri, 
fibroids,  subinvolution,  retroversion,  disease  of  the 
adnexa,  parametritis,  and  certain  cases  following 
vaginal  operation  with  anterior  fixation  of  the 
uterus. 

The  1 5  cases  are  tabulated  to  show  the  menstrual 
history,  diagnosis,  number  of  injections,  and  re- 
sults. S.  A.  Chalfant. 

Loclcard,    L.    B.:    Nasal   Treatment   of   Dysmen- 
orrhcea.     Colo.  Med.,  1915,  xii,  no. 

The    author   mentions   several   instances   w^hich 

tend  to  prove  the  relationship  existing  between  the 

genital  organs  and  the  nose;  this  relationship,  as 

described  by   Fliess,   is  limited  to  certain  points, 
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which  he  termed  "genital  spots:"  the  tuberculum 
septi  and  anterior  inferior  turbinal  on  either  side. 
In  a  series  of  experiments  on  young  animals  by 
Knoblauch  and  Roeder  he  states  that  destruction 
of  these  so-called  genital  spots  resulted  in  the  an- 
imals as  well  as  the  controls  growing,  but  they 
remained  sexually  indifferent  and  their  genital 
organs  remained  practically  rudimentary. 

Fliess  in  1897  was  the  first  to  call  attention  to 
the  frequent  cure  of  dysmenorrhcea  by  intranasal 
treatment;  he  found  that  during  such  an  attack 
the  application  of  cocaine  to  the  genital  spots 
would  control  the  pain  in  the  back  and  abdomen, 
and  in  many  instances  the  headache  would  disap- 
pear; if  only  the  turbinal  were  anaesthetized  the  head- 
ache ceased,  but  not  the  abdominal  pain;  if  one  side 
of  the  nose  was  treated  the  pain  on  the  opposite 
side  was  controlled.  This  localization,  however, 
has  not  been  substantiated  by  other  observers. 

In  several  of  the  author's  cases,  nasal  treatment 
has  resulted  in  relief  of  menstrual  pains  without  the 
patient  being  aware  that  this  object  was  sought. 
In  April  he  made  an  effort  to  communicate  with 
all  patients  treated  since  April,  1910,  with  the 
following  results:  in  18  instances  no  report  could 
be  obtained;  22  cases  reported  that  they  were 
absolutely  cured;  7  of  the  older  cases  reported  vast 
improvements,  and  only  5  in  addition  to  the  15, 
which  were  not  relieved  immediately,  reported  no 
benefits;  in  view  of  these  results,  he  argues  that  the 
treatment  is  certainly  feasible.         W.  D  Phillips. 

Aschheim:  Glycogen  Content  of  the  Uterine 
Mucosa  (tjber  den  Glykogengehalt  der  Uterus- 
schleimhaut).    Zentralbl.  f.  Gynak.,  1915,  xxxix,  65. 

The  deposition  of  glycogen  in  the  uterine  mucosa 
of  the  sexually  mature  woman  is  a  physiological 
process  and  is  in  relation  with  the  menstrual  ana- 
tomic changes  occurring  in  the  mucosa.  In  the 
glands  of  the  post-menstrual  period  and  in  those  of 
the  first  half  of  the  interval  period  the  glycogen  is 
absent.  With  the  onset  of  the  secretory  activity 
during  the  last  days  of  the  interval  glycogen  appears 
along  with  some  albuminous  secretion  in  the  glands 
of  the  mucosa,  which  remains  with  the  mucus  for 
some  time.  The  stroma-cells  also  contain  glycogen 
during  the  premenstruum,  likewise  the  surface 
layer  of  muscle.  During  menstruation  glycogen 
is  expelled  just  like  the  mucus,  and  after  cessation 
of  the  menses  is  present  only  in  a  few  persisting 
premenstrual  glands.  If  pregnancy  sets  in,  the 
glands  and  stroma-cells  retain  their  glycogen-form- 
ing,  just  as  they  do  their  mucus-forming,  function. 

In  regard  to  the  significance  of  glycogen  a  few 
words  may  be  said.  In  general  there  are  two  kinds: 
the  anchored  glycogen,  occurring  in  epithelium  and 
cartilage  and  in  tissues  having  a  poor  blood  supply, 
and  the  depot  glycogen  which  is  found  in  the  liver 
and  muscles.  Here  it  is  either  split  up  further,  as 
nutrition  demands,  or  is  stored  as  food.  During 
pregnancy  the  glycogen  in  the  glands  probably 
is  a  food  stored  there  and  in  the  decidua  ready  for 


immediate  consumption  by  the  embryo.  The  pres- 
ence of  glycogen  in  the  uterine  mucosa  must  cer- 
tainly not  be  considered  as  pathological.  Cases  of 
sterility  without  definite  cause  should  be  examined 
for  the  glycogen  content  of  the  uterine  mucosa  dur- 
ing the  premenstrual  period.  L.  A.  Juhnke. 

Bissell,  D. :   A  Contribution  to  the  Study  of  Mov- 
able Retrodisplacements  of  the  Uterus.     Am. 

J.  Obst.,  N.  Y.,  1915,  Ixxi,  561. 

The  author  considers  that  the  axis  of  rotation  of 
the  uterus  is  located  near  the  meeting  of  the  long 
axis  of  the  corpus  with  that  of  the  cervix.  The 
uterus  may  rise  or  fall,  move  anteriorly  or  posterior- 
ly, and  remain  within  the  limits  of  normal  motion 
so  long  as  its  axis  of  rotation  keeps  within  an 
imaginary  circle  of  2  cm.  more  or  less  in  diameter, 
the  center  of  which  is  located  near  the  intersec- 
tion of  the  long  axis  of  the  cervix  with  that  of  the 
corpus  when  the  uterus  is  in  an  extreme  anterior 
position.  The  center  of  this  circle  does  not  vary. 
The  axis  of  rotation  changes  with  every  change 
in  the  position  of  the  uterus.  The  anterior  limit  is 
normally  reached  when  the  bladder  is  empty,  and 
the  posterior  when  it  is  full. 

The  uterus  is  supported  and  maintained  in  its 
central  pelvic  position  chiefly  by  the  fibrous  con- 
nective and  non-striated  muscular  tissue  which 
completely  encircle,  the  lower  segment  about  the 
junction  of  the  corpus  and  cervix.  These  tissues 
radiating  in  all  directions  are  connected  directly 
and  indirectly  with  the  surrounding  bony  frame- 
work, and  constitute  what  is  known  as  the  pelvic 
fascial  diaphragm.  This  fascial  diaphragm  is  the 
first  and  chief  barrier  to  the  descent  of  the  uterus, 
while  the  muscular  floor  constitutes  the  second  line 
of  defense.  This  diaphragm  may  be  divided  into 
three  groups  of  tissue,  and  in  addition  to  their  com- 
mon function  of  supporting  the  uterus,  each  group 
possesses  an  individual  action.  The  tissues  radiat- 
ing posteriorly  limit  the  forward  excursions  of  the 
lower  uterine  segment.  Those  radiating  anteriorly 
blend  with  the  base  of  the  bladder  and  the  anterior 
vaginal  wall  and  limit  the  posterior  excursion  of  the 
lower  uterine  segment,  while  those  radiating  laterally 
limit  the  lateral  motion  of  the  lower  segment  and  the 
descent  of  the  entire  organ. 

The  ability  of  the  pelvic  fascial  diaphragm  to  re- 
store and  maintain  the  uterus  in  the  extreme  an- 
terior or  horizontal  position  is  the  key  to  the  entire 
situation. 

So  long  as  the  uterus  is  in  the  standard  position 
all  forces  directed  from  above  upon  it  and  its  ad- 
jacent structures  are  shared  equally  by  the  group  of 
tissues  constituting  the  fascial  diaphragm,  but  as 
the  corpus  recedes  the  distribution  of  the  forces 
becomes  more  and  more  unequal  and  the  liability 
to  permanent  loss  of  equilibrium  is  greater  and 
greater.  Nature  has  provided  the  round,  broad, 
and  uterosacral  ligaments  as  additional  safeguards 
to  be  called  upon  when  the  loss  of  equilibrium  is 
threatened.  C.  H.  Davis. 
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Solomons,  B.:  Chronic  Fixed  Retroversion  of  the 
Uterus;  a  Plea  for  Operation.  Med.  Press  & 
Circ,  1915,  xcix,  160. 

The  author  urges  operation  by  the  abdominal 
route  as  the  treatment  of  choice  in  these  cases. 
He  gives  the  symptoms  of  fixed  retroversion  as 
anaemia,  menstrual  disturbances,  frequent  micturi- 
tion, backache,  constipation,  a  feeling  of  weight 
and  bearing  down  in  the  pelvis,  and  occasionally 
intermittent  abdominal  pain  due  to  the  adhesions. 

Palliative  treatments  are  unsatisfactory,  as  they 
rarely  or  never  cure,  keep  the  patient  a  chronic 
invalid,  and  at  best  necessitate  a  pessary  life  with 
all  its  disadvantages. 

Operative  treatment  by  the  vaginal  route  is  also 
unsatisfactory,  on  account  of  the  small  working 
space,  the  difficulty  of  haemostasis,  and  the  danger 
of  bowel  injury. 

Solomons  advises  a  preliminary  curettage  and 
repair  of  lacerations.  The  abdomen  is  then  opened 
from  above,  the  adhesions  separated,  necessary 
attention  given  to  the  adnexae,  and  the  uterus  fixed 
forward  either  by  suspension  or  by  one  of  the  round 
ligament  operations.  Raw  surfaces  should  be 
covered,  the  appendix  examined,  and  removed  if 
necessary,  and  search  made  for  Lane's  kink  or  Jack- 
son's membrane.  When  drainage  is  necessary,  the 
best  method  is  by  iodoform  gauze  through  the 
cul-de-sac. 

While  pregnancy  is  not  common  in  these  cases, 
it  does  occur  and  is  liable  to  cause  serious  trouble. 
The  author  reports  a  case  operated  upon  when  two 
or  three  months  pregnant  and  concludes  that  the 
only  satisfactory  treatment  of  chronic  retroversion 
of  the  uterus  fixed  by  adhesions,  whether  the  uterus 
be  pregnant  or  not,  is  to  free  the  adhesions  by  the 
abdominal  route  and  suspend  the  uterus.  The 
prognosis,  both  immediate  and  remote,  is  excellent. 

S.  A.  Chalfant. 

ADNEXAL  AND  PERIUTERINE  CONDITIONS 

Wallart,  J. :  Studies  in  Regard  to  the  Nerves  of  the 
Ovary  and  Especially  of  the  Interstitial  Gland 

(Studien  liber  die  Nerven  des  Eierstocks  mit 
besonderer  Beriicksichtigung  der  interstitiellen 
Driise).  Ztschr.  f.  Gchitrtsh.  u.  Gyndk.,  1914,  Ixxvi, 
No.  2. 

The  author  examined  a  large  series  of  ovaries  of 
humans,  rabbits,  guinea  pigs,  cats,  and  dogs  in 
regard  to  the  nerve  supply.  The  entrance  of  the 
nerves  into  the  ovary  is  at  the  hilus  between  the 
vessels.  There  the  nerve  bundles  divide  into 
numerous  branches  for  vessels  and  muscles  and  for 
the  cortex  of  the  ovary.  A  few  single  branches  do 
not  divide  but  retain  their  caliber  throughout 
the  entire  medulla.  In  the  cortex  of  the  ovary  there 
is  a  dense  plexus  of  fibers,  medullary  as  well  as  non- 
medullary.  The  nerve  supply  to  the  ovary  is  more 
abundant  than  in  most  parenchymatous  organs. 
The  musculature  of  the  ovary  is  supplied  as  abun- 
dantly as  the  vessels.     Neither  in  the  follicles  in  the 


human  nor  in  the  investigated  animals  were  fibers 
seen  to  enter  between  the  cells  of  the  granulosa 
layer. 

The  corpus  luteum  at  the  height  of  its  develop- 
ment is  but  poorly  supplied  with  nerve-fibers, 
whereas  during  the  retrogressive  stage  it  is  abun- 
dantly supplied.  The  interstitial  gland  of  the 
human  as  well  as  of  the  animal  shows  an  extremely 
abundant  network  of  nerve-fibers  not  only  during 
the  height  of  development  but  also  during  the  retro- 
gressive and  end  stage  —  so-called  corpora  fibrosa. 
From  this  fact  it  may  be  concluded  that  the  inter- 
stitial gland  of  the  ovary  serves  the  organism  in  a 
manner  which  gives  the  ovary  a  neural  and  tumoral 
correlation  to  the  other  organs.  In  regard  to  the 
nerve-endings  in  the  ovary  nothing  definite  can  be 
stated  from  the  present  investigations;  at  any  rate 
there  are  many  nerve-fibers  ending  in  the  stroma 
without  any  special  end  organ  development. 

In  the  tracts  of  the  nerve-bundles  and  nerve- 
fibers  of  the  ovary  there  are  numerous  and  variable 
cells  or  cell-like  structures  included  which  are  closely 
analogous  to  ganglion  cells.  Even  though  the 
probability  is  great  that  these  structures  are  genuine 
ganglion  cells,  so  far  no  proof  can  be  advanced 
that  such  is  the  case.  L.  A.  Jxihnke. 

Porter,  M.  F.:   Sarcoma  of  the  Ovary.    J.  Indiana 
St.  M.  Ass.,  191 5,  viii,  119. 

The  author's  paper  is  based  upon  a  comprehen- 
sive study  of  the  literature  of  the  subject,  including 
a  study  of  26  reported  cases,  besides  a  review  of 
3  cases  occurring  in  the  author's  practice. 

The  first  patient,  aged  38,  complained  of  abdom- 
inal pain;  constipation  in  the  last  five  weeks; 
menses  regular.  The  tumor,  noticed  first  about 
five  weeks  before,  was  the  size  of  a  seven-months' 
pregnancy,  nodular  and  cystic.  At  operation  the 
abdomen  was  opened  but  the  tumor  was  not  re- 
moved, as  it  was  thought  the  operation  could  do  the 
patient  no  lasting  good.  The  patient  left  the  hos- 
pital at  the  end  of  a  month  unimproved,  and  no 
further  history  of  her  could  be  obtained. 

In  the  second  case  the  patient,  aged  15  years, 
had  had  a  tumor  for  a  year;  had  pain  in  the  chest; 
was  very  much  emaciated,  and  the  abdomen  was 
larger  than  a  pregnancy  at  term.  Many  adhesions 
were  found  at  operation;  the  tumor  involved  both 
the  uterus  and  the  adnexas  on  both  sides,  and 
weighed  nine  pounds,  besides  a  large  amount  of 
fluid  which  was  not  estimated.  The  patient  was 
in  perfect  health  six  months  after  operation.  The 
microscopic  diagnosis  was  large  round-celled  sar- 
coma. 

In  the  third  case  the  patient,  aged  18,  had  been  in 
general  good  health,  but  had  noticed  an  abdominal 
growth  during  the  last  few  weeks.  She  had  no 
pain  or  other  symptoms.  At  operation  the  mass 
proved  to  be  a  fibro-sarcoma  of  the  left  ovary. 
The  patient  is  well  now  after  20  years,  is  married, 
and  has  had  several  children. 

The  author  believes  many  cases  of  sarcoma  of  the 
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ovary  are  overlooked  because  of  incomplete  micro- 
scopical study,  and  for  the  same  reason  many 
ovarian  tumors  are  diagnosed  as  sarcomata  when 
they  are  not  such  at  all.  Averaging  the  percentages 
shown  by  sixteen  observers  in  a  series  of  over  3,000 
cases  of  ovarian  tumors  we  find  the  incidence  of 
sarcoma  to  be  5.08  per  cent.  Sarcoma  of  the  ovary 
is  bilateral  in  about  17  per  cent  of  all  cases.  It  is 
especially  likely  to  occur  in  the  extremes  of  life. 
This  sort  of  sarcoma  is  usually  of  rapid  growth.  In 
many  cases  the  tumors  reach  the  size  of  a  seven- 
months'  pregnancy  in  six  weeks.  They  are  usually 
firm  and  solid  on  palpation. 

Concerning  the  complications  met  with,  the  author 
mentions  ascites,  though  this  may  be  found  with 
carcinoma  as  well.  In  168  cases  referred  to  by 
Lippert,  7  showed  adhesions,  11  had  ascites,  there 
was  sarcoma  of  the  uterus  in  one,  parovarian  cyst 
in  one,  and  metastases  in  4.  Sutton  has  pointed 
out  that  in  dermoids  of  the  ovary  masses  of  tissue 
are  found  which  cannot  be  distinguished  from  sar- 
comatous tissue.  The  coexistence  of  sarcoma  and 
carcinoma  in  the  ovary  is  rare.  All  varieties  of 
sarcoma  have  been  found  in  the  ovary.  In  the 
author's  table  the  average  age  for  the  round-celled 
cases  is  a  little  less  than  26  years;  for  the  spindle- 
celled  cases  a  little  more  than  41  years,  and  for  the 
endothelioma  40  years.  It  is  generally  thought 
that  round-celled  sarcoma  is  more  common  in  the 
young  and  spindle-celled  tumors  in  adults. 

The  diagnosis  of  ovarian  sarcoma  is  seldom  made 
except  at  operation.  Ovarian  tumors  occurring 
in  girls  under  15  are  quite  likely  to  be  sarcomata, 
and  if  bilateral  it  is  highly  probable  that  they  are. 
Bilateral  solid  ovarian  tumors  in  children  are  usually 
sarcomata.  Great  rapidity  of  growth  of  a  tumor 
or  a  period  of  rapid  growth  following  a  period  of 
very  slow  growth  in  a  tumor  of  stationary  size 
should  lead  one  to  suspect  sarcoma.  Pain  is  a 
common  symptom.  Amenorrhcea,  menorrhagia,  or 
metrorrhagia  are  more  common  in  sarcoma  than 
in  benign  tumors  of  the  ovary.  Unless  relieved  by 
treatment,  sarcoma  of  the  ovary  always  terminates 
fatally.  The  prognosis  is  less  favorable  in  children 
than  in  adults.  Death  occurs  from  involvement 
of  other  organs  by  metastases  and  by  implantation. 
The  mortality  of  the  operation,  per  se,  is  also  much 
higher  in  children  than  in  adults.  The  prognosis 
is  best  in  fibrosarcoma.  The  author  advises  opera- 
tive treatment,  even  in  apparently  hopeless  cases, 
in  the  hope  of  prolonging  life  and  comfort.  The 
use  of  Coley's  fluid,  arsacetin,  and  X-rays  are  recom- 
mended in  such  cases  to  help  control  the  met- 
astases. 

In  conclusion,  the  author  says  that  the  operation 
in  sarcoma  of  the  ovary  offers  a  good  chance  for  a 
permanent  cure;  that  late  operation  rarely  cures 
but  usually  gives  relief  and  prolongs  life,  and  that 
some  seemingly  hopeless  cases  have  been  benefited 
and  cured  for  some  months  at  least  by  operation 
and  the  use  of  Coley's  fluid  and  by  the  combined 
use  of  the  X-rays  and  arsacetin.         C.  D.  Holmes. 


Smith,  F,  H.,  and  Motley,  J.  C:  Sarcoma  of  Both 
Ovaries  in  a  Child  of  Three  Years.  Surg., 
Gyncc.  l^  Ohsl.,  1915,  xx,  419. 

Double  ovariotomy  performed  upon  a  child  of 
3  years  for  bilateral  tumor  of  the  ovaries,  in  October 
igi2,  led  to  a  search  of  the  literature  for  like  cases. 
Bilateral  involvement  in  young  children  is  rare, 
only  6  cases  being  recorded:  one  each  of  dermoid  at 
ii>^  years  by  Legueu;  carcinoma  at  14  years  by 
Kouznetsky;  teratoma  at  14  years  by  Kartuschan- 
skaja;  sarcoma  at  13  years  by  Croom;  sarcoma  in  a 
foetus  of  7^  months  by  Doran;  and  carcinoma,  at 
first  exploration  unilateral  and  at  third  operation 
three  weeks  later  bilateral,  in  a  child  of  12  years 
by  Martland. 

The  most  complete  compilation  of  recorded  cases 
noted  are:  by  Jochmann,  1898,  who  recorded  20 
cases  of  solid  tumors;  by  Hubert,  1901,  recording 
175  cases  of  cystic  and  solid  tumors  to  the  age  of 
17  years;  and  by  Wiel,  1904  and  1905,  recording 
60  operated  cases  to  the  age  of  10  years.  In  none 
of  these  is  a  bilateral  case  reported. 

All  strikingly  agree  as  to  the  frequency  of  malig- 
nancy in  children,  varying  in  the  several  estimations 
between  percentages  of  31.8  and  34.2.  Cystadeno- 
ma  and  embryoma  are  the  most  common  tumors  in 
childhood. 

Post-operative  mortality  figures  are  unreliable, 
because  many  must  have  died  later  from  recurrences 
and  metastases.  The  available  figures  indicate  a 
death-rate  of  50  to  60  per  cent. 

The  case  now  recorded  is  that  of  a  white  girl  of 
3  years,  ailing  a  month  with  vague  abdominal  symp- 
toms, which  finally  culminated  in  symptoms  of 
partial  obstruction,  and  three  days  before  the  dis- 
covery of  two  solid,  sausage-shaped  abdominal 
masses.  Operation  was  proposed  to  relieve  the  ob- 
struction, the  identity  of  the  masses  being  missed 
because  of  the  rarity  of  the  condition.  Solid  tumors, 
supposed  to  originate  one  from  each  ovary,  were 
removed,  after  separating  intestinal  adhesions. 

Pathological  study  by  Willis  of  Richmond,  Vir- 
ginia, and  Louis  B.  Wilson  of  Rochester,  Minnesota, 
showed  the  tumors  to  be  parovarian  embryomata 
with  sarcomatous  (mesoblastic)  tissues  predominat- 
ing. Upon  this  finding  recurrence  was  predicted. 
Five  months  later  the  child  returned  with  a  general- 
ized abdominal  sarcomatosis,  with  death  following 
seven  months  after  operation. 

Colombino,  C:  Transplantation  of  Ovaries  in  the 
Human  (tjber  Transplantation  der  Ovarien  beim 
Menschen).     Gyntik.  Rundschau,  1914,  viii,  705. 

The  author  reports  a  case  of  autoplastic  trans- 
plantation of  the  ovary  in  a  young  woman  of  25, 
in  whom  a  double  tubo-ovariectomy  was  performed 
and  the  ovary  placed  in  the  inguinal  region.  Seven 
months  later  the  uterus  was  removed  for  prolonged 
bleeding.  Ten  months  later  the  patient  returned 
to  the  hospital  complaining  of  periodic  swelling  and 
pain  over  the  site  of  implantation  every  4  weeks 
lasting  3  to  4  days.     On  examination  a  small  cystic 
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tumor  the  size  of  a  walnut  was  palpable.  On 
aspiration  a  tablespoonful  of  clear  fluid  was  with- 
drawn. As  the  fluid  re-formed  and  the  pains  increased 
the  entire  implanted  and  cystically  degenerated 
ovary  was  extirpated.  Symptoms  of  castration 
developed  and  were  but  poorly  influenced  by  ovarian 
extract  and  bromides.  L.  A.  Juhnke. 

Stoeckel,  W. :  The  Extraperitoneal  Displacement  of 
the  Tubes  as  a  Method  of  Sterilization  (Die 
extraperitoneale  Tubenverlagerung  als  Methode  der 
Sterilisierung).  Zentralhl.  f.  Gyndk.,  1915,  xxxix, 
161. 

The  author  describes  a  method  of  sterilization  in 
which  he  proceeds  as  though  performing  an  Alexan- 
der-Adams operation:  opens  the  peritoneal  cavity, 
brings  the  tube  through  the  opening  and  the  hernial 
ring  and  places  it  extraperitoneally  between  the 
abdominal  muscles  and  the  anterior  abdominal 
fascial  sheath.  The  technique  is  very  simple: 
incision  as  for  an  Alexander-Adams  operation;  the 
fasciae  are  separated,  the  diverticulum  of  Nuck 
is  opened,  an  instrument  is  introduced  into  the 
abdominal  cavity,  and  the  tube  brought  out.  The 
tube  is  pulled  out  as  far  as  desired  and  the  peritoneal 
opening  is  sutured  around  it  with  very  fine  sutures. 
By  this  method  three-fourths  of  the  tube  can  be 
brought  outside  the  peritoneum.  This  extraperi- 
toneal part  of  the  tube  is  brought  between  the  ante- 
rior fascial  layer  and  the  abdominal  muscles,  the 
fimbriated  end  being  carried  outward  near  the  pelvic 
wall.  The  ovaries  remain  intraperitoneal.  To 
prevent  traction  on  the  tubes  the  round  ligament  is 
drawn  out  and  anchored  to  the  fascia.  Sensitive- 
ness of  the  tubes  so  placed  does  not  exist. 

As  he  has  only  performed  the  operation  on  one 
case  the  author  can  state  nothing  definite  regarding 
the  results.  The  method  must  have  further  trial 
before  it  can  be  declared  either  practical  or  not. 
That  it  leaves  a  possibility  of  returning  the  tube 
to  the  abdominal  cavity  if  later  desired,  and  so 
creates  the  possibility  of  a  future  pregnancy  taking 
place,  is  in  its  favor.  Whether  the  tube  will  remain 
patent  in  its  new  location  remains  to  be  determined. 

L.  A.  Juhnke. 

Wilcox,   S.  F.:    Plaiting    the    Round    Ligaments. 

Surg.,  Gynec.  y  Obst.,  1915,  xx,  483. 

The  procedure  is  a  modification  of  the  one  de- 
vised by  Martin  of  Chicago. 

After  doing  any  necessary  vaginal  work,  the 
round  ligaments  are  dissected  out  through  short 
vertical  incisions  running  directly  upward  from 
the  spines  of  the  pubis.  The  edges  of  the  muscles 
and  the  aponeurosis  of  the  external  oblique  are 
brought  together  with  a  continuous  suture  of 
kangaroo  tendon. 

Then  the  tissues  above  the  pubis  are  penetrated 
from  one  wound  to  the  other  by  sharp-pointed  for- 
ceps which  carry  the  distal  end  of  one  ligament; 
as  the  forceps  are  withdrawn  they  carry  back  the 
other  ligament,  so  that  the  two  ligaments  lie  side  by 


side.  Then  the  distal  end  of  each  ligament  is  made 
to  pierce  the  large  end  of  the  other  several  times  and 
may  be  carried  back  through  itself.  They  are 
held  in  place  by  a  few  loose  sutures  of  lo-day 
chromic  gut,  and  the  wounds  are  closed. 
The  advantages  are: 

1.  The  uterus  is  held  in  position  by  its  natural 
supports. 

2.  The  ligaments  enlarge  with  pregnancy  and 
undergo  normal  involution  after  parturition. 

3.  The  ligaments  are  simply  advanced  —  not 
shortened. 

4.  The  abdomen  is  not  opened;  however,  if  neces- 
sary, one  incision  can  be  extended  and  the  appendix 
removed  or  the  pelvic  adhesions  broken  up. 

Recasens,  S.:  Diathermia  in  the  Treatment  of 
Diseases  of  the  Adnexa  (Die  Diathermic  als 
Behandlungsmittel  bei  adnexialen  Entziindungen) . 
Monatschr.  f.  Geburtsh.  u.  Gynak.,  1915,  xli,  130. 

Recasens  reviews  the  changes  that  have  taken 
place  in  the  treatment  of  inflammations  of  the 
uterus  and  adnexa.  The  radical  surgical  treat- 
ment that  has  predominated  for  a  good  many  years 
is  now  yielding  to  more  conservative  methods.  The 
beneficial  effect  of  heat  in  these  conditions  has  long 
been  known,  but  the  problem  was  to  apply  the 
necessary  degree  of  heat  to  the  affected  parts  without 
injuring  the  overlying  tissues.  This  can  now  be 
accomplished  by  means  of  direct  high-frequency 
electrical  currents,  applied  to  the  diseased  tissues. 

The  technique  varies  according  to  the  nature  and 
intensity  of  the  pathological  process  to  be  treated. 
The  effect  of  the  hyperaemia  induced  by  the  treat- 
ment is  best  in  cases  of  subacute  pelvic  peritonitis 
with  no  pus.  One  electrode  is  applied  to  the 
lumbosacral  region  and  another  of  the  same  form 
to  the  abdomen.  A  current  is  thus  produced  that 
runs  from  before  backward  and  produces  hyperaemia 
in  all  the  organs  of  the  pelvis.  It  is  important  in 
these  very  extensive  processes  to  use  very  large 
electrodes  and  to  apply  them  directly  to  the  surface 
of  the  skin.  The  heat  should  be  developed  slowly 
and  progressively  and  should  be  continued  for  30 
to  40  minutes.  In  many  cases  the  posterior  elec- 
trode is  replaced  by  a  very  large  vaginal  one  which 
produces  an  ascending  current,  bringing  about  a 
complete  change  in  the  circulation  of  the  organs 
lying  between  the  two  electrodes.  In  chronic  pro- 
cesses with  pus  formation  the  effect  is  not  so  marked. 
Although  the  treatment  has  a  striking  effect  on 
the  pain,  Recasens  has  never  been  able  to  see  that  it 
decreased  the  size  of  the  tubal  abscess. 

The  results  are  striking  in  chronic  salpingo- 
oophoritis  with  adhesions.  After  a  few  treatments 
the  uterus  is  freely  movable  without  pain.  In 
chronic  parametritis  the  results  are  also  excellent. 
The  exudate  is  absorbed  so  rapidly  that  Recasens 
thinks  it  a  great  mistake  not  to  use  diathermia  in 
such  cases.  In  addition  to  overcoming  pain  and 
causing  absorption  of  the  exudate,  he  thinks  it  is 
not   claiming   too   much   to   say   that   it   decreases 
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the  virulence  of  the  bacteria.  He  thinks  this  is 
true  not  only  of  gonorrhoeal  but  also  of  tubercular 
processes.  A.  Goss. 

EXTERNAL  GENITALIA 

Powell,  C:  Extensive  Destruction  of  the  Vulva 
and  Adjacent  Tissues  Probably  Due  to  Pneu- 
mococcic  Infection.  /.  Am.  M.  Ass.,  1915,  Ixiv 
1239. 

The  case  of  a  white  woman,  aged  48,  is  reported. 
The  patient  was  married  at  16  and  had  been  a  widow 
for  27  years.  She  had  never  been  pregnant.  Men- 
struation occurred  regularly  every  thirty  days,  a 
normal  four-day  flow. 

Her  trouble  began  two  weeks  before  admission  to 
the  hospital,  when  a  vulva  pad  worn  during  her 
menstrual  period  chafed  and  irritated  the  parts. 
A  week  previous  she  had  procured  some  medicine 
from  a  physician  to  be  used  locally  as  a  wash.  She 
was  positive  that  the  wash  did  not  smell  of  carbolic 
acid.  Two  days  before  admission  to  the  hospital, 
the  labia  became  greatly  swollen,  painful,  and  dark 
colored.  The  patient  on  admission  was  thin,  pale, 
emaciated;  temperature  100.2°,  pulse  about  100; 
bowels  constipated;  appetite  and  digestion  good. 
The  urine  contained  a  trace  of  albumin,  a  few  hy- 
aline and  granular  casts,  and  some  pus-cells;  sugar 
was  absent.  A  Wassermann  test  was  negative. 
There  was  no  glandular  involvement.  External 
examination  of  the  genitals  revealed  an  extensive 
foul-smelling  ulceration,  partly  covered  with  a 
black  necrotic  mass.  The  area  involved  extended 
from  above  the  pubic  promontory  to  below  the  anus 
and,  laterally,  well  outside  of  the  labia  majora  on 
the  inner  surface  of  the  thighs. 

Under  anaesthesia,  an  examination  of  the  pelvic 
organs  was  made  per  vaginum.  The  uterus,  tubes, 
and  ovaries  were  apparently  normal,  as  was  also 
the  vagina. 

The  necrotic  mass  was  snipped  off  with  scissors, 
showing  an  extensive  destruction  of  the  underlying 
fat  and  connective  tissue,  leaving  the  perineal  mus- 
cles and  lower  two  inches  of  the  rectum  exposed. 

Pure  carbolic  acid  was  swabbed  over  the  raw 
surfaces  followed  immediately  by  alcohol,  and  a 
dusting  powder  of  equal  parts  of  iodoform  and  boric 
acid  was  applied. 

The  laboratory  report  of  cultures  made  from  the 
necrotic  mass  and  smears  taken  from  the  raw  sur- 
face showed  large  numbers  of  pneumococci  present, 
with  a  few  streptococci.  No  spirilla  were  demon- 
strated. 

The  subsequent  treatment  of  the  case  consisted 
of  cleansing  once  daily,  with  a  weak  solution  of 
hydrogen  peroxide  and  the  application  of  iodoform 
and  boric  acid  powder.  The  patient  was  kept  in 
bed.  After  the  removal  of  the  slough,  the  tempera- 
ture dropped  to  normal,  where  it  remained  during 
convalescence.  It  was  necessary  to  catheterize 
the  patient  every  eight  hours  for  ten  days. 

Healing  progressed  steadily;  at   the  end  of  the 


fourth  week  almost  the  whole  of  the  ulcerated  area 
had  filled  in  and  healed  over.  There  was  a  sur- 
prisingly small  amount  of  scar  tissue  visible,  the 
normal  skin  seemingly  having  covered  the  greater 
part  of  the  denuded  area,  growing  in  from  the 
edges.  Edward  L.  Cornell. 

Drueck,  C.  J.:    Leucorrhoea.     Chicago  M.  Recorder, 
1915,  xxxvii,  228. 

Vaginitis  and  its  associated  vulvitis  is  the  most 
common  pelvic  disease  causing  leucorrhoea.  The 
infection,  which  is  usually  gonorrhoeal,  although  it 
may  be  due  to  other  causes,  may  remain  localized 
to  the  vulvovaginitis  or  it  may  spread  rapidly  to  the 
uterus,  tubes,  and  peritoneum. 

Gonorrhoeal  vaginitis  presents  a  profuse  yellowish 
discharge  and  a  feeling  of  fullness  and  dragging.  In 
the  vaginitis  due  to  pregnancy  and  old  age  the  tissues 
are  hot,  red,  and  swollen.  The  discharge  is  curdy 
and  causes  intense  itching.  In  the  senile  vaginitis 
localized  areas  of  the  vaginal  wall  sometimes  are 
abraded  and  the  denuded  surfaces  may  adhere,  thus 
forming  septa  in  the  vagina  which  obliterate  its 
lumen. 

Hot  douches  of  i  per  cent  borophene  flush  away 
the  debris  and  stimulate  regeneration.  The  water 
should  be  105°  F.  and  a  little  more  hot  water  added 
after  one-fourth  of  the  solution  has  been  used,  thus 
raising  the  temperature  to  120°  F.  In  the  office 
treatment  a  douche  is  given,  the  vagina  carefully 
dried  out,  and  all  visible  mucopus  removed.  Then 
borophene  powder  full  strength  is  insufflated  care- 
fully covering  all  of  the  vagina.  This  powder  re- 
mains twelve  hours  and  is  then  followed  by  another 
hot  douche.  This  treatment  is  repeated  in  three 
days.  In  the  virulent  types  where  the  powder 
treatment  is  not  sufficient,  the  vagina  and  cervix 
should  be  swabbed  carefully  with  10  per  cent  silver 
nitrate,  and  the  powder  treatment  continued  later. 
Sometimes  a  single  course  of  this  treatment  will 
affect  a  cure,  or  a  repetition  may  be  required.  If 
another  course  is  necessary  an  interval  of  a  month 
should  intervene. 

In  nearly  all  cases  a  cervicitis  needs  attention  after 
the  vaginitis  has  disappeared.  A  mucopurulent 
secretion  chokes  the  cervical  canal  and  flows  into 
the  vagina.  This  discharge  is  distinguished  from 
other  forms  of  leucorrhea  by  its  stringy,  white-of- 
egg  appearance. 

The  treatment  of  this  stubborn  condition  re- 
quires much  detailed  attention.  The  cervix  is 
exposed  and  wiped  thoroughly  clean.  The  mucous 
plug  is  removed  and  the  canal  after  being  wiped 
clean  is  slightly  dilated.  Cysts  are  opened  widely 
and  drained  and,  if  large,  are  curetted.  A  Bamet 
suppository  is  crowded  into  the  opening  of  the 
canal,  retained  with  a  tampon  and  left  for  12  hours; 
this  is  followed  by  the  use  of  the  above-mentioned 
hot  douches  each  night  and  morning.  The  treat- 
ment is  repeated  twice  each  week. 

In  some  cases  the  infection  passes  into  the  uterus 
and  sets  up  an  endometritis  and  metritis.     Each 
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case  presents  its  own  peculiarities.  Suppression  of 
the  lochia  or  menstruation  always  betokens  serious 
infection.  The  discharges  destroy  the  spermatozoa 
and  the  women  are  usually  sterile,  or  if  conception 
occurs  the  endometrium  furnishes  poor  support  to 
the  ovum,  and  abortion  occurs  early.  Acute  cases 
require  rest,  salines,  a  plain  absorbable  diet,  hot 
sitz  baths,  and  vaginal  douches. 

Zweifel,  E.:  The  Treatment  of  Leucorrhoea  (Zur 
Behandlung  des  Fluor  albus).  Med.  Klin.,  Berl. 
1914,  No.  47. 

The  following  treatment  has  given  results  in  the 
treatment  of  leucorrhoea  resulting  from  catarrh  of 
the  cervix  and  vagina.  He  introduces  a  tampon 
saturated  with  a  50  per  cent  sugar  solution,  followed 
by  irrigation  with  two  tablespoonfuls  of  hot  water, 
the  patient  in  the  a  recumbent  position.  Improve- 
ment is  noticed  after  8  or  10  days.  Later  the  cervix 
is  scarified  with  formalin.  Even  still  better  re- 
sults are  obtained  with  douches  of  0.3  to  0.5  per  cent 
of  lactic-acid  solutions,  especially  if  the  cervix 
erosions  are  first  swabbed  with  a  5  per  cent  silver 
solution.  The  author  found  that  leucorrhoea  was 
stopped  quicker  by  this  method  than  by  any  other. 

L.  A.  JtJHNKE. 

Ruge,  E.:  Experiences  Derived  from  the  First 
Twenty-Two  Cases  of  Vaginal  Operations 
Performed  Under  Parametric  Infiltration 
Anaesthesia  (Erfahrungen  an  den  22  ersten  Fallen 
von  vaginalen  Operationen  in  parametraner  Leit- 
ungsanasthesie).  Miinchen.  med.  Wchnschr.,  19 14, 
No.  52. 

The  author  refers  to  a  previous  communication 
appearing  in  191 2  in  which  he  reported  two  cases  of 
vaginal  extirpation  of  the  uterus  performed  under 
parametric  infiltration  anaesthesia.  Since  then  he 
has  performed  17  more  and  3  operations  for  retro- 
flexio  uteri.  Although  he  refers  to  the  above  com- 
munication for  the  details  of  the  technique,  the  meth- 
od consists  in  the  injection  of  i  to  2  per  cent  novo- 
caine  into  the  parametric  tissue  and  into  the  ante- 
rior and  posterior  vaginal  wall.  To  100  ccm.  of 
the  novocaine  solution  is  added  5  drops  of  a  i 
per  cent  suprarenal  solution.  The  injection  of  the 
solution  into  the  auto-  and  post-vaginal  wall,  accord- 
ing to  recent  experiments,  is  unnecessary;  it  how- 
ever shortens  the  time  for  complete  anaesthesia. 
The  injection  into  the  bladder  and  the  swabbing 
out  of  the  vaginal  mucosa  with  the  solution  is  like- 
wise superfluous.  On  the  evening  before  the  opera- 
tion 0.5  gm.  veronal  is  given  and  one  hour  before 
the  operation  one-sixth  grain  morphine.  The  author 
has  had  only  one  failure.  He  believes  there  are 
individuals  in  whom  novocaine  fails  to  act.  He 
had  an  experience  of  this  kind  while  extirpating  a 
lipoma  on  a  patient  and  again  two  years  later  while 
performing  a  small  operation  on  the  little  finger 
of  the  daughter  of  the  same  patient. 

The  author  attributes  the  complete  insensitive- 
ness  of  the  rectum  and  bladder  wall  after  the  parame- 
tric infiltration  to  the  diffusion  of  the  solution  affect- 


ing sacral  branches  which  supply  the  bladder  and 
rectal  wall. 

Inflammatory  conditions  of  the  parametrium  are 
considered  as  contra-indications,  as  organisms  may 
be  diffused.  In  all  cases  in  which  general  anaesthe- 
sia is  contra-indicated  or  is  to  a  certain  extent  risky 
the  parametric  infiltration  anaesthesia  may  be 
employed.  Vaginal  extirpation  of  the  uterus  in 
highly  cachetic  or  anaemic  patients  is  the  principal 
indication  for  the  method.  L.  A.  Juhnke. 

Robinson,  W.  J.:    GonorrhcBa  in  Women.     Med. 
Rec,  1915,  Ixxxvii,  634. 

In  a  general  way,  the  author  compares  gonorrhoea 
in  women  and  men,  and  gives  his  methods  of  treat- 
ment for  the  same. 

While  it  must  be  extremely  rare  for  a  man  to 
go  through  an  attack  of  acute  gonorrhoea  without 
being  aware  of  its  presence,  a  woman,  on  the  other 
hand,  accustomed  to  having  a  leucorrhoeal  discharge 
of  greater  or  less  degree  and  various  premenstrual 
pains,  many  of  which  are  severer  than  those  of 
gonorrhoea,  may  never  be  aware  of  the  acute  stage 
of  the  disease.  A  woman  infected  by  a  man  suffer- 
ing with  chronic  gonorrhoea  usually  has  likewise  a 
subacute  or  chronic  gonorrhoea.  While  a  gonor- 
rhoeal  salpingitis  usually  comes  after  a  matter  of 
months,  it  may  occur  within  a  few  hours.  In  an 
acute  case  the  symptoms  may  be  very  severe. 
Where  the  tubes  are  involved  the  condition  may 
simulate  a  general  peritonitis. 

In  treating  gonorrhoea  in  a  female  it  is  just  as 
important  to  know  what  not  to  do,  as  to  know  what 
to  do.  If  possible  the  infection  must  be  kept  from 
spreading  through  the  internal  os  to  the  tubes, 
the  endometrium,  and  the  peritoneum.  Once  the 
disease  has  passed  the  internal  os,  the  treatment  is 
very  unsatisfactory. 

The  general  treatment  of  acute  gonorrhoea  can  be 
expressed  in  one  word,  "rest."  The  woman  should 
be  put  to  bed  for  a  couple  of  weeks.  Coitus  spreads 
the  infection  through  the  internal  os  and  must  be 
interdicted.  The  diet  is  not  important  except  to 
omit  spices,  alcohol,  etc. 

If  the  urethra  is  involved,  balsams,  hyoscyamus, 
and  the  alkalies  should  be  given.  The  author 
advises  local  treatment  by  douches  and  supposito- 
ries at  home,  and  treatments  applied  by  a  physician. 
With  the  patient  in  the  recumbent  position  on  a 
douche  pan,  he  has  the  patient  use  the  douche 
four  times  a  day  when  the  discharge  is  profuse; 
as  it  becomes  less  abundant,  two  or  three  times,  or 
even  once  a  day  is  sufficient.  He  prefers  douches 
either  of  tincture  of  iodine  i  to  4  drams  in  two 
quarts  of  hot  water,  lactic  acid  1:500  or  1:1000,  or 
4  ounces  aluminis,  i  ounce  zinc  sulphatis,  4  drams 
cupri  sulphatis.  Use  4  drams  in  i  or  2  quarts  of 
water.  If  the  case  is  severe  he  sometimes  uses  a 
suppository  at  night  of  4  grams  protargol,  or  lo-gr. 
bacillus  bulgaricus  tablets.  In  the  office  he  touches 
any  inflamed  or  eroded  vulvar  or  vaginal  points 
with  10  to  50  per  cent  silver  nitrate;  he  expresses 
from  Bartholin's  glands  and  ducts  any  pus  they 
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may  contain,  and  the  ducts  are  injected  with  a  10 
per  cent  silver  nitrate  solution;  for  the  cervix, 
tincture  of  iodine  alone  is  used,  and  the  cervical 
canal  is  carefully  treated  in  the  same  way  up  to 
about  the  internal  os.  Endometritis  and  salpin- 
gitis are  best  treated  by  rest,  hot  or  cold  applica- 
tions to  the  abdomen,  and  tampons  saturated  in 
glycerite  of  boroglycerine,  ichthyol-glycerine  or 
thigenol-glycerine.  Strong  caustics  and  curettage 
are  harmful  in  these  conditions.  Hot  salt  baths 
are  good  in  aiding  in  the  absorption  of  exudates. 
The  author  is  not  very  favorable  to  the  treatment  of 
these  conditions  by  vaccines,  though  he  does  think 
they  may  be  of  some  value  in  such  local  conditions 
as  salpingitis.  C.  D.  Holmes. 

MISCELLANEOUS 

Kowarschik,  I.,  and  Keitler,  H.:  Diathermy  in 
Gynecologic  Diseases  (Die  Diathermie  bei  gyna- 
kologischen  Erkrankungen).  Wien.  klin.  Wchnschr., 
1914,  No.  41. 

The  authors  have  obtained  excellent  results  with 
diathermy  in  various  gynecologic  affections.     Re- 
cently they  have  been  using  lead  foil  as  electrodes. 
.       These  electrodes  are  placed  firmly  against  the  body 
I       anywhere  and  are  superior  to  the  wet  electrodes. 
I       One  electrode  is  placed  over  the  small  of  the  back 
and  the  other  on  the  abdomen,  or  a  lead-foil  belt 
1 1  cm.  wide  is  placed  around  the  body  and  a  special 
metallic  vaginal  electrode  is  introduced  into  the 
vagina.     The  indication  for  the  treatment  is  offered 
by  all  cases  in  which  heat  is  indicated. 

Diathermy  acts  as  an  absorbing  agent;  it  should 
not  be  employed  in  acute  processes  and  in  the  pres- 
ence of  pus  or  during  haemorrhages.  The  pain- 
relieving  influence  of  the  treatment  is  an  important 
feature;  only  in  the  beginning  an  aggravation  of  the 
pain  is  seen  occasionally.  One  advantage  of  the 
treatment  is  that  no  strain  is  placed  upon  the  heart. 
Out  of  42  cases  in  which  it  was  employed  only 
2  were  failures;  in  23  cases  complete  cure  resulted, 
8  were  markedly  improved,  and  9  were  somewhat 
improved.  L.  A.  Juhnke. 

Jayle,  F.:    Hypophyseal  Therapy  in  Gynecology 

(Die  hypophysare  Therapie  in  der  Gynakologie) . 
Presse  mid.,  1914,  No.  26. 

The  author  employed  methodical  injections  of 
hypophyseal  extract  in  chronic  afebrile  gynecological 
affections,  such  as  metritis,  subinvolution  with 
metrorrhagia,  uterine  sclerosis  of  the  menopause 
with  haemorrhage,  oophoritis,  salpingitis,  etc.  The 
immediate  results  were  good.  The  pains  ceased, 
the  haemorrhages  decreased,  and  the  general  con- 
dition of  the  patient  improved.  In  the  author's 
opinion  this  treatment  may  supplant  electro-  and 
X-ray  therapy.  L.  A.  Juhnke. 


Landsberg,  E.:  Two  Therapeutic  Suggestions  for 
Gynecological  Practice:  the  Administration 
of  Calcium  in  Inflammatory  Lesions  and 
Extract  of  True  Corpus  Luteum  Against 
Haemorrhage  (Zwei  therapeutische  Vorschlage 
fiir  die  gynakologische  Praxis:  Kalzium  gegen 
entztindliche  Prozesse,  Extrakt  aus  Corpora  lutea 
vera  gegen  Blutungen).  Therap.  Monalsh.,  1914, 
May. 

The  author  employed  subcutaneous  injections  of 
a  I  per  cent  solution  of  calcium  lactate  in  inflamma- 
tory processes  of  a  gynecological  nature.  He  in- 
jected 10  ccm.  each  time,  the  dose  being  divided 
and  injected  in  several  places,  and  repeated  the 
injection  every  2  to  3  days.  Of  18  cases  treated,  11 
were  adnexal  tumors,  of  which  6  were  completely 
cured  and  3  still  showed  thickening  but  were  sym- 
ptomatically  cured.  Two  cases  were  influenced 
favorably  but  later  came  to  operation. 

In  a  case  of  pelvic  exudate  in  the  front  of  Douglas' 
pouch  the  effect  was  not  produced;  2  cases  of  para- 
metritis reacted  favorably  and  4  cases  of  recent  in- 
flammation also.  In  acute  cases  the  calcium  in- 
jection alone  is  employed  at  first ;  later  it  is  combined 
with  measures  for  the  absorption  of  the  exudate. 
The  substance  is  also  adapted  for  vaginal  irri- 
gations in  5  per  cent  solution  and  also  in  the  dry 
treatment  of  leucorrhcea  (calcium  carbonate  10  to 
20  parts,  zinc  oxide  and  starch  sufficient  to  make 
200).  L.  A.  Juhnke. 

Newman,  H.  P.:  Surgical  Gynecology.  South. 
Calif.  PracL,  1915,  xxx,  71. 

To  correct  the  ordinary  pathological  conditions 
of  the  cervix,  Newman  thinks  that  Emmet's  opera- 
tion or  modifications  of  it  should  be  superseded 
by  amputation  of  the  cervix  because  it  results  in 
better  anatomical  and  functional  conditions.  He 
calls  the  operation  he  performs  "  tracheoplasty. " 

After  curettage  the  uterus  is  drawn  down  by 
forceps,  taking  their  grip  within  the  cervical  canal. 
The  posterior  lip  of  the  cervix  is  then  transfixed  by  a 
right-angle  slender  knife  above  the  diseased  area 
and  is  split  downward  on  a  plane  parallel  with  and 
just  outside  the  cervical  canal.  The  anterior  lip  is 
then  split  in  the  same  manner.  A  wedge  of  tissue 
with  the  base  distal  is  then  taken  from  each  lip, 
scissors  being  used  to  cut  the  other  side  of  the  tri- 
angular wedge.  The  mucous  membrane  of  the  cer- 
vical canal  is  then  trimmed  and  joined  to  that  of  the 
vagina  by  three  anterior  and  three  posterior  sutures. 
Two  sutures  are  required  on  each  side  to  close  the 
angle.  The  advantages  claimed  for  the  operation 
are:  (i)  quickness  of  execution,  (2)  clean,  smooth  cut 
surfaces,  (3)  easy  approximation,  (4)  avoidance  of 
granulating  surfaces  and  cicatrix  with  a  certainty  of 
a  permanently  patulous  canal,  and  (5)  simplicity  of 
after-treatment.  W.  H.  Gary. 
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PREGNANCY  AND  ITS  COMPLICATIONS 

Zalewski,  E.:  Placenta  Praevia  and  the  Advantages 
of  External  Version  in  Its  Treatment  (tJber 
Placenta  praevia  und  die  Vorteile  der  ausseren 
Wendung  dabei).     Arch.  f.  GynUk.,  1915,  civ,  133. 

In  the  treatment  of  placenta  praevia  abortion  is 
indicated  only  when  there  is  severe  anajmia  with 
falling  haemoglobin  content.  Tamponing  should 
be  avoided  on  account  of  the  danger  of  infection 
and  the  danger  of  producing  abortion.  Cases  in 
private  practice  should  be  sent  immediately  to  the 
hospital. 

Of  the  various  methods  used  in  treatment  the 
author  prefers  external  version;  it  has  the  advantage 
over  combined  version  of  avoiding  the  chance  of 
infection,  and  the  advantage  over  metreurysis  of 
requiring  no  instruments  for  its  execution.  More- 
over, rupture  of  both  the  membranes  and  the 
metreurysis  frequently  has  to  be  supplemented  by 
other  procedures.  In  bimanual  version  the  placenta 
and  cord  are  apt  to  be  injured  by  the  internal  manip- 
ulations. 

The  author  reports  45  cases  in  which  external 
version  was  used,  and  53  of  metreurysis.  In  the 
cases  of  metreurysis  the  mortality  of  the  children 
was  73  per  cent,  in  those  of  external  version  47 
per  cent. 

In  spite  of  their  disadvantages  and  bad  results, 
both  combined  version  and  metreurysis  must  be 
used  in  some  cases.  Combined  version  is  indicated 
in  all  cases  where  rapid  delivery  is  necessary  and 
possible;  that  is,  in  cases  of  severe  haemorrhage  where 
the  OS  is  sufficiently  dilated.  Metreurysis  is  to  be 
preferred  in  the  early  months  of  pregnancy  and 
in  cases  of  very  rigid  and  narrow  cervical  canal, 
where  it  is  not  possible  to  get  hold  of  a  foot.  Though 
external  version  is  to  be  preferred  to  any  other 
treatment  as  a  rule,  it  cannot  be  used  after  the 
discharge  of  the  amniotic  fluid  nor  where  the 
cervical  canal  is  so  narrow  that  the  foot  cannot  pass. 
The  danger  of  air  embolism  is  less  in  external 
version. 

Csesarean  section  is  indicated  only  in  central 
placenta  praevia  in  elderly  primiparae  who  are  es- 
pecially anxious  to  have  a  living  child.       A.  Goss. 

Wyder,  T. :  Modern  Treatment  of  Placenta  Praevia 

(tJber    die    moderne     Behandlung    der    Placenta 

praevia).     Schweiz.   Rundschau  f.   Med.,    1915,   xv, 

153- 

Combined  version  is  a  simple  and  satisfactory 

means  of  stopping  haemorrhage  in  placenta  praevia. 

It  should  be  used  only  by  a  skilled  obstetrician, 

and  as  the  infant  mortality  is  very  high  it  should 


be  reserved  chiefly  for  cases  where  the  infants  are 
dead  or  not  viable,  or  where  the  mother  already 
shows  severe  anaemia.  Metreurysis  can  be  carried 
out  earlier  and  more  easily  than  combined  version; 
therefore  it  is  recommended  for  the  general  prac- 
titioner if  he  is  familiar  with  the  technique  and 
exercises  the  greatest  care  in  asepsis.  If  the  mother 
is  in  good  condition  and  the  child  viable,  it  is  to  be 
preferred  to  combined  version,  because  the  danger 
to  the  child  is  less. 

Caesarean  section  should  be  reserved  for  cases 
where  the  mother  wishes  to  undergo  the  operation 
for  the  sake  of  having  a  living  child.  It  may  also 
be  considered  in  cases  where  there  is  early  severe 
haemorrhage  before  the  os  is  dilated,  and  there  is 
rigidity  of  the  soft  parts,  rendering  the  conserva- 
tive methods  very  difficult  or  impossible. 

A.  Goss. 

Winn,  J.  F.:  Treatment  of  Placenta  Praevia.     Am. 

J.  ObsL,  N.  Y.,  1915,  Ixxi,  583. 

The  author  urges  that  every  case  of  placenta 
praevia  be  given  prompt  treatment  after  the  first 
haemorrhage,  with  the  object  of  emptying  the  uterus 
in  the  most  conservative  manner  as  soon  as  the  case 
is  diagnosed,  whether  it  be  during  pregnancy  or  at 
labor.  Early  delivery  saves  more  lives  than  any 
particular  method  of  treatment,  and  has  to  do  with 
the  viable  child  as  much  as  with  the  mother.  What- 
ever plan  of  treatment  is  adopted,  four  great  prin- 
ciples must  be  kept  in  mind:  (i)  The  acceptance 
of  the  dictum  that  the  mother's  life  is  more  to  be 
considered  than  that  of  the  child,  (2)  the  keeping  of 
blood  loss  to  the  minimum,  (3)  the  prevention  of 
infection,  (4)  the  making  of  ample  provision  for 
meeting  all  emergencies  likely  to  arise. 

If  diagnosed  during  pregnancy  and  before  the 
child  is  viable,  the  patient  being  either  in  the  home 
or  the  hospital,  one  should  do  a  Braxton-Hicks 
version,  but  if  the  child  is  viable  and  in  good  con- 
dition a  large  sized  Voorhees  bag  should  be  passed 
within  the  sac  and  the  child  delivered  by  version 
after  the  cervix  is  dilated.  In  those  cases  of  mar- 
ginal or  lateral  insertion,  with  a  partial  dilatation 
of  the  cervix  attended  by  slight  bleeding,  puncturing 
the  membranes  is  usually  sufficient  to  stop  the 
bleeding. 

It  cannot  be  denied  that  caesarean  section  has  a 
restricted  place  in  complete  placenta  praevia,  and 
in  some  cases  of  the  partial  variety.  The  author 
believes  it  should  be  chosen  under  the  following 
conditions:  with  the  approach  of  full-term;  when 
the  placenta  covers  a  great  part  or  the  whole  of  the 
os;  when  the  haemorrhage  is  profuse  but  not 
profuse  enough  to  make  the  mother  a  bad  surgical 
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risk,  the  child  probably  weakened  yet  offering  rea- 
sonable prospects  of  being  saved;  when  the  cervix 
is  in  a  condition  suggestive  of  prolonged  and  difiicult 
dilatation;  when  there  is  a  negative  history  of 
vaginal  contamination;  and  when  there  is  the  as- 
surance of  hospital  technique  being  used. 

C.  H.  Davis. 

Fursey,  F.  E.:  Difficulties  in  Diagnosing  Ectopic 
Pregnancy.     Northwest  Med.,  191 5,  vii,  80. 

The  conditions  from  which  ectopic  gestation  must 
be  differentiated  are:  (i)  incomplete  uterine  abor- 
tion; (2)  ovarian  cyst,  especially  when  the  pedicle 
is  twisted;  (3)  appendicitis;  (4)  salpipgitis,  especially 
of  gonorrhoeal  origin;  and  (5)  pedunculated  uterine 
fibroid. 

In  abortions  the  bleeding  is  more  free,  more 
clotted,  and  ceases  when  the  uterus  is  emptied. 
There  ig  no  extremely  sensitive  pelvic  tumor. 

In  ovarian  cyst  the  symptoms  are  of  slower  onset, 
menstruation  is  irregular,  and  the  pelvic  tumor  is 
more  freely  movable  and  not  so  sensitive. 

In  appendicitis  there  are  no  symptoms  of  preg- 
nancy and  the  pain  is  higher  in  the  abdomen. 

Salpingitis  is  likely  to  be  double  and  is  of  longer 
duration. 

In  uterine  fibroid  the  menstruation  is  regular  but 
increased  in  amount  and  there  is  no  pain. 

Early  operation  is  advised.  D.  H.  Boyd. 

Oden,  R.  J.  E.:  Ectopic  Pregnancy  Twice  in  the 
Same  Patient  Within  Five  Months.  J.  Mich. 
St.  M.  Soc,  1915,  xiv,  104. 

The  patient,  a  housewife,  age  28,  the  mother  of 
two  healthy  children,  7  and  4  years  of  age,  ex- 
perienced a  sudden  sharp  pain  in  the  right  pelvis, 
followed  by  collapse.  The  pulse  was  rapid,  breath- 
ing labored,  but  there  was  no  rise  in  temperature. 
There  was  rigidity  of  the  right  rectus  and  tenderness 
over  McBurney's  point. 

At  operation  free  blood  was  found  in  the  pelvis. 
The  tumor,  a  right  tubal  pregnancy,  ruptured  in 
the  middle  one-third,  was  removed,  The  opposite 
tube,  apparently  normal,  was  left  at  the  request 
of  the  husband.  Upon  examining  the  appendix 
it  was  found  to  be  gangrenous  and  was  removed. 
The  patient  made  an  uneventful  recovery  and  left 
for  her  home  in  three  weeks. 

Five  months  later  she  was  again  taken  to  the 
hospital.  The  day  previous  she  had  suddenly 
experienced  symptoms  identical  with  those  of 
five  months  before,  except  that  the  pain  was  on  the 
opposite  side.  A  second  operation  was  performed. 
Her  condition  was  very  critical;  the  haemorrhage 
had  been  free  and  had  not  subsided,  although  an 
interval  of  36  hours  had  elapsed  from  the  onset. 
Her  pulse  was  rapid  and  weak,  respiration  labored, 
and  other  evidences  of  shock  were  present.  As  soon 
as  the  ruptured  vessel  had  been  located  and  tied  a 
saline  transfusion  was  administered.  The  tubal 
pregnancy,  ruptured  in  the  middle  one-third,  was 
removed.     Veil-like  layers  of  fibrin,  probably  from 


the  free  blood,  were  fotmd  uniting  the  bowels  and 
pelvic  organs.  These  were  easily  broken  with  the 
gauze-covered  thumb,  and  the  abdomen  was  flushed 
with  a  saline  solution. 

After  six  uneventful  days  she  developed  post- 
operative ileus.  As  medicinal  measures  were  of  no 
avail,  the  abdomen  was  reopened  and  the  bands  of 
adhesions  loosened.  The  immediate  results  were 
satisfactory,  but  three  weeks  later  the  condition 
recurred.  While  these  repeated  operations  were 
far  from  pleasant  to  the  patient,  no  other  course  was 
justifiable.  Her  condition  was  very  bad,  but  she 
rallied  from  this,  her  fourth  operation,  within  the 
course  of  seven  months,  and  proceeded  toward  a 
further  uneventful  recovery. 

Edward  L.  Cornell. 

James,  J.  E.:  Some  Clinical  Suggestions  Concern- 
ing the  Diagnosis  and  Management  of  Extra- 
Uterine  Pregnancy.  Hahneman.  Month.,  1915, 
1,  161. 

The  etiological  factors  in  tubal  pregnancy  are: 
(i)  inflammatory  condition  of  the  tube;  (2)  mechan- 
ical factors;  (3)  embryological  and  developmental 
causes. 

The  termination  is  either  tubal  abortion  (most 
frequent)  or  tubal  rupture.  The  cardinal  guide  in 
the  diagnosis  of  an  extra-uterine  pregnancy  would 
be  a  relative  period  of  sterility  followed  by  irregular- 
ity in  menstruation,  pelvic  distress  or  intermittent 
pain  in  the  lower  abdomen  with  the  usual  early 
signs  of  a  normal  pregnancy,  softening,  enlarged 
uterus,  etc. 

In  a  differential  diagnosis  the  things  to  consider 
are:  (i)  pelvic  inflammatory  states;  (2)  ovarian 
tumors;   (3)  pregnant  uterus,  plus  cervical  polyp; 

(4)  threatened    abortion   or   incomplete   abortion; 

(5)  double  uterus  —  pregnancy  in  one  horn. 

In  treatment,  abdominal  section  as  soon  as  the 
diagnosis  is  made  is  the  rule.  In  ruptured  cases 
in  a  moribund  condition  shock  should  be  combated 
first  and  section  done  later.  This  is  regarded  as 
giving  the  best  chance  for  recovery,  as  the  collapse 
is  considered  to  be  due  to  the  sudden  large  haemor- 
rhage with  the  rupture,  the  later  haemorrhage  being 
slight  and  tending  to  subside.  D.  H.  Boyd. 

Primsar,  F.:  Two  Cases  of  Isochronic  Heterotopic 
Twin  Pregnancy  (Zwei  Falle  von  isochroner, 
heterotoper  Zwillingsschwangerschaft).  Gynak. 
Rundschau,  19 14,  viii,  203. 

The  author  reports  two  cases  of  simultaneous 
extra-uterine  and  intra-uterine  pregnancy.  The 
first  case  was  an  ovarian  pregnancy,  isochronic  with 
a  uterine  pregnancy.  The  ovarian  pregnancy  was 
diagnosed  correctly  and  operated  upon  and  the 
uterine  pregnancy  suspected  at  the  time. 

The  second  case  was  a  pregnancy  in  the  isthmus 
of  the  tube  and  rupture  of  the  same.  The  case 
was  immediately  operated.  The  uterine  pregnancy 
in  this  case  was  recognized  only  after  it  terminated 
in  abortion. 
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In  both  cases  the  uterine  pregnancy  terminated  a 
few  weeks  after  operative  removal  of  the  extra- 
uterine pregnancies.  Both  patients  were  discharged 
cured.  The  size  and  duration  of  the  extra-uterine 
pregnancy  in  each  case  corresponded  with  the  intra- 
uterine pregnancy,  so  it  is  highly  probable  that  in 
each  case  two  ova  of  the  same  ovulation  period 
were  fertilized  at  the  same  time.        L.  A.  Juhnke. 

Pfaff,  J.  A.:    Eclampsia;  Acute  Mania;  Caesarean 
Section.     Indianapolis  M.  J.,  191 5,  xviii,  105. 

The  author  reports  a  case  of  eclampsia  in  a  pri- 
mipara,  aged  41,  treated  by  caesarean  section.  The 
duration  of  pregnancy  was  seven  and  one-half 
months.  After  being  in  a  normal  condition,  the 
patient  was  suddenly  seized  with  epigastric  pain  and 
vomiting;  this  was  followed  shortly  by  convulsions 
and  a  blood-pressure  of  210.  Abdominal  caesarean 
section  through  a  low  incision  was  done.  The  baby 
was  toxic,  revived  with  difficulty  and  only  lived  six 
hours.  The  patient  had  no  more  convulsions  but 
went  immediately  into  a  condition  of  acute  mania, 
talking  and  raving  incessantly;  she  remained  in  this 
condition  for  five  days,  at  which  time  her  mind 
began  clearing  up.  This  condition  was  treated  by 
large  and  often-repeated  doses  of  chloral,  sodium 
bromide,  and  morphia.  Hyoscine  seemed  to  exag- 
gerate the  case.  Pfaff  is  of  the  opinion  that  this 
case  illustrates  a  good  indication  for  caesarean 
section.  William  D.  Phillips 

Oliver,    J.:    New   Aspects   of   Eclampsia   and   Its 
Treatment.     Practitioner,  Lend.,  1915,  xciv,  416. 

The  intoxication  in  eclampsia  results  from  the 
intermediary,  not  the  end-products,  of  nitrogenous 
metabolism,  and  from  the  retention  of  these  inter- 
mediary products  in  the  nerve  and  muscle  cells, 
because  there  is  an  insufiiciency  of  the  requisite 
mineral  substances  circulating  in  the  body  of  the 
mother  to  satisfy  her  own  needs  and  those  of  her 
infant  in  utero. 

The  food  of  the  eclamptic  has  been  deficient  in 
mineral  substances,  especially  phosphorus  and 
calcium.  The  foetus  derives  its  nutriment  and 
mineral  substances  from  the  food  materials  which 
have  been  assimilated  and  rendered  fit  by  the  liver 
and  lungs  for  the  maternal  circulation.  The  em- 
bryonic tissue  has  a  greater  avidity  than  the  mater- 
nal tissue  for  mineral  substances,  such  as  phosphorus 
and  calcium.  Consequently  the  foetus  takes  up 
these  substances  to  the  detriment  of  the  maternal 
organism,  with  resulting  inadequate  fulfillment  of 
the  processes  of  metabolism. 

Phosphorus  is  necessary  for  the  oxidation  of 
proteid  material  in  the  living  organism.  If  the 
foetus  takes  up  the  available  phosphorus  its  content 
in  the  maternal  organism  is  lowered,  the  formation 
of  urea  is  diminished,  and  the  intermediary  prod- 
ucts of  metabolism  accumulate  in  the  nerve  and 
muscle  cells,  resulting  in  auto-intoxication  and  a 
change  in  the  irritability  and  reaction  of  the  nerves 
and  muscles  which  may  give  rise  to  convulsions. 


To  prevent  eclampsia  the  diet  should  contain  an 
abundance  of  mineral  substances,  especially  so  if 
the  patient  has  headache  and  lassitude  even  with- 
out albuminuria.  D.  H.  Boyd. 

Plass,  E.  D.:  The  Significance  of  the  Non-Coagu- 
lable  Nitrogen  Coefficient  of  the  Blood  Serum 
in  Pregnancy  and  the  Toxaemias  of  Pregnancy. 

Am.  J.  Obst.,  N.  Y.,  1915,  Ixxi,  608. 

The  author  describes  in  detail  the  technique  of 
the  determinations  and  draws  the  following  con- 
clusions: The  non-coagulable  nitrogen  coefficient 
is  a  better  index  of  kidney  function  than  the  total 
non-coagulable  nitrogen  alone.  In  toxaemias  of 
pregnancy  and  in  eclampsia  the  non-coagulable 
nitrogen  coefficient  seems  to  be  of  some  value  in 
prognosticating  the  degree  of  permanent  kidney 
change  and  in  differentiating  renal  from  hepatic 
toxaemias.  Possibly,  if  the  non-coagulable  nitrogen 
were  determined  in  other  renal  disorders,  not  espec- 
ially connected  with  pregnancy,  additional  informa- 
tion might  be  obtained  which  would  increase  the 
clinical  and  prognostic  value  of  the  test. 

C.  H.  Davis. 

MacLean,  H.  S.:  Indications  and  Technique  for 
Caesarean  Section.  Virg.  M.  Semi-Month.,  19x5, 
xix,  573. 

In  considering  indications  for  caesarean  section 
the  following  points  should  be  borne  in  mind : 

1.  The  value  in  time  saved  and  a  prompt  empty- 
ing of  the  uterus. 

2.  The  avoidance  of  cervical,  vaginal,  and 
perineal  contusions  and  lacerations  incident  to 
efforts  at  rapid  delivery. 

3.  The  infantile  mortality  is  lower  in  caesarean 
section. 

The  author  performed  section  in  8  cases  of 
eclampsia,  5  cases  with  contracted  pelvis,  and  2 
cases  of  persistent  faulty  presentation. 

The  following  points  in  the  operative  technique 
are  emphasized: 

1.  Complete  delivery  of  the  uterus,  with  the 
abdominal  cavity  thoroughly  walled  off  by  a  large 
number  of  linen  towels. 

2.  Whenever  possible,  and  it  usually  is,  the 
placenta,  membranes,  and  foetus  should  be  removed 
en  masse  from  the  uterine  cavity.  When  this  is 
done,  the  mass  is  rolled  off  the  patient's  abdomen 
into  the  hands  of  an  assistant  with  a  surprisingly 
small  amount  of  spilling  of  the  amniotic  fluid  and 
consequent  diminution  in  the  danger  of  peritoneal 
soiling.  The  uterus  is  of  course  kept  covered  with 
saline  towels. 

3.  A  very  large  drainage  tube  is  always  passed 
down  through  the  cervix  and  vagina,  the  upper  end 
of  it  being  stitched  to  the  cervical  mucosa  by  a 
catgut  suture.  In  cases  where  labor  has  not  started 
before  the  operation  it  is  sometimes  necessary  to 
dilate  the  cervix,  but  this  is  quickly  and  easily  done 
with  the  uterine  dilator. 

4.  Three  rows  of  catgut  sutures  are  used  to  close 
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the  uterine  incision.  These  are  usually  continuous, 
although  the  middle  row  may  be  interrupted.  The 
peritoneal  line  of  sutures  should  be  very  carefully 
placed  so  as  to  get  accurate  approximation. 

D.  H.  Boyd. 

Kunreuther:  The  Method  of  Interruption  of  Preg- 
nancy and  Simultaneous  Sterilization  in  Pul- 
monary Tuberculosis  (tjber  Methodik  der 
Schwangerschaftsunterbrechung  und  gleichzeitiger 
Sterilisation  bei  Lungentuberkulose).  Berl.  klin. 
Wchnschr.,  1914,  No.  37. 

On  the  basis  of  the  statistics  obtained  during  the 
last  decade,  the  former  conservative  treatment  of 
the  phthisical  pregnant  woman  should  be  discon- 
tinued. In  cases  in  which  an  aggravation  of  the 
pulmonary  process  by  the  pregnancy  is  suspected 
from  previous  pregnancies,  according  to  the  judg- 
ment of  a  competent  internist,  and  has  already  set 
in,  the  indication  for  operative  interference  exists, 
at  least  so  far  as  the  woman  is  concerned  who  has 
one  or  more  living  children.  As  the  early  induced 
abortion  does  not  prevent  future  conception  in  the 
tuberculous  woman,  and  since  the  abortion  does  not 
check  the  progress  of  the  pulmonary  process  and 
in  many  cases  leads  to  menorrhagias,  it  is  therefore 
advisable  to  perform  sterilization  immediately 
after  the  evacuation  of  the  uterus. 

The  author  recommends  his  own  method,  which 
he  performed  in  twelve  cases;  i.e.,  the  abdominal 
supravaginal  amputation  of  the  pregnant  uterus, 
leaving  the  adnexa.  Its  advantages  are  the  avoid- 
ance of  the  aggravation  of  the  pulmonary  process 
and  menorrhagia  so  common  after  evacuation  of  the 
uterus,  absolutely  certain  sterilization,  mild  meno- 
pause symptoms,  positive  asepsis,  slight  haemor- 
rhage, complete  supervision  of  the  operative  field, 
and  the  possibility  of  recurring  diseased  adnexae  or 
appendix.  L.  A.  Juhnke. 

Landau,  L.:  Myoma  and  Pregnancy  (Myom  und 
Schwangerschaft).  Berl.  klin.  Wchnschr.,  1914, 
No.  31. 

The  author  classifies  myomatosis  uteri  gravidi 
into  four  clinical  categories  as  follows: 

1.  Myomata  which  produce  no  symptoms  during 
pregnancy  and  with  which  no  complications  are 
expected  during  labor  should  receive  no  treatment. 

2.  Myomata  which  produce  severe  symptoms 
during  pregnancy  should  be  enucleated  if  possible 
and  the  pregnant  uterus  disturbed  as  little  as  pos- 
sible. Of  14  cases  of  myoma  which  the  author 
enucleated,  13  continued  the  pregnancy  to  term. 

3.  Myomata  which  produce  no  symptoms  during 
pregnancy  but  which  are  suspected  of  producing 
complications  at  labor  should  be  subjected  to 
caesarean  section  at  term  or  during  the  onset  of  labor, 
followed  by  subtotal  or  total  hysterectomy. 

4.  In  myomata  in  which  the  continuation  of 
pregnancy  threatens  the  life  of  the  patient,  abor- 
tion should  not  be  induced,  as  it  is  too  dangerous 
and  technically  difficult  and  subjects  the  patient 


to  the  danger  of  another  pregnancy.  The  author 
advises  hysteromyomectomy  uteri  gravidi  totalis 
or  subtotalis.  Of  31  cases  operated  upon  by  the 
author  there  were  no  fatalities.  L.  A.  Juhnke. 

Grad,  H.:  Multiple  Fibroids  of  the  Uterus  Com- 
plicated by  Pregnancy.    N.  Y.  M.  J.,  1915,  ci,  671. 

The  author  states  that  fibroid  tumors  of  the  uterus 
may  lie  dormant  in  the  walls  of  the  organ  for  many 
years,  giving  rise  to  no  objective  or  subjective  symp- 
toms. The  health  of  the  patient  suffers  in  no  way 
whatsoever.  The  menstrual  function  may  be 
normal  in  every  way,  and  there  may  be  no  local 
symptoms,  such  as  tenderness  to  touch,  or  even  vague 
discomfort.  When  pregnancy  occurs  in  a  uterus 
which  has  harbored  these  benign,  dormant,  symp- 
tomless neoplasms  for  a  long  time,  a  factor  is  in- 
troduced which  may  turn  an  absolutely  benign 
pathological  process  into  a  malignant  entity. 

For  purposes  of  clinical  observation  he  men- 
tions two  groups:  (i)  multiple  fibroids  of  the 
uterus  complicated  by  pregnancy,  and  (2)  pregnancy 
complicated  by  fibroids.  The  author  considers 
the  first  condition  very  serious  and  quotes  Susserot 
as  giving  a  mortality  of  55  per  cent  in  147  cases  and 
Pozzi  a  mortality  of  55  per  cent.  The  seriousness 
of  these  cases  does  not  arise  from  the  fact  that  preg- 
nancy is  terminated  early,  but  because  it  brings 
about  pathological  changes  in  the  neoplasms. 
These  changes  are  mostly  of  a  gangrenous  char- 
acter. This  gangrenous  process  may  not  be  con- 
fined to  the  neoplasms  themselves,  but  may  involve 
the  endometrium  as  well. 

Grad  is  of  the  opinion  that  a  uterus  with  multiple 
fibroids  complicated  by  pregnancy  is  as  serious  as  a 
malignant  tumor  and  should  be  surgically  extirpated, 
whereas  a  gravid  uterus  complicated  by  fibroids 
allows  a  wider  latitude  of  management. 

W.  D.  Phillips, 

Bovee,  J.  W.:  A  Case  of  Chorio-Epithelioma 
Malignum  Complicating  a  Two-Months'  Preg- 
nancy and  a  Degenerated  Uterine  Fibroma. 

Surg.jGynec.  l^  Obst.,  1915,  xx,  405. 

The  patient,  a  white  woman  41  years  of  age, 
married  18  years,  had  given  birth  to  two  children, 
now  aged  fifteen  and  fourteen  years,  respectively. 
She  had  had  but  one  other  pregnancy,  and  that  re- 
sulted in  an  induced  abortion  at  six  weeks'  gestation 
thirteen  years  ago. 

Her  menses  had  been  painless,  normal  in  amount, 
and  regular  until  May  22,  1914,  and  had  lasted 
three  days  with  no  special  feature.  The  May 
period  was  delayed  a  few  days,  but  lasted  three  days. 
In  June  it  was  delayed,  but  lasted  three  days;  in 
July  it  was  a  little  delayed,  but  notable  in  no  other 
way  except  that  it  was  the  last  period  before  the 
author  saw  her  September  25,  the  day  before  opera- 
tion. During  the  last  two  months  she  had  suffered 
from  frequent  micturition  and  from  August  25  to 
September  25  from  vomiting  and  purging  without 
it  especially  occurring  in  the  morning. 
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An  abdominal  tumor  in  the  left  lower  quad- 
rant of  the  abdomen  had  in  the  meantime 
become  very  painful  and  pregnancy  was  also 
suspected. 

At  operation  a  necrobiotic  fibroid  extending  from 
the  pelvis  up  to  the  umbilicus  and  the  uterine  body 
containing  a  fcetus  thought  to  be  of  six  weeks' 
development  were  removed. 

The  pathologist's  report  on  the  uterus  and  gesta- 
tion was  that  a  malignant  chorio-epithelioma  had 
begun  in  the  chorion  and  had  invaded  the  uterine 
muscle  at  but  one  point,  and  that  no  metastasis 
could  be  found. 

The  cervix  was  removed  October  14,  and  was 
searched  in  vain  for  metastases.  Upon  examination 
of  the  patient  December  14,  1914,  no  evidence  of 
the  disease  in  the  pelvis  was  found  nor  were  any 
symptoms  of  metastases  in  the  lungs  or  other  struc- 
tures present. 

Bovee  regards  her  case  as  originating  from  the 
coincident  pregnancy,  probably  the  earliest  operated 
upon,  if  not  the  earliest  known,  peculiar  for  having 
been  without  the  usual  symptoms  and  for  having 
been  found  only  accidentally  because  of  routine 
examination  of  removed  tissues. 

Bovee  recommends  radical  operation  whenever 
possible  to  remove  the  primary  focus,  if  in  the 
uterus  or  ovary,  and  even  removal  of  the  metastases, 
particularly  of  the  vagina. 

Davis,  E.  P.:  Tubercular  Infection  Complicating 
Pregnancy,  Parturition,  and  the  Puerperal 
State;  a  Consideration  of  Its  Bearing  on  Treat- 
ment.    Therap.  Gaz.,  1915,  xxxix,  153. 

The  first  half  of  the  author's  paper  comprises 
a  general  review  of  tuberculous  infections  of  the 
genito-urinary  tract,  its  relation  to  pregnancy,  and 
its  subsequent  effect  upon  the  offspring. 

The  two  practical  questions  which  arise  concern- 
ing the  treatment  of  tuberculous  patients  are: 
(i)  What  is  the  duty  of  the  physicijin  when  the 
woman  who  has  had  a  tuberculous  infection  which  is 
quiescent  becomes  pregnant?  (2)  Shall  the  preg- 
nancy be  allowed  to  continue  or  must  it  be  inter- 
rupted? 

If  the  patient  aside  from  her  preexisting  tuber- 
culous infection  is  sound  and  in  comfortable  cir- 
cumstances, intelligent,  and  with  sufficient  self- 
control  to  care  for  her  health,  she  may  go  through 
pregnancy  under  accurate  observation  at  her  own 
risk.  However,  if  signs  of  renewed  tuberculous 
infection  appear,  pregnancy  must  be  terminated 
immediately.  When  a  patient  who  is  in  active 
tuberculosis  becomes  pregnant,  or  is  just  holding 
her  own  against  a  circumscribed  infection,  the 
author  favors  immediate  termination  of  the  existing 
pregnancy. 

The  best  results  in  such  cases  are  obtained  by 
opening  the  abdomen,  using  spinal  anaesthesia  if 
possible,  excising  the  fallopian  tubes  completely, 
opening  the  uterus  transversely,  and  removing  the 
ovum  with  the  gloved  finger.  A.  H.  Schmitt. 


Funk,  E.  H. :  The  Relationship  of  Tuberculosis  and 
Pregnancy.     Therap.  Gaz.,  1915,  xxxix,  158. 

After  briefly  reviewing  the  recent  literature  on  the 
subject,  the  author  analyzes  the  obstetrical  his- 
tories of  100  tubercular  women,  with  a  consideration 
of  the  effect  of  the  disease  upon  the  pregnancy,  of 
the  pregnancy  upon  the  disease,  and  the  effect  of 
the  disease  as  shown  in  the  offspring.  He  comes  to 
the  conclusion  that  the  tubercular  woman  should  be 
advised  against  marriage  and  conception,  and  that 
pregnancy  occurring  in  one  with  an  active  lesion 
should  be  promptly  terminated.  The  methods  of 
accomplishing  this  call  for  the  judgment  of  the 
experienced  obstetrici3.n.  Even  in  the  presence  of 
an  apparent  cure  the  occurrence  of  pregnancy  entails 
a  risk,  which  in  the  majority  of  instances  should 
not  be  taken.  In  the  individual  case  the  presence 
of  a  good  family  and  personal  history,  an  early  lesion, 
and  means  and  willingness  to  undergo  treatment 
make  it  reasonable  to  expect  a  cure.  Even  in  a 
case  considered  as  cured  pregnancy  must  be  con- 
sidered as  a  risk  and  should  be  undertaken  only 
with  competent  medical  supervision  during  the 
entire  period  of  gestation  and  the  maintenance 
of  a  most  favorable  hygienic  regime. 

Philip  F.  Williams. 

Amann,  J.  A.:  Rupture  of  the  Bowel  Due  to  Blunt 
Force  During  Pregnancy  (Darmruptur  durch 
stumpfe  Gewalt  bei  Graviditat).  Monalschr.  f. 
Geburtsh.  u.  Gynak.,  1914,  xl.  No.  6. 

During  the  action  of  circumscribed  blunt  force 
applied  to  the  abdomen,  a  crushing  of  the  bowel 
against  the  spinal  column  or  against  the  pelvis 
usually  takes  place.  In  diffusely  acting  force,  a 
loop  of  the  bowel  may  burst.  Non-perforating 
lesions  may  lead  to  secondary  perforation  later. 
In  perforating  lesions  the  bowel  musculature  con- 
tracts almost  immediately  and  the  swollen  mucous 
membrane  penetrates  through  the  opening. 

The  author  reports  the  case  of  a  35-year-old  preg- 
nant woman  who  fell  from  a  chair  placed  on  a  table 
to  the  floor,  striking  her  right  side  against  a  corner 
of  the  back  of  the  chair.  Severe  pain  in  the  lower 
abdomen  immediately  followed.  A  few  hours  later 
there  was  a  slight  haemorrhage  from  the  vagina.  On 
the  seventh  day  the  diarrhoea  which  set  in  on  the 
first  day  ceased  suddenly,  and  foecal  vomiting  com- 
menced. At  the  operation  on  the  eighth  day  a 
general  peritonitis  and  an  abscess  in  the  small 
pelvis  was  found.  A  loop  of  bowel  was  found  there 
showing  a  small  perforation,  through  which  a 
plug  of  mucous  membrane  had  become  united 
to  the  serosa  and  had  effectually  closed  the  per- 
foration. A  preternatural  anus  was  made  at 
the  site  of  the  perforation.  The  following  day 
the  child  and  placenta  were  expelled.  Recovery 
followed. 

Amann  believes  that  in  this  case  a  perforation  of 
the  bowel  probably  occurred  at  the  time  of  the 
injury;  an  abscess  developed  in  the  small  pelvis  and 
from  the  breaking  of  the  abscess  a  general  peritonitis 
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occurred.     The  peritonitis  undoubtedly  was  respon- 
sible for  the  interruption  of  pregnancy. 

Peritonitis  or  ileus  are  now  considered  indications 
for  immediate  laparotomy,  even  in  the  presence  of 
pregnancy.  L.  A.  Juhnke. 

Franz,  R.:  Pyelitis  in  Pregnancy  (Uber  die  Nieren- 
beckenentzundung  der  Schwangeren).  Med.  Klin., 
Berl.,  1915,  xi,  190. 

It  is  commonly  assumed  that  the  pyelitis  of 
pregnancy  does  not  require  any  special  treatment, 
but  Franz  contends  that  this  is  wrong.  In  the 
milder  cases  the  symptoms  may  subside  without 
active  measures,  but  whether  or  not  the  lesion 
has  healed  is  another  question,  and  time  often  proves 
that  it  has  not.  Severe  pyelitis,  on  the  other  hand, 
is  always  dangerous  for  both  mother  and  child. 
Opitz  found  that  in  40  per  cent  of  such  cases  there 
was  premature  delivery.  The  focus  in  the  kidney 
pelvis  is  liable  to  breed  puerperal  fever  or  spread 
and  involve  the  kidney  proper,  with  or  without 
pyonephrosis  and  concretions. 

Treatment  should  be  conservative  at  first,  in- 
cluding copious  drinking  and  the  administration  of 
salol  or  methylene  blue  if  the  urine  is  acid,  and  of 
urotropine,  boric  acid,  etc.,  with  alkaline  urine, 
supplemented  by  local  disinfection  of  the  bladder 
and  lying  on  the  sound  side  to  promote  the  empty- . 
ing  of  the  kidney  pelvis.  If  the  clinical  manifesta- 
tions do  not  sulDside  promptly  under  this,  then  a 
retention  catheter  should  be  introduced  into  the 
ureter  and  the  kidney  pelvis  rinsed  out  with  a 
silver  salt  solution;  interruption  of  the  pregnancy 
or  nephrotomy  should  be  used  as  a  last  resort. 
The  pyelitis  must  not  be  regarded  as  cured  until 
bacteria  and  pus  can  no  longer  be  found  in  the 
urine;  direct  disinfection  of  the  kidney  pelvis 
through  the  ureteral  catheter  generally  accomplishes 
this.  A.  Goss. 

Watson,  B.  P.:  Pyelitis  as  a  Complication  of  Preg- 
nancy and  the  Puerperium.  Canad.  M.  Ass. 
J.,  1915,  V,  190. 

The  author  at  first  directs  attention  to  the 
etiology  and  symptomatology  of  pyelitis  and  then 
outlines  his  method  of  treating  this  complication. 

Regarding  the  etiology  he  believes  that  ureteric 
dilatation  is  an  important  factor  in  the  production 
of  this  disease.  Such  dilatation  with  stagnation  of 
urine  favors  the  invasion  of  the  kidney  and  ureter 
by  organisms  carried  in  the  blood  stream  or  con- 
veyed by  the  lymphatics  from  other  organs,  such 
as  the  intestines.  These  routes  are  more  common 
than  the  ascending  one  from  the  bladder.  The 
infecting  organism  is  of  the  nature  of  those  belong- 
ing to  the  coli  group,  and  it  has  been  shown  that 
obstinate  constipation  favors  the  invasion  of  the 
lymphatic  or  blood  stream  by  the  bacillus  coli. 

The  initial  symptoms  which  usually  occur  during 
the  latter  half  of  pregnancy  are  sometimes  acute, 
at  other  times  insidious;  but  in  nearly  all  cases, 
even   from   the  beginning,  there  is   distinct   renal 


tenderness  elicited  on  deep  palpation.  This,  to- 
gether with  increase  of  pulse  rate,  rise  in  tempera- 
ture, and  the  presence  of  pus  in  the  urine,  are  the 
important  symptoms. 

The  four  main  lines  along  which  treatment  may 
be  directed  are:  (i)  the  administration  of  a  urinary 
antiseptic,  such  as  urotropin,  grains  ten,  thrice 
daily;  (2)  the  administration  of  alkalies,  such  as 
potassium  citrate,  fifteen  grains  every  four  hours; 
(3)  the  use  of  vaccines;  (4)  catheterization  of  the 
ureter  and  the  flushing  out  of  the  pelvis  of  the  kidney 
or  the  application  of  some  germicide  to  it.  This 
latter  method  is  recommended  only  when  the  others 
have  failed. 

The  author  believes  that  in  only  rare  instances 
is  it  necessary  to  terminate  the  pregnancy  or  to 
interfere  surgically  with  the  kidney. 

A.  H.  SCHMITT. 

Calmann:  Pyelitis  of  Pregnancy  Treated  with 
Pelvic  Irrigation  (Pyelitis  in  der  Schwangerschaft, 
die  mit  Nierenbeckenspiilungen  erfolgreich  behandelt 
wurden).    Zentralbl.  f.Gynak.,  1915,  xxxix,  137. 

The  author  publishes  two  cases  of  pyelitis  of 
pregnancy  successfully  treated  with  irrigations  of 
the  renal  pelvis.  Both  cases  were  extraordinarily 
severe,  with  high  fever  curves,  numerous  chills,  and 
vomiting  spells,  in  which  the  internal  treatment  had 
absolutely  no  effect.  Irrigations  of  the  renal  pelvis, 
however,  resulted  in  prompt  improvement.  These 
two  cases  followed  eight  others,  milder  in  charac- 
ter, with  no  or  only  an  occasional  chill,  which  re- 
sponded to  the  internal  treatment  alone.  In  a 
former  communication  the  author  reported  nine 
cases,  in  three  of  which  irrigations  of  the  renal 
pelvis  were  necessary.  He  therefore  believes  that 
only  in  severe  cases  in  which  the  internal  treatment 
fails  is  it  necessary  to  employ  irrigations  of  the  pelvis. 
In  both  of  the  cases  the  disease  was  bilateral,  con- 
trary to  most  cases,  in  which  only  a  right-sided  pye- 
litis occurs. 

The  origin  of  the  pyelitis  of  pregnancy,  according 
to  recent  investigations,  is  not  always  due  to  com- 
pression of  the  ureters  by  the  enlarged  uterus  and 
followed  by  congestion  in  the  renal  pelvis;  probably 
as  frequently  it  is  due  to  organisms  from  the  bladder 
or  bowel  reaching  the  pelvis  either  by  the  blood 
or  lymph  stream.  Kermauner  believes  that  the 
pyelitis  of  pregnancy  is  due  to  an  exacerbation  of  an 
old  pyelitis  during  childhood.  L.  A.  Juhnke. 

Wolff,  P.,  and  Zade,  M.:  Diagnosis  and  Prognosis 
of  Kidney  Changes  During  Pregnancy  (Zur 
Diagnose  und  Prognose  der  Nierenveranderungen 
in  der  Schwangerschaft).  Zentralbl.  f.Gynak.,  1915, 
xxxix,  154. 

Several  clinical  pictures  are  clearly  defined, 
especially  the  nephropathia  egraviditate  in  the  acute 
and  gradually  developing  form  on  the  one  hand,  and 
the  genuine  kidney  inflammations,  to  which  preg- 
nancy is  added  —  nephritis  in  graviditate  —  on  the 
other    hand.     Transitional   forms,   of    course,    are 
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common.  Considerable  variation  exists  in  regard 
to  nomenclature.  The  authors  adopt  that  of 
Aschoff ,  Zangemeister,  and  others. 

The  clinical  differentiation  between  an  acutely 
developing  nephropathy  and  an  acute  nephritis 
during  pregnancy  is  frequently  impossible.  Etio- 
logic  factors  may  aid  somewhat.  Blood-pressure 
determinations  are  only  of  limited  value.  The 
acute  nephropathy  shows  rise  in  blood-pressure  of 
only  moderate  extent.  In  eclampsia  the  authors 
found  that  the  blood-pressure  increased  to  170  or 
180  cm.  water.  Acute  nephritis  usually  shows  no 
increase.  Changes  in  the  fundus  of  the  eye  are 
also  observed  in  pure  nephropathies  and  eclampsia. 

In  the  differential  diagnosis  between  chronic 
nephropathy  and  chronic  nephritis,  the  latter  is 
characterized  by  cardiac  hypertrophy,  the  rise  in 
blood-pressure  being  accompanied  by  a  lowered 
specific  gravity  of  the  urine. 

The  authors  observed  a  rise  in  blood-pressure  in 
most  nephropathies,  never  reaching  above  200  cm. 
water;  in  most  all  chronic  nephritides,  however, 
the  pressure  rose  above  200  cm.  water. 

A  true  chronic  nephritis  niay  later  develop  from  a 
nephropathia  e  graviditate  and  eclampsia.  Several 
cases  are  mentioned. 

The  nephropathia  e  graviditate  predisposes  to  re- 
currence during  late  pregnancies. 

In  chronic  nephritis  during  pregnancy,  the  ap- 
pearance of  albuminuric  retinitis  is  not  of  such 
grave  prognostic  importance  as  it  is  outside  of 
pregnancy.  The  retinitis  may  be  due  to  a  nephro- 
pathy complicating  the  nephritis  and  may  disappear 
completely  after  delivery.  During  the  five  years 
covering  this  report  of  3 1  cases  with  chronic  nephritis, 
5  died  either  during  pregnancy  or  during  the  puer- 
perium.  Of  the  31  children  born,  only  7  left  the 
clinic  alive.  A.  L.  Juhnke. 

LABOR  AND  ITS  COMPLICATIONS 

Siemens,  J.  M.:  Dystocia  Due  to  a  Funnel  Pelvis. 

Calif.  St.  J.  Med.,  1915,  xiii,  91. 

The  author  reports  a  case  of  outlet  dystocia  and 
gives  a  brief  discussion  of  funnel  pelves. 

The  case  reported  was  that  of  a  multipara  whose 
two  previous  labors  had  been  terminated  by  forceps. 
The  pelvic  inlet  was  contracted  anteroposteriorly, 
the  estimated  true  conjugate  9  cm.  The  outlet  was 
that  of  a  funnel  pelvis:  bituberal  6.5  cm.,  anterior 
posterior  12  cm.,  anterior  sagittal  6  cm.,  post  sag- 
ittal 10.25  cm. 

After  three  hours  in  the  second  stage,  the  head 
appeared  at  the  outlet,  but  in  spite  of  good  contrac- 
tions it  failed  to  advance,  and  one  hour  later  was 
delivered  by  low  forceps.  Observations  made 
during  the  extraction  showed  the  distance  from  the 
occiput  to  the  symphysis  to  be  6  cm.  when  the  head 
was  well  engaged  in  the  outlet. 

In  discussing  this  case  the  author  calls  attention 
to  the  compensating  effect  of  the  posterior  sagittal 
when  the  bituberal  is  contracted.     As  most  of  the 


suboccipitofrontal  diameter  of  the  foetal  head 
(10.5  cm.)  passed  posterior  to  a  line  joining  the 
ischial  tuberosities,  a  posterior  sagittal  shorter  than 
that  which  occurred  in  this  case  (10.25  cm.)  would 
have  materially  increased  the  dystocia. 

He  also  points  out  the  need  of  more  care  in 
estimating  the  size  of  the  outlet  at  the  time  of  the 
antepartum  examination,  calling  attention  partic- 
ularly to  the  bituberal  and  posterior  sagittal  diam- 
eters. 

In  considering  the  treatment  of  funnel  pelvis 
he  states  that  in  cases  of  moderate  contraction,  i.e., 
bituberal  7  cm.  or  over,  delivery  is  usually  effected 
by  placing  the  patient  in  the  lithotomy  position 
with  the  thighs  drawn  up  toward  the  abdomen. 

Pubiotomy  is  the  procedure  advocated  in  cases 
of  more  marked  contraction.  By  this  method  the 
transverse  diameter  is  increased  from  one  to  three 
centimeters,  and  thus  becomes  normal.  In  ad- 
dition, as  a  result  of  the  fibrous  union  the  outlet  is 
permanently  enlarged.  Caesarean  section  is  advised 
when  the  contraction  is  extreme  or  when  it  occurs  in 
an  elderly  primipara.  A.  C.  Beck. 

Fouche,  F.  P.:  A  Case  of  Complete  Rupture  of 
Uterus  During  Labor.  So.  African  M.  Rec,  1915, 
xiii,  20. 

The  author  was  called  to  perform  an  autopsy  on  a 
woman  30  years  of  age  who  had  been  in  labor  for 
28  hours.  On  opening  the  abdomen  a  large  collec- 
tion of  blood  was  found  in  the  left  side.  The 
left  arm  of  the  foetus,  as  far  as  the  shoulder,  pro- 
truded through  an  opening  in  the  uterus.  The 
rupture  was  situated  in  the  lower  uterine  segment 
toward  the  posterior  side  a  little  to  the  left  of  the 
median  line.  The  left  uterine  artery  had  also  been 
torn.  The  tear  was  in  a  longitudinal  direction  and 
was  about  three  and  a  quarter  inches  long.  The 
pelvis  was  uniformly  contracted  in  all  directions 
and  the  author  found  it  impossible  to  pass  the  closed 
fist  through  the  inlet.  No  pathological  lesions 
were  present  in  the  uterus  or  in  any  other  organ. 
The  bladder  was  so  enormously  distended  with  urine 
that  it  was  as  large  as  the  gravid  uterus. 

Edward  L.  Cornell. 

Douglas,  S.  W. :  The  Relief  of  Uterine  Inertia.    /. 

Arkansas  M.  Soc,  1915,  xi,  240. 

A  number  of  simple  and  practical  measures  for 
accelerating  the  progress  of  labor  in  long,  tedious, 
but  otherwise  normal  cases  are  discussed.  Weak, 
infrequent  pains  and  those  of  short  duration  are 
held  as  the  principal  causes  of  delay  in  the  first 
stage.  Here  the  author  uses  strychnia,  hot  coffee, 
castor  oil,  hot  sitz  baths,  and  hot  soapsuds  enemas. 
For  weak  and  relaxed  abdominal  walls  tight  binders 
may  assist.  Slight  narcosis  in  timid  women  has 
been  found  of  advantage.  Quinine  has  been  dis- 
carded because  of  the  nausea  it  produces  and  on 
account  of  troublesome  post-partum  bleeding. 
The  exaggerated  lithotomy  posture  seems  to  favor 
advance  of  the  head.     The  reflex  stimulation  from 
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vaginal  and  cervical  dilatation  may  increase  the 
pains. 

In  the  second  stage  pituitrin  used  judiciously  is  a 
valuable  adjunct  but  does  not  entirely  supplant 
the  use  of  forceps.  The  author  comments  on  the 
scarcity  of  contra-indications  mentioned  in  discus- 
sions of  the  action  of  this  drug,  and  he  cites  two  typi- 
cal failures  in  its  use.  Mild  narcosis  apparently  has 
no  effect  upon  the  expulsive  force  of  the  pains  or 
contractions  produced  by  pituitrin.  The  author 
suggests  that  a  minimum  number  of  vaginal  exam- 
inations and  a  maximum  of  abdominal  palpations 
and  estimations  be  the  rule  in  estimating  the  prog- 
ress of  long-drawn-out  labors  to  minimize  the  danger 
of  infection.  Philip  F.  Williams. 

Bell,  J.  F.:    Pituitrin  in  Thirty  Cases  of  Labor. 

Internat.  J.  Surg.,  1915,  xxviii,  122. 

Bell  reports  the  successful  use  of  pituitrin  in 
thirty  cases  of  labor.  He  usually  uses  it  after  the 
second  stage  has  developed;  however,  if  the  first 
stage  is  long  and  threatens  much  worry  to  the 
patient,  he  uses  it  then  and,  if  indicated,  repeats  the 
injection  in  one  hour.  He  says  that  he  has  never 
had  to  deal  with  after-pains  or  post-partum  haemor- 
rhage in  a  single  case  since  he  has  been  using  pitu- 
itrin. As  a  means  of  hastening  delivery  in  eclampsia 
he  has  found  it  is  very  valuable.     W.  D.  Phillips. 

Ouigley,  J.  K.:    Pituitary  Extract  in  Obstetrics. 

/.  Am.  M.  Ass.,  1915,  Ixiv,  1222. 

In  a  series  of  50  cases,  there  were  7  failures  and  3 
partial  successes,  or  86  per  cent  of  successes.  Among 
the  cases  were  2  of  incomplete  abortion;  2  of  induc- 
tion in  conjunction  with  hydrostatic  bags;  2  of 
placenta prsevia;  2  of  caesarean  section;  2  of  puerperal 
metrorrhagia,  and  i  in  which  the  extract  was  used  as 
a  galactagogue.  The  balance,  cases  of  inertia, 
chiefly  secondary,  included  one  breech  and  several 
occiput  posterior  cases.  In  the  7  classed  as  failures 
it  was  necessary  to  resort  to  forceps  delivery. 

In  pituitary  extract  we  have  the  most  powerful 
stimulant  to  uterine  contraction  yet  discovered. 
Its  greatest  value  is  its  use  in  uterine  inertia.  The 
ideal  time  for  its  exhibition  is  in  the  second  stage, 
although  good  results  follow  its  employment  earlier; 
in  these  cases  it  is  usually  necessary  to  repeat.  No 
untoward  results,  such  as  post-partum  haemorrhage 
or  asphyxia,  were  noted  in  mother  or  child  in  the  50 
cases. 

Pituitary  extract  shortens  the  third  stage;  it 
renders  catheterization  post-partum  almost  un- 
necessary; it  has  no  place  in  the  normal  case.  Pre- 
parations for  delivery  should  be  made  at  the  time 
of  injection,  such  as  sterilizing  hands  and  gloves. 
The  facilities  for  giving  an  anaesthetic  at  a  moment's 
notice  are  prerequisite,  for  the  susceptibility  of  the 
uterine  muscle  in  any  particular  case  is  not  known. 
Pituitary  extract  may  advantageously  be  sup- 
plemented by  seminarcosis  when  the  presenting 
part  is  on  the  perineum.  This  would  naturally 
mean    chloroform,    ether,    or    pituitary    extract. 


Nitrous  oxide  is  contra-indicated  in  scopolamine 
narcosis.  Pituitary  extract  must  be  used  judiciously 
and  with  a  due  appreciation  of  the  possible  dangers 
of  so  powerful  a  uterine  stimulant.  This  is  the  most 
important  point.  Edward  L.  Cornell. 

Webster,  J.  C:    Nitrous-Oxide  Gas   Analgesia  in 
Obstetrics.     /.  Am.  M.  Ass.,  1915,  Ixiv,  812. 

During  the  past  year  nitrous-oxide  gas  has  been 
used  in  labor  to  abolish  the  pains  caused  by  uterine 
contractions,  and  it  has  been  completely  successful 
in  relieving  women  of  the  sufferings  of  childbirth. 
The  technique  is  very  simple.  Usually  the  adminis- 
tration is  begun  when  the  patient  complains  of 
second-stage  pains,  although  it  may  also  be  used 
during  the  first  stage.  In  the  majority  of  cases, 
however,  gas  is  not  necessary  during  the  greater 
portion  of  this  period.  It  is  very  important  that 
women  should  not  be  educated  to  regard  labor  as  a 
terrible  experience,  something  akin  to  a  surgical 
operation,  necessitating  the  free  use  of  anaesthetics. 
The  large  proportion  of  patients  suffer  comparative- 
ly little  severe  pain.  Very  often  the  support  and 
encouragement  of  a  judicious  physician  or  nurse 
have  a  marked  effect  in  subduing  nervousness  and 
distress.  The  apparatus  is  that  ordinarily  employed 
by  dentists. 

It  has  been  found  best  to  use  a  small  nasal  in- 
haler, the  mouth  of  the  patient  being  uncovered. 
The  gas-bag  attached  to  the  tank  is  kept  under  low 
pressure,  and  as  the  pain  begins  the  patient  is 
instructed  to  breathe  quietly,  keeping  the  mouth 
closed.  Ordinarily  light  inhalation  suffices  to 
produce  the  analgesic  effect.  It  is  not  necessary  to 
cause  asphyxiation  or  jactitation,  which  are  due  to 
the  inhalation  of  large  quantities  of  gas.  Ex- 
pulsive efforts  on  the  part  of  the  patient  are  not  inter- 
fered with  to  any  appreciable  extent.  As  soon  as 
the  uterine  contraction  begins  to  subside,  the  in- 
haler is  removed  and  the  patient  again  becomes 
conscious.  This  procedure  may  be  kept  up  for 
hours  if  necessary.  A  nurse  or  assistant  may  be 
instructed  to  carry  out  the  administration  satisfac- 
torily. 

Pure  nitrous-oxide  gas  or  gas  with  oxygen — 3 
per  cent — may  be  employed.  The  former  is, 
perhaps,  most  universally  applicable.  It  may  be 
used  in  private  houses  as  well  as  in  hospitals,  the 
necessary  apparatus  being  small,  compact,  and 
easily  transported.  The  amount  of  gas  varies 
according  to  the  duration  of  painful  contractions, 
and  the  cost  is,  therefore,  a  variable  factor. 

Its  advantages  are  as  follows: 

1.  The  apparatus  is  simple,  easily  transported, 
and  may  be  used  by  any  practitioner. 

2.  Deep  anaesthesia  is  not  necessary. 

3.  There  are  no  ill  effects  to  mother  or  child. 

4.  The  strength  of  uterine  contractions  is  not 
diminished,  no  matter  how  long  the  administration 
of  the  gas  is  continued. 

5.  The  administration  is  under  control  all  the 
time  and  can  be  stopped  at  any  moment.     This 
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is  a  very  decided  advantage  which  is  not  possessed 
by  any  method  which  necessitates  placing  a  patient 
under  the  influence  of  drugs  administered  internally. 

Edward  L.  Cornell. 

Druskin,  S.  J.,  and  Ratnoff,  N.:  Twilight  Sleep  in 
Obstetrics;  a  Report  of  200  Cases.     N.  Y.  St.  J. 

Med.,  1915,  XV,  146. 

The  history,  chemistry,  and  action  of  scopolamine 
and  narcophin  are  discussed.  The  author's  tech- 
nique is  as  follows: 

The  two  drugs  are  put  up  as  follows: 

Solution  I.  Narcophin,  3  per  cent;  aqua  chloro- 
form, quantum  suflficit. 

Solution  2.  Scopolamine  hydrobromide,  3  per  cent; 
mannit,  10 per  cent;  aqua destillata,  quantum  sufflcit. 

The  treatment  is  begun  as  soon  as  the  pains  occur 
at  regular  intervals  and  discomfort  is  felt.  The 
first  three  injections  are  given  at  intervals  of  three- 
quarters  of  an  hour;  subsequent  injections  are  given 
•every  hour  and  a  half.  Memory  tests  are  regularly 
made  to  determine  the  condition  of  the  patient,  and 
the  authors  are  guided  more  by  the  patient's  amne- 
sia than  by  the  intervals  elapsing  between  injections. 
Half  the  original  dose  of  narcophin  is  repeated  every 
six  hours.  If  given  at  shorter  intervals,  oligopnoea 
bordering  on  asphyxia  of  the  child  may  develop. 

Their  results  with  200  cases  were:  166,  or  83  per 
cent,  had  complete  amnesia;  17,  or  8.5  per  cent,  had 
marked  analgesia  without  amnesia;  17  had  no 
amnesia  and  but  slight  if  any  analgesia  in  2  cases, 
or  I  per  cent,  because  treatment  was  discontinued; 
in  15,  or  7.5  per  cent,  because  labor  was  too  far  ad- 
vanced for  effective  treatment  (mostly  multiparas) 
or  because  of  some  idiosyncrasy. 

Their  results  have  improved  considerably  since 
the  introduction  of  narcophin  as  a  substitute  for 
morphine.  They  are  as  follows:  i  stillbirth,  with 
slightly  macerated  skin;  3  cases  of  asphyxia,  one  of 
which  was  resuscitated  after  twenty  minutes; 
another  died  of  oedema  of  the  glottis  after  twelve 
hours,  and  the  third  died  after  one  and  one-half 
hours,  due  to  faulty  development.  One  hundred  and 
sixty-eight  were  normal  children  under  no  influence 
of  drugs.  Thirty,  or  14.7  per  cent,  were  born  under 
the  influence  of  the  drugs  and  were  oligopnceic. 

Interference  was  required  23  times.  In  one  case 
there  was  a  breech  extraction.  Medium  forceps 
were  used  in  4  cases,  or  less  than  2  per  cent;  low 
forceps  were  used  in  18  cases,  or  less  than  g  per  cent. 
This  includes  2  cases  in  which  forceps  were  used  on 
account  of  excessive  uterine  contractions,  following 
the  use  of  pituitary  extract.  Lacerations  of  the 
perineum  were  strikingly  reduced  both  in  number 
and  degree.  In  200  consecutive  cases,  75  per  cent 
of  whom  were  primiparse,  there  was  only  one  severe 
laceration  of  the  perineum.  Haemorrhage  was  con- 
spicuous by  its  absence.    The  conclusions  are: 

1 .  The  treatment  is  safe,  both  for  mother  and  child. 

2.  The  treatment  is  especially  to  be  recommended 
for  primiparae.  Not  only  does  it  save  them  the 
agony  of  a  difficult  labor,  but  it  also  protects  them 


against  unnecessary  interference  on  the  part  of  the 
physician,  due  to  the  pleadings  of  the  patient  and 
family. 

3.  In  multiparae,  it  is  a  question  whether  a  rapid 
labor  brought  about  by  the  administration  of 
minute  and  repeated  doses  of  pituitary  extract, 
and  the  pangs  of  labor  relieved  by  a  dose  or  two  of 
narcophin,  are  not  to  be  preferred.  However,  this 
should  be  left  for  the  patient  to  decide. 

4.  The  treatment  is  best  carried  out  in  a  hospital 
where  there  is  a  staff  trained  in  the  technique. 

5.  In  private  practice,  it  resolves  itself  into  a 
question  of  finances.  The  surroundings  must  be 
favorable.  A  trained  nurse,  experienced  in  the 
treatment,  is  a  requisite.  It  is  also  advisable  to 
have  a  medical  assistant  as  well  as  an  assistant  nurse. 
The  physician  in  charge  must  be  within  reach.  His 
compensation  must  be  commensurate  with  the 
services  rendered. 

6.  The  treatment  does  not  render  the  care,  at- 
tention, and  watchfulness  on  the  part  of  the  at- 
tending physician  less,  but  rather  increases  his 
labors  and  makes  his  work  more  difficult  and  com- 
plicated and  his  responsibilities  greater. 

7.  Foetal  heart  sounds  must  be  watched  carefully 
and  the  pulse  and  respiration  of  the  mother,  as  well 
as  her  general  condition,  including  her  state  of  con- 
sciousness, must  be  observed  constantly. 

8.  The  method  is  not  adapted  for  the  general 
practitioner,  but  should  be  practiced  only  by  those 
who  devote  themselves  to  obstetrics. 

9.  It  should  be  practiced  only  by  those  who  have 
watched  a  fair  number  of  cases,  say  ten,  from  begin- 
ning to  end,  and  have  thoroughly  familiarized  them- 
selves with  the  practical  points  in  the  treatment. 

10.  It  may  develop  anaesthetists  specially  trained 
in  the  administration  of  the  treatment. 

11.  Pured  rugs  are  indispensable,  and  attention 
to  all  details  in  the  management  of  a  case  is  essential. 

12.  Anomalies  of  labor  do  not  interfere  with  the 
treatment,  and  all  minor  and  major  operations  may 
be  carried  out  while  the  patient  is  under  the  influ- 
ence of  the  drugs,  with  or  without  the  addition  of 
inhalation  anaesthesia. 

In  conclusion,  the  authors  add  that  the  more 
intelligent,  the  more  refined,  and  the  more  cultured 
the  woman  the  more  readily  does  she  come  under  the 
influence  of  the  medication,  the  less  does  she  require 
of  the  drugs  and  the  more  satisfactory  is  the  result 
and  the  more  appreciative  is  the  patient. 

Edward  L.  Cornell. 

BoUag,  K.:  Novocaine  Anaestliesia  in  Normal 
Labor  (Klinische  Erfahrungen  iiber  Novakain- 
anasthesie  bei  normalen  Geburten).  Miinchen.  med. 
Wchnschr.,  1915,  Ixii,  256. 

Bollag  anaesthetizes  the  pudic  nerve  by  the  in- 
jection of  5,  or  in  some  cases  10,  ccm.  2  per  cent 
novocaine-suprarenin  solution.  This  does  away 
with  the  pain  due  to  stretching  of  the  parts  without 
interfering  with  the  force  of  the  contractions.  He 
has  used  the  method  in   225   cases.     Anaesthesia 
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takes  place  5,  or  at  most  10,  minutes  after  the  injec- 
tion and  persists  for  two,  or  in  some  cases  three, 
hours.  The  anaesthesia  was  a  failure  in  only  7 
cases,  and  that  was  due  to  its  having  been  given 
too  late.  The  injection  should  be  made  at  the 
beginning  of  the  bearing-down  pains  of  the  second 
stage.  It  does  away  with  the  stretching  pains  of 
the  second  stage  without  any  injury  to  mother  or 
child,  and  it  is  so  simple  that  it  can  be  used  in  the 
home  as  well  as  in  the  hospital.  There  is  a  much 
smaller  percentage  of  perineal  tears  when  this  form 
of  anaesthesia  is  used,  and  any  suturing  that  is 
necessary  for  a  tear  or  an  episiotomy  can  be  per- 
formed without  pain  to  the  mother.  A.  Goss. 

PUERPERIUM  AND  ITS  COMPLICATIONS 

Schiller,  W.:  The  Clinical  Picture  of  Puerperal 
Infection  with  the  Gas  Bacillus  (Zum  Krank- 
heitsbild  der  puerperalen  Infektion  mit  dem  E. 
Fraenkel'schen  Gasbazillus).  Miinchen.  med. 
Wchnschr.,  1914,  No.  48. 

The  author  reports  two  cases  of  infection  with 
bacillus  aerogenes  capsulatus  complicating  abor- 
tion. One  case  ended  fatally  after  a  very  short 
course.  Haemoglobinuria  was  present.  It  is  a  bad 
sign  and  diagnostically  points  to  infection  with  the 
pus  bacillus.  At  autopsy  of  the  foetus,  following  the 
mother's  death,  air  was  found  in  the  lungs.  This  is 
an  important  feature,  as  it  may  lead  to  medicolegal 
complications.  Convulsions  were  also  present,  so 
that  eclampsia  was  at  first  suspected.  The  autopsy 
findings,  however,  showed  oedema  of  the  brain  and 
softening,  and  in  the  cortex  of  the  cerebrum  there 
were  several  areas  of  necrosis,  thus  accounting  for 
the  convulsions.  L.  A.  Juhnke. 

Wahrer,  C.  W.:  An  Unusual  Hsematoma  Follow- 
ing Labor.     Surg.,  Gynec.  y  ObsL,  1915,  xx,  411. 

Wahrer  reports  an  unusual  case  of  haematoma  of 
the  pelvis  in  a  young  woman,  following  her  second 
confinement.  The  placenta  had  been  delivered 
manually,  otherwise  labor  was  normal.  The  pa- 
tient when  seen  on  the  seventeenth  day  was  very 
pale,  had  a  fast  pulse  and  high  temperature.  There 
was  a  history  of  some  irregular  vaginal  haemorrhage. 
The  abdomen  was  somewhat  larger  than  a  seven 
months'  pregnancy.  Laparotomy  revealed  a  haem- 
atoma  extending  from  the  right  side  of  the  pelvis  to 
beneath  the  ribs  and  to  the  left  beyond  the  median 
line.  Drainage  resulted  in  recovery.  The  chief 
points  emphasized  are  the  great  size  of  the  tumor 
and  that  bleeding  must  have  continued  slowly  for 
many  days  in  order  to  have  produced  so  large  a  mass 
without  causing  death. 

Zweif el :    Treatment  of  Post-Partum  Haemorrhage 

(Die  Behandlung  der  Blutungcn  in  der  Nachge- 
burtszeit).  Monatschr.  f.  Geburlsh.  u.  Gyndk., 
1915,  xli,  189. 

If  there  is  atony  of  the  uterus,  that  is,  if  the  labor 
contractions  are  weak,  delivery  should  not  be  per- 


formed at  once,  but  measures  should  be  taken  to 
strengthen  the  contractions,  and  the  delivery  is 
performed  afterward.  There  is  no  haemorrhage  so 
long  as  the  child  is  still  in  the  uterus  and  the  placenta 
is  still  adherent.  But  if  the  walls  are  atonic,  the 
condition  persists  until  after  delivery  and  then 
severe  haemorrhage  may  occur.  To  prevent  this 
the  walls  of  the  uterus  should  be  toned  up  by  mechan- 
ical, thermic,  chemical,  or  electrical  means. 

If  haemorrhage  keeps  up  unduly  after  delivery, 
it  must  be  arrested  as  speedily  as  possible,  and 
Zweifel  has  found  bimanual,  extragenital  massage 
of  the  uterus  a  useful  method.  The  left  hand  is 
worked  down  between  the  symphysis  and  uterus, 
pushing  the  cervix  firmly  back  against  the  sacrum, 
while  at  the  same  time,  with  the  back  of  the  hand 
and  the  fingers,  the  uterus  is  pushed  upward  against 
the  right  hand,  which  grasps  the  body  of  the  uterus 
above  and  rubs  and  presses  it,  thus  effectually 
massaging  the  organ.  This  is  easily  and  rapidly 
done  unless  there  is  too  much  fat  in  the  abdominal 
walls.  Working  the  hand  down  in  this  way  between 
the  symphysis  and  uterus  also  shows  whether  or  not 
the  placenta  is  loose.  If  it  has  become  detached, 
the  umbilical  cord  is  generally  pushed  out  of  the 
vagina  by  this  manipulation,  while  if  the  placenta 
is  still  attached  the  protruding  cord  is  drawn  in 
again  by  it.  While  the  uterus  is  being  massaged 
in  this  way  water  at  a  temperature  of  120°  F.  should 
be  prepared,  containing  two  teaspoonfuls  of  salt 
to  each  liter.  Water  alone  dissolves  blood  corpuscles 
and  thus  checks  coagulation. 

Haemorrhage  from  atony  of  the  uterus  is  generally 
arrested  in  15  minutes  by  the  massage  and  heat. 
If  it  continues  or  recurs  after  this,  there  is  probably 
some  internal  injury,  and  Zweifel  recommends 
constricting  the  waist  by  Momburg's  method. 
This  leaves  the  physician's  hands  free  for  internal 
examination.  If  the  uterus  is  contracting  and  the 
bleeding  still  continues,  the  blood  must  come  from 
some  artery,  and  this  must  be  sought  and  ligated  or 
the  opening  drawn  up.  If  the  os  is  completely  dilated 
at  delivery  there  can  be  no  laceration  of  the  cervix. 
It  is  better,  he  adds,  to  wait  for  complete  dilatation, 
using  inflatable  bags,  or  even  cutting  the  cervix; 
this  is  preferable  to  letting  it  tear.  If  the  finger 
feels  a  slit  in  the  cervix,  the  edge  each  side  is  seized 
with  forceps,  thus  arresting  the  haemorrhage  and 
permitting  the  edges  to  be  sutured  together  between 
the  forceps,  which  are  not  removed  until  the  catgut 
is  ready  to  be  tied.  When  the  uterus  has  to  be 
tamponed  he  uses  a  purified  tincture  of  ferric 
chloride  made  by  evaporating  the  official  tincture 
and  redissolving  it  in  distilled  water.  Gauze  dipped 
in  a  5  per  cent  solution  of  this  stops  haemorrhage, 
and  the  solution  is  not  caustic.  A.  0    ss. 


Blodgett,  S.  H.:    Prophylaxis  of  Puerperal  Con- 
vulsions.    Med.  Rcc,  1915,  l.xxxvii,  478. 

Careful  observation  of  a  number  of  cases  at  the 
Massachusetts  Homeopathic  Hospital  and  in  his 
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private  work  has  enabled  the  author  to  arrive  at  the 
following  conclusions. 

1.  Careful  watching  of  the  urea  output  and  mak- 
ing necessary  changes  in  the  diet  will  enable  one 
to  carry  safely  to  term  many  cases  which  would 
otherwise  go  into  convulsions  or  necessitate  the 
induction  of  labor. 

2.  The  clinical  symptoms  are  of  secondary  im- 
portance to  the  urea  output  in  foretelling  the  prob- 
ability of  convulsions. 

3.  The  amount  of  albumin  in  the  urine  in  a  case 
of  pregnancy  is  of  secondary  importance  as  regards 
the  probable  occurrence  of  convulsions. 

4.  With  proper  and  persistent  prophylactic 
treatment  puerperal  convulsions  may  be  prevented, 
but  after  convulsions  have  occurred  the  question  is 
of  more  serious  moment. 

5.  To  be  on  the  safe  side  an  examination  of  a 
sample  of  the  24-hour  urine  should  be  made  every 
two  weeks  during  pregnancy  from  the  third  to  the 
sixth  month  and  once  a  week  during  the  last  three 
months. 

6.  A  pregnant  woman  whose  physician  does  not 
keep  a  careful  watch  of  the  urine  after  the  third 
month  would  probably  be  in  less  danger  of  convul- 
sions if  she  stopped  eating  meats  or  fish  during  the 
last  six  months  of  pregnancy. 

William  D.  Phillips. 

Liesegang,  R.  E.:  Puerperal  Osteomalacia  (IJber 
die  puerperale  Osteomalakie) .  Zentralbl.  f.  Gynak., 
1915,  xxxix,  241. 

It  has  been  suspected  for  some  time  that  preg- 
nancy produced  acidosis,  because  a  low  alveolar 
carbonic-acid  tension  was  regularly  found,  as  also  a 
tendency  to  acetonuria  and  increased  ammonia 
formation.  The  proof  for  this  has  lately  been 
brought  by  the  investigations  of  Hasselbach  and 
Gammeltoft,  who  regularly  found  an  increase  in  the 
fixed  acidity  of  the  blood.  The  proof  of  the  pressure 
of  acidosis  tends  to  support  the  acid  theory  of 
puerperal  osteomalacia,  as  in  this  disease  the  de- 
crease of  the  calcium  content  of  the  osseous  system 
seems  to  be  the  most  important  phenomena,  and  we 
know  that  the  acids  are  the  only  substances  capable 
of  dissolving  bone  salts. 

The  acid  theory  of  osteomalacia  was  considered 
rather  favorably  a  few  decades  ago.  It  was  Levy, 
who,  in  1894,  on  the  basis  of  his  result  obtained  in 
analyzing  the  bones  of  a  woman  with  osteomalacia, 
discovered  the  entire  acid  theory  which  has  never 
come  into  prominence  again.  He  found  that  the 
bones  of  osteomalacic  patients  contained  much  less 
inorganic  salts  than  normal  bone,  corroborating 
previous  findings.  Calcium  salts  were  decreased 
about  one-third  from  normal.  The  spongiosa 
showed  a  greater  loss  than  the  compacta,  so  that  the 
process  is  to  be  considered  as  proceeding  from  the 
medulla  to  the  cortex  and  epiphysis.  The  fact  that 
the  bone  ash  showed  the  same  relationships  be- 
tween the  carbonates  and  phosphates  as  normal 
bone  does,  surprised  Levy.     He  reasoned  that  if  free 


acid  was  present  the  much  less  stable  carbonates 
ought  to  be  first  attacked  and  dissolved.  Other 
authors  reasoned  similarly.  Liesegang,  however, 
has  proved  that  one  salt  does  not  diminish  more 
than  the  other,  both  decreasing  proportionally. 
The  mistake  made  by  Levy  and  others  was  in 
grinding  up  the  bone  very  fine  and  exposing  it  to 
the  action  of  the  acid  directly.  If,  however,  the 
bone  is  left  intact  or  the  particles  are  imbedded 
into  a  mass  like  gelatine  or  agar-agar,  the  action  of 
the  acid  is  manifested  on  both  salts  equally,  because 
the  acid  is  unable  to  attack  the  carbonates  before  the 
phosphates  have  otherwise  been  cleared  away,  allow- 
ing access  to  more  of  the  former,  thus  keeping  up 
a  uniform  destruction  or  solution  of  both  salts.  In 
the  bone  the  connective  tissue  acts  like  the  medium 
of  gelatine  in  which  the  small  bone  particles  are 
suspended;  the  objection  of  Levy  against  the  acid 
theory  of  osteomalacia  therefore  is  not  based  on 
fact. 

Hoflfe-Seyler  called  attention  to  another  difficulty 
in  reference  to  the  acid  solution  necessary  to  dis- 
solve the  bony  tissue;  i.e.,  that  such  a  solution  would 
necessarily  presuppose  a  high  acidity  of  the  blood 
not  compatible  with  our  present  knowledge  re- 
garding its  composition.  According  to  the  recent 
investigation  of  Hasselbach  as  to  the  completeness 
with  which  the  normal  oxygen  concentration  of  the 
blood  is  maintained  in  spite  of  acidosis  being  pres- 
ent, the  objection  is  justifiable.  Some  recent  work 
of  Michaelis,  however,  dispels  that  also.  He  has 
proved  that  the  normal  tissue  juices  contrary  to 
the  blood  are  not  alkaline  but  neutral  or  weakly 
acid  in  reaction.  He  concludes  that  in  the  acidosis 
of  diabetes  the  expected  increased  oxygen  concen- 
tration of  the  blood  is  to  be  sought  in  the  tissue 
fluids  of  the  body.  The  analogy  in  osteomalacia  is 
permissible. 

The  objections  against  the  acid  theory  of  osteo- 
malacia may  therefore  be  set  aside.  We  may 
assume  that  the  calcium  destruction  in  puerperal 
osteomalacia  is  a  definite  result  of  the  neutraliza- 
tion process  of  the  acidosis  of  pregnancy  in  addition 
to  the  other  factors  brought  out  by  Hasselbach  and 
Gammeltoft.  L.  A.  Juhnke. 

Jardine,    R.:     A   Clinical   Lecture   on    Puerperal 
Eclampsia.    Clin.  J.,  1915,  xliv,  73. 

The  author  outlines  the  general  treatment  of  his 
cases  of  eclampsia  as  follows:  Upon  admission  the 
patients  are  given  either  a  tub  or  sponge  bath, 
followed  by  a  copious  enema  in  order  to  empty  the 
lower  bowel,  after  which  the  stomach  is  washed 
out  and  a  large  dose  of  magnesium  sulphate  is  left 
in.  With  this  may  be  given  a  large  dose  of  chloral 
and  bromides.  Realizing  that  the  urinary  system 
is  also  at  fault  he  gives  saline  transfusions,  contain- 
ing one  dram  each  of  sodium  chloride  and  sodium 
acetate  to  the  pint  of  water,  usually  under  the 
breast.  Elimination  by  the  skin  is  also  favored  by 
the  use  of  hot-water  applications  or  packs.  To 
control  the  convulsions  he  does  not  advise  the  gen- 
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eral  use  of  chloroform,  because  of  the  effect  on  the 
liver,  nor  morphine,  because  of  the  effect  on  the 
secretions.  In  cases  with  high  tension  and  pulse 
rate  he  advises  the  use  of  veratrone  in  0.5  ccm. 
doses,  repeating  it  in  a  few  hours  if  necessary. 

In  regard  to  the  obstetrical  treatment,  it  is  best 
not  to  interfere,  but  to  let  nature  take  its  course,  as 
in  the  majority  of  cases  the  results  will  be  better. 

He  concludes  by  reporting  briefly  13  cases,  9  of 
which  were  pregnant  for  the  first  time;  of  the  mul- 
tiparae  one  was  pregnant  for  the  eighth  time,  one 
for  the  eleventh,  and  one  for  the  thirteenth.  In 
5  of  the  cases  the  convulsions  began  after  delivery. 

William  D.  Phillips. 

Fromme,  F. :  Ligation  of  the  Vena  Cava  in  Puer- 
peral Pyaemia  (tjber  die  Unterbindung  der  Vena 
cava  bei  puerperaler  Pyamie).  Ztschr.  f.  Geburtsh. 
u.Gynak.,  1914,  Ixxvi,  No.  2. 

In  a  puerperal  pyaemia  post-abortion  in  which  all 
other  measures  had  failed  the  author  decided  to 
ligate  the  veins  in  the  pelvis.  He  found  complete 
thrombosis  of  the  right  common  iliac  vein  extending 
2  cm.  into  the  vena  cava.  The  left  common  iliac 
vein  was  normal.  The  vena  cava  was  ligated  three 
and  one-half  fingers  above  the  bifurcation  with  a 
firm  silk  ligature.  The  fever  ceased,  but  on  the 
tenth  day  after  operation  fresh  chills  and  fever  set 
in,  causing  death  in  three  weeks. 

At  autopsy  it  was  shown  that  the  ligation  of  the 
vena  cava  was  insufficient,  as  the  infectious  process 
passed  over  to  the  left  common  iliac  vein  and  by  a 
circuitous  route  reached  the  heart.  In  similar 
cases  the  author  advises  the  ligation  of  the  normal 
iliac  vein  just  below  the  bifurcation. 

L.  A.  JUHNKE. 

MISCELLANEOUS 

Prochownick,  L.:  A  Contribution  to  the  Attempts 
Made  at  Artificial  Fertilization  in  the  Human 

(Ein  Beitrag  zu  den  Versuchen  kiinstlicher  Befruch- 
tung  beim  Menschen).  Zentralbl.  f.  Gynak.,  1915, 
xxxix,  145. 

The  author  reviews  his  experiences  derived  from 
attempts  made  at  artificial  fertilization,  or,  better, 
artificial  introduction  of  semen  for  fertilizing  pur- 
poses. He  divides  the  cases  into  three  distinct  classes. 

The  first  class  of  cases  includes  those  in  which 
sterility  is  due  to  some  defect  of  the  man,  such  as 
hypospadias  or  epispadias,  with  healthy  semen. 
Mechanical  measures,  such  as  the  introduction  of 
a  sponge  into  the  vagina  during  coitus  and  later 
forcing  it  up  against  the  cervix  may  prove  success- 
ful; or  the  semen  may  be  artificially  introduced 
directly  into  the  uterus. 

The  second  group  of  cases  is  due  to  decreased 
impotence  of  the  man  in  the  presence  of  healthy 
semen  and  healthy  but  very  small  external  genitalia. 
The  cause  of  this  impotence  frequently  is  due  to 
early  marriage,  lack  of  physical  exercise  from  child- 
hood on,  poorly  developed  penis,  testicle,  and  epidi- 
dymis.    In  others  the  organs  may  be  normal  and  the 


semen  may  appear  normal,  and  still  sterility  results. 
The  author  had  successful  results  in  several  cases 
by  introducing  the  semen  directly  into  the  uterus. 

The  third  group  consists  of  cases  in  which  the 
sterility  is  due  to  a  diseased  condition  in  the  woman. 
Inflammatory  conditions  of  the  uterus,  tubes,  and 
ovaries  are  responsible  in  the  majority  of  instances, 
and  are  common  in  the  practice  of  all  gynecologists. 
Through  patience  and  conservative  measures  of 
treatment  many  cases  will  ultimately  be  cured 
and  conception  follow.  Other  cases  in  which  defi- 
nite pathological  conditions  prevent  conception 
must  of  course  be  submitted  to  the  operative  meas- 
ures necessary. 

A  few  words  about  the  technique:  In  addition  to 
the  technical  details  a  thorough  knowledge  of  both 
persons  is  necessary.  All  imposing  preparations 
should  be  avoided,  antiseptic  as  well  as  aseptic; 
the  instruments,  hands,  and  gloves  should  be  clean, 
warm,  and  dry.  He  employs  the  Braun  metal 
and  glass  syringe  and  the  semen  is  injected  directly 
into  the  uterine  cavity.  The  remainder  of  the 
semen  is  placed  on  gauze  at  the  external  os  .and 
allowed  to  remain  for  an  hour  and  a  half,  when 
the  gauze  is  removed. 

Considerable  tact  is  necessary  in  the  management 
of  these  cases,  as  fear,  restlessness,  and  bashfulness 
must  be  combated  so  as  to  avoid  loss  of  time,  which 
is  essential  after  the  semen  is  obtained. 

Further  study  and  comparison  of  technique, 
conditions,  and  results  are  necessary  before  any 
definite  conclusion  can  be  drawn,  as  the  attempts  so 
far  have  been  too  few.  The  author  hopes  that 
others  will  take  up  the  problem  and  endeavor  to 
obtain  a  solution.  L.  A.  Juhnke. 

Adachi,  S. :  Method  for  the  Diagnosis  of  Pregnancy 

(Beitrage  zur  Schwangerschaftsdiagnose  mittels  des 
Antitrypsinverf ahrens) .  Ztschr.  f.  Geburtsh.  u. 
Gynak.,  1914,  Ixxvi,  No.  2. 

The  author's  investigations  were  carried  out  on 
the  material  of  the  Charity  Gynecological  Clinic 
according  to  the  method  of  Rosenthal.  The  sera 
of  non-pregnant,  normal  pregnant  women  being 
used  on  eclamptics  and  on  patients  with  gynecologic 
or  obstetric  abnormalities. 

In  regard  to  pregnancy  the  reaction  was  tried  on 
30  clinically  positive  pregnant  cases  and  29  of  them 
reacted  positively;  i.e.,  the  antitryptic  action  of  the 
serum  was  greater  than  normal.  It  is  therefore 
highly  probable  that  the  early  diagnosis  of  pregn- 
ancy is  rendered  more  certain  by  a  definite  decrease 
in  the  antitryptic  titer  of  the  serum  which  occurs  in 
the  early  months  of  pregnancy.  L.  A.  Juhnke. 

Pfeiler,  W.,  Standfuss,  R.,  and  Ropke,  E.:  Abder- 
halden's  Dialysis  in  the  Diagnosis  of  Pregnancy 

(tJber  die  Anwendung  des  Dialysierverf ahrens  fiir 
die  Erkennung  der  Trachtigkeit).  Zentralbl.  f.  Bak- 
teriol.,  1915,  Ixxv,  525. 

The  authors  give  the  detailed  results  of  a  large 
number  of   experiments  on   animals  with   Abder- 
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haldcn's  dialysis.  They  find  that  ferments  are 
demonstrable  in  the  serum  of  pregnant  and  tuber- 
culous animals  which  catabolize  placenta  or  tuber- 
culous tissue.  These  ferments  are  not  strictly 
specific,  but  the  serum  of  pregnant  animals  fre- 
quently catabolizes  tubercular  tissue,  and  the  serum 
of  tubercular  animals  catabolizes  placenta.  Other 
tissues,  too,  such  as  the  liver  or  placenta  of  other 
species  of  animals,  are  catabolized.  The  serum 
of  non-pregnant  and  non-tubercular  animals  also 
frequently  shows  a  reaction  with  placenta,  tuber- 
culous tissue,  and  tissue  of  other  species. 

There  are  certain  tissues  which  are  especially 
easily  influenced  by  the  serum  of  pregnant,  dis- 
eased, and  normal  animals.  Diseased  tissue,  for  in- 
stance tuberculous  tissue,  seems  to  be  more  readily 
affected  by  the  ferments  than  normal  tissue.  Kjaer- 
gaard  holds  that  the  difference  in  reaction  between 
pregnant  and  non-pregnant  sera  is  only  a  quantita- 
tive one.  By  modifications  in  the  experiments  it 
can  be  shown  that  ever}^  serum  has  some  proteolytic 
action  on  placental  tissue.  The  authors  decide  that 
no  definite  conclusions  with  reference  to  diagnosis 
can  be  drawn  from  the  reaction.  A.  Goss 

Stresetnann:  Investigations  Conducted  with  the 
Aid  of  Abderhalden's  Dialysis  Reaction  During 
Pregnancy  and  in  Other  Gynecological  Affec- 
tions, Including  Cancer  (Untersuchungen  mit 
Hilfe  des  Abderhaldenschen  Dialysierverfahrens  bei 
Schwangerschaft  und  gynaekologischen  Erkrank- 
ungen  einschliesslich  Karzinom).  Gynak.  Rund- 
schau, 1914,  viii,  585. 

In  a  second  series  of  experiments  with  the  Abder- 
halden  dialysis  reaction  the  author  tabulates  his 
results  in  detail.  The  serum  of  pregnant  women 
in  every  case  gave  a  positive  reaction.  The  serum 
of  all  cancer  patients  gave  a  positive  reaction  for 
cancer  tissue  only  and  a  negative  reaction  for  pla- 
centa albumin.  The  serum  of  pregnant  women  did 
not  digest  cancer  tissue,  showing  that  the  reaction 
is  really  more  specific  than  hitherto  believed.  In 
all  cases  in  which  a  negative  reaction  for  placental 
albumin  and  cancer  was  obtained,  cancer  and  preg- 
nancy could  be  excluded  positively.  Five  positive 
non-pregnant  women  gave  a  positive  reaction  for 
placental  albumin.  The  author  believes  that  these 
cases  are  due  to  errors  of  technique,  which  in  spite 
of  the  utmost  care  creep  in  and  probably  will  in  the 
future  also.  The  complicated  technique  and  the  ma- 
terial which  deteriorates  rather  easily  must  be  held 
responsible  for  that.  The  placental  and  cancer  tissues 
are  not  very  stable  in  spite  of  the  most  careful  pre- 
paration and  preservation  in  chloroform  toluine. 

All  material  employed  should  be  thoroughly 
tested  before  any  experiment  is  made,  and  controls 
are  absolutely  essential.  The  Aberhalden  test 
undoubtedly  is  of  practical  importance,  but  as  yet 
should  not  be  employed  generally  in  practice,  owing 
to  the  numerous  errors  and  difficult  technique. 
The  reaction  should  be  made  only  in  a  well-equipped 
laboratory  and  in  competent  hands,  and  even  then 
there  will  be  failures.  L.  A.  Juhnke. 


Kjaergaard,  S.:  Abderhalden's  Reaction  of  Preg- 
nancy, Its  Method  and  Specificity;  Investiga- 
tions on  Healthy  Women  Post-  and  Premen- 
strually  (Uber  Abderhalden's  Graviditatsreaktion, 
ihre  Methodik  und  Spezifitat,  Untersuchungen  von 
gesunden  Frauen  post-  und  pramenstruell).  Zlschr.f. 
Immunildlsforsch.  u.  exper.  Therap.,  i9i4,xxii,No.  i. 

The  author  first  discusses  the  technique  and 
specificity  of  the  reaction  and,  second,  the  results 
obtained  in  ten  healthy  women  on  whom  the  re- 
action was  tried.  He  comes  to  the  same  conclusion 
as  Herzfeld  did  recently,  but  by  another  route  en- 
tirely, that  the  sera  of  non-pregnant  women  also 
possess  proteolytic  properties.  The  difference  in  the 
reaction  between  the  pregnant  and  the  non-pregnant 
woman  is  only  of  a  quantitative  nature.  The  pro- 
perties regarding  placental  tissue  are  demonstrable 
by  making  a  few  modifications  in  the  technique. 

It  is  important  to  be  particular  in  regard  to  the 
quantitative  relations  under  which  the  tests  are 
made,  of  the  time  of  reaction,  the  quantity  of 
placenta  used,  and  of  the  quantity  and  concentra- 
tion of  the  serum.  One  receives  a  thorough  con- 
ception of  the  proteolytic  property  by  performing 
tests  with  a  gradually  increasing  time  of  incubation. 

During  pregnancy  a  definite  increase  in  the  proteo- 
lytic property  of  the  serum  is  demonstrable;  the 
serum  of  pregnant  women  reacts  much  more  strongly 
than  that  of  non-pregnant  women  or  of  men.  There 
are  conditions,  such  as  salpingitis,  achylia,  and 
metrorrhagia,  in  which  the  proteolytic  property  of 
the  serum  is  increased,  so  that  it  may  react  more 
strongly  than  the  weakest  reacting  serum  of  preg- 
nant women.  The  diagnostic  value  of  the  method, 
therefore,  must  naturally  be  judged  accordingly. 
The  greatest  significance  may  be  attached  to  the 
slight  proteolytic  activity;  if  a  serum  after  16 
hours'  dialysis  does  not  give  a  reaction,  it  speaks 
very  definitely  against  progressive  pregnancy.  A 
positive  reaction  may  be  induced  by  other  conditions 
besides  pregnancy,  and  it  is  therefore  of  little  diag- 
nostic value. 

The  normal  proteolytic  activity  of  the  serum  of 
women  is  subject  to  cyclic  variations  from  menstrua- 
tion to  menstruation,  with  increase  in  the  premen- 
strual state.  This  premenstrual  increase  gives 
rise  to  reactions  similar  to  those  of  pregnancy  and 
is  therefore  of  much  practical  importance  in  addition 
to  its  theoretical  significance  in  explaining  the  in- 
creased proteolytic  property  of  the  serum  during 
pregnancy.  L.  A.  Juhnke. 

Lohmeyer,  G.:    The  Behavior  of  Proteolytic  Fer- 
ments  of   the  Leucocyte   During  Pregnancy, 
Puerperal  Diseases,  and  in  Tumors  of  the  Fe- 
male Genitalia  (Uber  das  Verhalten  der  proteoly- 
tischen    Fermente  der  Leukocyten  bei  Graviditat, 
puerperalen  Erkrankungen  und  Tumoren  der  wei- 
blichen  Geschlechtsorgane).     Ztschr.  f.  Geburtsh.  it. 
Gynak.,  1914,  Ixxvi,  N0.2. 
The    author   conducted   the   above   experiments 
according  to  a  method  devised  by  him  and  fully 
described  in  the  original.     His  conclusions  are: 


OBSTETRICS 


20I 


1.  Pregnancy  from  the  onset  produces  a  defi- 
nite increase  of  the  proteolytic  leucocyte  ferment 
which  persists  during  labor  and  during  the  first 
few  weeks  of  the  puerperium. 

2.  In  puerperal  fever  and  in  all  fevers  the  proteo- 
lytic power  of  the  leucocytic  ferment  is  increased 
as  long  as  the  fever  lasts. 

3.  The  proteolytic  ferment  is  also  increased  in 
cancer,  tuberculosis,  and  especially  in  inflammatory 
diseases  of  the  genitalia,  but  not  in  myoma  unless 
it  is  infected.  L.  A.  Juhnke. 

Huffmann,  M.:  The  Determination  of  the  Total 
Quantity  of  Cholesterin  in  the  Blood  of  Preg- 
nant Women  and  of  Gynecologic  Cases .  (Zur 
Bestimmung  des  Gesamtcholesterins  im  Blute  an 
geburtshilflichen  und  gynakologischen  Fallen.  Zen- 
tralbl.  f.  Gyndk.,  1915,  xxxix,  33. 

The  author  carried  on  a  series  of  experiments  to 
determine  the  total  quantity  of  cholesterin  in  the 
blood  of  pregnant  women  and  of  gynecological 
cases.  She  employed  the  method  of  Autenrieth 
and  Funk,  which  is  described  in  detail. 

The  cholesterin  content  of  the  blood  increased 
during  pregnancy  from  its  normal  quantity  of  0.15 
per  cent  to  an  additional  0.06  per  cent  on  the 
average.  The  curve  reaches  its  maximum  during 
the  last  month  of  pregnancy;  8  to  10  days  afterward 
it  again  drops  to  normal,  irrespective  of  whether 
the  mother  nurses  the  child  or  not.  In  eclampsia 
the  cholesterin  content  is  especially  high.  Blood 
from  the  umbilical  cord  has  a  fairly  constant  amount, 
0.1 1  to  0.12  per  cent  independent  of  whether  the 
content  of  the  mother's  blood  is  higher  or  lower. 
Menstruation  does  not  influence  the  cholesterin 
curve.  A  definite  rise  is  noticed  during  an  anaes- 
thetic; whereas  in  malignant  tumors  a  decrease  in 
the  quantity  is  found,  especially  if  at  the  same  time 
a  definite  anaemia  or  cachexia  is  present. 

L.  A.  Juhnke. 

Jaworski,  J.:  The  Changes  of  the  Heart  and  Heart 
Muscles  During  Pregnancy  (Die  Veranderungen 
des  Herzens  und  des  Herzmuskels  wahrend  der 
Schwangerschaft).     Gaz.  lek.,  1914,  No.  22. 

The  author  very  carefully  examined  14  pregnant 
women,  12  of  whom  were  perfectly  well,  in  regard 
to  the  cardiac  changes  during  pregnancy.  The 
patients  were  not  only  examined  clinically,  but  the 
findings  were  corroborated  with  X-ray  findings. 
All  the  women  were  below  31  years  of  age,  all  were 
either  primiparae  or  duoparae  and  were  at  term. 

The  investigation  showed  that: 

1.  During  pregnancy,  the  heart  is  enlarged  in  the 
long  diameter  as  well  as  in  the  transverse. 

2.  Most  commonly  and  to  the  greater  extent 
the  left  ventricle  hypertrophies. 

3.  Dislocations  of  the  heart  occur. 

4.  The  heart  is  forced  against  the  anterior  tho- 
racic wall. 

The  author  further  found  that  a  degeneration  of 
the  cardiac  muscle  could  be  demonstrated  quite 


frequently;  also  an  enlargement  of  the  liver,  a 
decreased  kidney  function,  oligocythaemia,  leuco- 
cytosis,  and  hydrajmia.  All  these  are  signs  of  an 
intoxication,  attributable  to  the  transmission  of 
chorionic  villi  throughout  the  system.  It  may  be 
considered  as  a  synctiotoxaemia,  directly  or  indirect- 
ly due  to  an  insufficiency  of  the  liver  and  kidney 
function.  L.  A.  Juhnke. 

Smith,  F.  D. :  Permanent  Enlargement  of  the 
Contracted  Pelvic  Outlet.  Med.  Rec,  1915, 
Ixxxvii,  569. 

Many  cases  of  dystocia  due  to  contraction  of  the 
pelvis  can  be  temporarily  overcome  by  a  limited 
increase  in  the  diameter  of  the  pelvic  outlet.  Many 
borderline  cases  should  be  permanently  relieved  by 
an  increase  of  not  more  than  1.5  to  2  centimeters  in 
the  conjugate  diameter.  Smith  states  that  it  is 
possible  to  obtain  this  by  permanently  spreading  the 
pubic  bones,  which  can  be  accomplished  by  the 
isoplastic  transplantation  of  bone  of  a  certain  width 
to  maintain  the  desired  distance  between  the  pubic 
bones,  the  transplant  being  obtained  from  the  in- 
ternal surface  of  the  upper  extremity  of  the  tibia. 

W.  D.  Phillips. 

Oden,  R.  J.  E.:  Hydrocephalus:  the  Possible  Rela- 
tion of  a  Contracted  Pelvis  to  Hydrocephalus 
Developing  After  Birth.  /.  Am.  M.  Ass.,  1915, 
Ixiv,  816. 

A  case  is  reported  in  which  two  successive  chil- 
dren developed  post-partum  hydrocephalus;  both 
parents  were  free  from  stigmata  of  disease,  but  the 
pelvic  mensuration  of  the  mother  revealed  a  con- 
tracted pelvis.  A  third  child,  delivered  through 
a  cassarean  section,  showed  no  abnormal  symptoms 
several  months  later. 

This  case  is  sufiicient  to  serve  as  a  forcible  argu- 
ment for  the  possibility  of  a  contracted  pelvis  being 
the  prime  causative  factor  in  many  cases  of  post- 
partum hydrocephalus.  Edward  L.  Cornell. 

Marek,  R.:  Rare  Obstetrical  Cases;  Tetany  of  the 
Mother  (Zur  Kasuistiksel  tener  geburtshilflicher 
Falle;  Tetania  der  Mutter).  Cas.  cesk.  Uk.,  1913, 
No.  44. 

The  author  describes  nine  cases  of  this  disease, 
several  of  which  were  complicated  with  tetanic 
cataract  and  were  operated  upon  in  the  eye  depart- 
ment of  the  hospital.  In  most  instances  the  patients 
were  multiparae  who  developed  tetany  in  the  last 
pregnancy.  The  symptoms  in  most  cases  appeared 
during  the  latter  half  of  pregnancy.  One  patient 
died.  As  to  the  cause  of  the  disease,  the  author 
considers  it  due  to  parathyroid  insufficiency  induced 
by  a  lack  of  calcium  salts.  The  prognosis,  in  view 
of  the  almost  certain  recurrence,  is  unfavorable. 
Therapeutically  calcium  chlorate  has  given  good 
results  when  given  in  large  doses;  extract  of  para- 
thyroid glands  is  less  valuable.  In  severe  cases  an 
interruption  of  pregnancy  was  necessary. 

The  author  also  reports  two  cases  of  bronchial 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


asthma  during  pregnancy  which  came  under  his  per- 
sonal observation,  and  three  in  the  literature  (Voight, 
Esch,  Massini).  In  the  first  case  the  author  was 
compelled  to  interrupt  labor  during  the  fifth  month 
and  the  patient  was  saved.  In  the  second  case  he 
performed  caesarean  section  in  the  interest  of  the 
child.  The  patient  died  shortly  after  the  operation; 
the  severe  coughing  spells  resulted  in  the  prolapse  of 
the  bowel  through  the  wound  and  could  not  be 
controlled  by  means  of  morphine  hypodermically, 
morphine  by  mouth,  pyrenol,  etc.      L.  A.  Juhnke. 

Morgan,  H.  J.:  The  Premature  Infant.  Ohio  St. 
M.J.,  1915,  xi,  170. 

The  premature  infant  occurring  once  in  seven 
births  in  hospital  and  clinic  services  is  not  so  fre- 
quent an  occurrence  in  the  better  class  of  private 
practice.  Any  baby  weighing  less  than  four  pounds 
or  measuring  less  than  nineteen  inches  in  length 
must  be  included  in  this  group.  The  majority 
of  deaths  are  ascribed  to  bronchopneumonia  and 
syphilis.  An  important  factor  operating  against 
their  chances  of  living  is  the  lack  of  development 
of  the  heat-regulating  centers.  For  the  main- 
tenance of  proper  body  temperature  the  patent 
incubators  are  mostly  unsatisfactory;  in  hospitals 
the  hot  room,  with  500  cu.  ft.  of  air  space  for  each 
infant,  serves  well.  In  the  home  a  properly  padded 
clothes  basket  is  convenient  and  suitable.  Heat 
is  furnished  by  hot-water  bottles  suspended  along 
its  sides.  Electrically-heated  pads  are  condemned 
as  dangerous.  A  temperature  of  85°  F.  must  be 
maintained  within  the  basket.  After  the  initial 
oil-rub  the  infant  is  encased  in  a  gauze-cotton  coat 
and  left  undisturbed.  The  loss  of  heat  from  ex- 
posure for  subsequent  oil-rubs  is  a  disadvantage. 

Feeding  is  an  important  problem.  Diluted 
breast  milk,  kept  warm  during  the  feeding,  may  be 
administered  by  a  medicine  dropper  or  by  gavage 
in  doses  from  a  dram  to  an  ounce  every  hour  or  so. 
A  2  to  4  per  cent  sugar  solution  in  whey  forms  an 
acceptable  substitute.  Stimulation  by  drugs  may 
be  administered  in  the  feedings.  Extra  care  and 
attention  are  necessary,  not  only  through  infancy 
but  during  the  earlier  years  of  childhood  as  well. 

Philip  F.  Williams. 

Zacharias,  E.:  Genital  Hsemorrhages  in  Newborn 
Girls  (Genitalblutungen  neugeborener  Madchen). 
Med.  Klin.,  Berl.,  1914,  No.  44. 

The  genital  haemorrhages  of  newborn  girls  must 
be  differentiated  from  menstruatio  praecox.  They 
appear  most  frequently  on  the  sixth  and  seventh 
days  and  are  slight,  rarely  severe.     They  last  only 


a  short  time,  2  to  3  days.  Other  disturbances  of 
the  genitalia  or  of  the  general  constitution  did  not 
occur  at  the  clinic  of  Zweifel  in  Leipzig.  The  prog- 
nosis is  favorable,  no  treatment  being  necessary  as  a 
rule. 

According  to  Halban,  these  haemorrhages  depend 
upon  an  enlargement  of  the  uterus  due  to  irritating 
substances  which  originate  in  the  placenta  (internal 
secretion)  and  pass  over  into  the  foetal  blood  stream. 
After  birth  this  irritation  ceases  and  the  uterus 
decreases  in  size.  The  children  in  whom  this 
occurred  were  exceptionally  large  and  the  pressure 
exerted  at  birth,  according  to  the  author,  predis- 
posed to  genital  haemorrhages.  L.  A.  Juhnke. 

Heynemann,  T.:    Cause  of  Icterus  Neonatorum 

(Die  Entstehung  des  Icterus  Neonatorum).  Ztschr. 
/.  Geburlsh.  u.  Gyndk.,  1915,  Ixxvi,  788. 

Heynemann  concludes  that  icterus  neonatorum  is 
primarily  due  to  incomplete  function  of  the  liver- 
cells  during  the  first  few  days  of  life:  the  liver  hav- 
ing not  developed  sufficiently  to  meet  the  increased 
demands  made  on  it  after  birth.  The  development 
of  the  condition  is  favored  by  the  congestion  of  the 
liver  and  the  attendant  destruction  of  red  blood- 
cells  which  takes  place  at  this  time. 

The  cause  of  the  destruction  of  red  blood-cells  is 
not  definitely  known.  It  is  probably  due  to  in- 
creased activity  of  the  stellate  cells  of  the  liver. 

A.  Goss. 

Thompson,  L.  M . :  Post-Obstetrical  Pathology  from 
the  Gynecologist's  Viewpoint.  Clinique,  Chi- 
cago, 1915,  xxxvi,  177. 

While  advanced  science  has  made  it  possible 
for  the  obstetrician  to  prevent  infections  after  child- 
birth, mechanical  injuries  to  the  soft  parts  still 
need  to  be  considered. 

Schroeder  asserts  that  the  perineum  is  torn  in 
34  per  cent  of  the  primiparae  and  in  9  per  cent  of  the 
multiparae.  While  the  injury  is  sometimes  slight 
and  leaves  no  definite  harmful  results,  many  times 
a  woman  will  drift  along  for  years  with  a  history 
of  having  never  quite  recovered  from  a  certain  child- 
birth. Every  precaution  should  be  taken  to  pre- 
vent lacerations  of  either  the  cervix  or  the  perineum, 
but  in  case  of  such  an  injury  it  should  be  repaired 
at  the  time  of  delivery  or  as  soon  thereafter  as  the 
condition  of  the  patient  will  allow.  It  should  be 
the  aim  of  every  man  practicing  obstetrics  to  leave 
a  woman  either  with  no  mechanical  conditions 
following  labor,  or  if  these  occur  in  the  confinement 
they  should  be  so  well  repaired  that  she  will  be 
as  well  after  as  she  was  before.  C.  D.  Holmes. 
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Anderson,  J.:  A  Case  of  Polyglandular  Syndrome 
with  Adrenal  Hypernephroma  and  Adenoma  of 
the  Pituitary.    Glasgow  M.  J.,  1915,  Ixxxiii,  178. 

The  author  reviews  in  detail  the  case  history, 
clinical  and  autopsy  findings,  and  the  pathology  of 
a  case  showing  lesions  in  two  of  the  ductless  glands. 
He  restricts  the  term  "polyglandular"  to  those 
cases  showing  disordered  activity  of  the  ductless 
glands  in  which  it  is  difficult  to  determine  which  of 
the  structures  is  primarily  at  fault.  He  states  that 
many  cases  of  polyglandular  syndrome  have  been 
described  clinically,  but  very  few  have  demonstrated 
lesions  in  two  of  the  ductless  glands  after  death. 
The  report  is  summed  up  by  a  comparison  of  the 
pathology  with  the  clinical  findings. 

The  case  reported  is  a  female,  aged  28,  who  had 
been  sick  since  the  latter  part  of  igo8,  and  had  been 
treated  for  some  time  for  gastritis.  Pain  developed 
in  the  left  ovarian  region.  Menstruation  had  been 
very  irregular  since  the  beginning  of  her  history, 
and  amenorrhoea  had  been  present  for  the  past 
three  and  one-half  years.  She  had  become  stout 
and  there  was  a  marked  growth  of  hair  on  the  face 
and  body.  She  had  extreme  headaches.  The  eyes 
became  prominent  and  red  with  int^se  pain  back 
of  the  balls.  Her  memory  was  poor  and  sleep  im- 
possible. She  had  enjoyed  excellent  health  prior 
to  the  onset  of  the  trouble.  When  admitted  to  the 
infirmary  in  1913,  in  addition  to  these  findings  the 
physical  examination  showed  a  very  stout  female 
who  appeared  much  older  than  her  stated  age;  there 
was  pronounced  exophthalmos;  subcutaneous  fats 
were  very  marked,  especially  over  the  body;  the  skin 
was  dry  and  harsh.  There  was  petechial  haemor- 
rhage on  the  hands  and  arms.  The  heart  and  pulse 
were  practically  normal;  the  abdomen  showed  slight 
tenderness  and  indefinite  pains  on  deep  palpation; 
the  blood-pressure  was  185  mm.  During  a  period 
of  three  months  in  the  infirmary  the  condition 
changed  very  little  except  that  her  skin  haemorrhages 
became  very  marked  and  were  caused  by  the  slight- 
est trauma  or  jar,  and  at  one  time  she  passed  a  blood 
cast  of  the  bowel. 

She  returned  home,  but  was  confined  to  bed  with 
intense  headaches  and  increasing  haemorrhages 
from  the  skin  as  well  as  from  the  bowels.  Death 
from  gradual  asthenia  occurred  about  two  months 
after  she  went  home.  The  summary  of  a  complete 
post-mortem  showed  chronic  Bright's  disease,  and 
the  presence  of  tumor  nodules  in  the  suprarenal  and 
pituitary  glands.  There  was  a  senile  condition  of 
the  uterus  and  ovaries.  Arteriosclerosis  was  pres- 
ent.    The  pituitary  gland  showed  marked  conges- 


tion, and  in  the  anterior  lobe  was  found  a  tumor  the 
size  of  a  millet  seed.  This  tumor  was  adenomatous 
and  did  not  seem  to  be  encapsulated.  The  cortex 
of  the  suprarenal  showed  evidence  of  slight  hyper- 
plasia and  very  marked  congestion.  The  medullary 
portion  was  rather  small  in  size,  but  the  chromo- 
phile  cells  were  quite  abundant.  In  the  left  supra- 
renal a  tumor  the  size  of  a  green  pea  was  present  in 
the  medulla  of  the  gland,  the  macroscopic  appear- 
ance of  which  resembled  very  closely  the  character 
of  the  cortex.  The  uterus  was  small  and  its  appear- 
ance was  that  of  a  uterus  in  the  post-climacteric 
stage.  The  ovary  was  small,  fibrous,  and  senile  in 
character,  the  thyroid  gland  slightly  enlarged  and 
congested,  the  thymus  fatty  and  atrophied. 

The  author  states  that  cases  of  polyglandular 
syndrome  with  symptoms  pointing  to  pathology  in 
two  of  the  ductless  glands  are  not  rare,  and  he  cites 
in  proof  cases  of  acromegaly  and  exophthalmic 
goiter  occurring  in  the  same  patient.  In  deter- 
mining the  primary  focus  in  such  cases,  the  author 
thinks  one  must  always  take  into  consideration  the 
interrelationship  and  interdependence  of  the  inter- 
nal secretory  glands,  and  the  influence  of  the  with- 
drawal or  increased  action  of  the  secretion  of  one  or 
another  on  the  structure  and  function  of  the  re- 
mainder. He  thinks  one  should  always  consider 
the  question  as  to  whether  the  lesions  met  with  in  a 
given  case  must  be  regarded  as  causative,  or  as 
secondary  to  disturbance  of  glands  which  should  act 
in  harmony.  He  thinks  it  possible  that  a  gastro- 
intestinal toxaemia  is  the  probable  explanation  of  the 
first  stage  of  the  onset  of  the  glandular  activities. 

Considering  the  relationship  of  the  ductless  glands 
to  the  clinical  history,  the  author  shows  the  patho- 
logic basis  of  the  several  clinical  findings.  He  sum- 
marizes as  follows: 

"We  must  admit  the  presence  of  a  lesion  in  two  of 
the  ductless  glands,  with  disturbance  of  their  func- 
tion, and  associated  with  this  were  noted  structural 
changes  and  disturbed  function  of  the  other  glands. 
If  the  histological  appearances  are  of  any  value  in 
the  estimation  of  the  case,  we  should  be  influenced 
in  favor  of  the  pituitary  disturbance  as  the  chief 
factor,  and  would  regard  the  case  as  primarily  one 
of  hypopituitarism.  The  influence  of  the  pituitary 
secretion  on  the  ovary  is  stimulating  in  character, 
and  its  withdrawal  leads  to  loss  of  sexual  charac- 
teristics and  atrophic  changes.  Its  influence  on  the 
suprarenal  and  thyroid,  on  the  other  hand,  may  be 
regarded  as  inhibitory,  and  decrease  of  its  function 
may  allow  of  a  hyperfunctioning  of  these  organs, 
with,  in  the  case  of  the  former,  symptoms  of  hyper- 
adrenalism  and  development  of  the  secondary  male 
sexual  characteristics."  G.  J.  Thomas. 
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Fowler,  O.  S. :  A  Safe  Technique  in  Renal  Radio- 
graphy.    Denver  M .  Times,  1915,  xxxiv,  335. 

While  it  is  unfair  to  condemn  a  valuable  diagnostic 
method  because  some  damage  has  resulted  from 
its  use,  or  because  fatalities  have  been  attributed  to 
it,  when  the  sum  of  such  damage  or  fatalities  is 
distinctly  less  than  the  damages  chargeable  to  the 
alternative  course,  as  is  the  case  with  the  injection 
of  opaque  substances  into  the  renal  pelvis  as  con- 
trasted with  "exploratory  operation,"  the  author 
feels  that  renal  radiography  may  and  should  be 
an  entirely  safe  procedure. 

Opaque  substances  should  not  be  used  to  estimate 
the  capacity  of  the  renal  pelvis.  Furthermore,  it  is 
not  essential  that  the  pelvis  be  distended  with  the 
silver  solution  for  the  production  of  a  satisfactory 
radiogram.  Under  these  circumstances  the  exact 
shape  of  the  pelvis  is  not  obtained,  but  this  is  a 
matter  of  little  moment;  the  essential  thing  is  to 
determine  if  there  is  an  obstruction,  its  character,  and 
its  position,  and  these  things  can  be  learned  by  the 
injection  of  relatively  small  quantities  of  solution. 

The  author's  technique  consists  in  the  estimation 
of  pelvic  capacity,  if  this  seems  desirable,  by  the 
injection  of  a  weak  solution  of  methylene  blue  some 
days  prior  to  the  radiographic  examination.  Then 
one-half  this  quantity  of  collargol  is  used,  half  of 
it  being  injected  into  the  pelvis,  and  half  into  the 
upper  end  of  the  ureter.  If  this  preliminary  exam- 
ination has  not  been  made,  then  3  ccm.  of  15  per 
cent  collargol  are  injected  into  the  pelvis,  and  an 
equal  quantity  into  the  upper  part  of  the  ureter. 
It  is  essential  that  these  injections  be  made  immedi- 
ately before  the  exposure,  and  that  the  patient  be 
in  the  upright  posture.  After  the  exposure,  the 
patient  should  maintain  a  recumbent  posture  until 
the  urine  clears.  S.  W.  Moorhead. 

Adams,  J.  E.:  Urinary  Calculus  in  the  Pelvic 
Portion  of  the  Ureter.  Lancet,  Lend.,  1915, 
clxxxviii,  857. 

The  author  gives  the  three  common  situations  in 
which  calculi  become  arrested:  (i)  at  the  junction 
of  the  renal  pelvis  and  ureter;  (2)  at  the  abdominal 
portion  of  the  ureter;  (3)  in  the  pelvic  portion  of 
the  ureter. 

He  diagnoses  the  presence  of  ureteral  calculi  by 
the  following  symptoms:  The  patient  complains  of 
pain  in  the  rectum  aggravated  by  pain  on  defeca- 
tion, abdominal  or  pelvic  pain,  renal  or  ureteral 
colic.  The  most  common  history  is  of  severe  attacks 
of  pain  in  the  lumbar  region  in  the  past  and  dull 
gnawing  pain  in  the  lower  abdomen  in  the  present. 
Pelvic  calculus  causes  pain  starting  in  the  loin  and 
extending  to  the  hypogastrium.  Pain  is  usually 
accompanied  by  vomiting,  sweating,  and  haematuria. 
Rest  in  bed  seldom  relieves  the  attacks.  Frequent 
micturition  and  albumin  also  reveal  the  presence 
of  calculus.  Adams  often  noticed  tenderness  and 
rigidity  on  palpation  in  both  lumbar  regions.  He 
cites  Thomson  Walker,  who  states  that  bladder 
irritation,  frequent  micturition  with  pain  along  the 


urethra  to  the  end  of  the  penis  accompanied  by 
painful  emissions,  haemospermia,  and  testicular  pain 
are  prominent  symptoms  of  calculi  impacted  in  the 
last  few  inches  of  the  ureter.  The  most  important 
diagnosis  is  by  X-ray  examination,  where  calculi 
are  noticed  as  elongated  or  bean-shaped  bodies 
with  one  pointed  extremity. 

In  cases  where  all  palliative  measures  fail, 
Adams  operates  by  a  suprapubic  route  as  advo- 
cated by  Judd.  He  distends  the  bladder  with  fluid 
and  places  the  patient  in  a  moderately  high  Trendel- 
enburg position  and  makes  the  usual  median  in- 
cision as  for  suprapubic  cystotomy.  Then  he 
sweeps  away  with  a  gauze  pad  the  peritoneum  and 
passes  two  silk  guides  through  the  muscular  coats 
of  the  bladder,  which  is  emptied  of  its  fluid.  After- 
wards he  pulls  the  bladder  up  toward  the  lower 
angle  of  the  wound  and  pushes  the  cellular  subperi- 
toneal tissue  toward  the  diaphragm,  until  he  finds 
the  ureter,  which  is  dilated  if  a  calculus  is  present. 
When  he  identifies  the  presence  of  a  calculus,  he 
passes  a  couple  of  catgut  stitches  through  the 
ureteral  outside  coats  and  pulls  it  up  toward  the 
surface  of  the  wound.  Following  this  procedure  he 
makes  a  small  slit  in  the  dilated  ureter  and  removes 
the  calculus  with  narrow-bladed  forceps  and  closes 
the  incision  with  fine  catgut  at  right  angles  to  the 
long  axis  of  the  ureter.  After  operation  he  drains 
the  wound  down  to  the  ureter  with  a  rubber  tube, 
which  is  withdrawn  by  degrees  after  forty-eight 
hours  if  the  wound  remains  clean.  In  all  his  cases 
the  wounds  were  healed  at  the  end  of  a  fortnight  and 
he  advises  this  route  for  operation  on  the  pelvic 
portion  of  themreter  because  it  is  simple,  easy,  and 
rapid.  J.  Radda. 

Coryell,  J.  R. :  Renal  Cancer  Associated  with  Renal 
Stone.    Bull.  Johns  Hopkins  Hosp.,  1915,  xxvi,  93. 

Chronic  irritation  as  a  cause  of  cancer  in  general 
is  discussed,  and  a  summary  of  the  evidence  which 
points  to  this  conclusion  is  set  forth.  The  report 
is  based  on  145  nephrectomies  at  the  Mayo  Clinic, 
of  which  131  contained  stones  alone,  5  cancer  alone, 
and  9  were  cases  of  cancer  associated  with  stone. 
In  other  words,  in  64  per  cent  of  cases  cancer  of  the 
kidney  was  associated  with  stone.  The  macroscopic 
and  microscopic  findings  in  these  cases  seem  to 
warrant  the  following  conclusions: 

1.  Renal  epithelium  not  infrequently  regenerates. 

2.  Renal  tubules  regenerate  not  infrequently  as  a 
whole. 

3.  The  stages  of  development  of  renal  epithelium 
under  the  influence  of,  or  as  a  result  of,  irritation 
which  is  constant  and  prolonged  are:  (i)  normal, 
(2)  inflammatory,  (3)  hyperplastic,  (4)  neoplastic  — 
benign  or  malignant. 

4.  The  preparatory  phenomena  of  renal  new- 
growth  seem  to  take  place,  not  in  the  area  which 
shows  actual  inflammatory  reaction,  but  just  be- 
yond the  same. 

5.  Even  if  heredity  plays  the  same  role  in  human 
cancer  as  it  seems  to  play  in  mouse  cancer,  chronic 
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irritation  in  the  kidney  is  still  of  great  importance, 
in  that  it  determines  the  location  of  the  neoplasm. 

6.  Renal  cancer  develops  from  the  epithelium, 
both  of  the  pelvis  and  of  the  tubules. 

In  all  specimens  studied,  the  kidney  in  some  por- 
tion showed  an  inflammatory  reaction.  The  de- 
struction of  the  renal  substance  varied  in  degree  and 
was  brought  about  by  interstitial  or  parenchymatous 
changes  or  both;  and  suppuration  was  of  frequent 
occurrence. 

After  having  seen  the  gradual  changes  from  normal 
tissue  to  inflammatory,  from  inflammatory  to  hyper- 
plastic, and  from  hyperplastic  to  neoplastic,  it 
appears  probable  that  the  chronic  irritation  brought 
on  by  the  stones  was  the  direct  cause  of  the  cancer. 

C.  R.  O'Crowley. 

Hagner,  F.  R.:  Acute  Haematogenous  Infection  of 
the  Kidney.     Virg.  M.  Semi-Month.,  1915,  xx,  30- 

The  vast  majority  of  cases  of  acute  hzematogenous 
infection  of  the  kidney  are  unilateral,  a  possible 
explanation  of  which  is  given  by  the  experiments  of 
Brewer,  who  experimentally  reduced  the  resistance 
of  a  dog's  kidney  by  injury  or  circulatory  disturbance 
and  obtained  infection  by  injecting  bacteria  into 
the  circulation.  According  to  Cunningham,  the 
pathological  process  is  of  two  distinct  types:  (i) 
the  acute  fulminating  type  with  abscess  formation 
usually  due  to  staphylococcus  or  streptococcus 
infection,  and  (2)  the  diffuse  inflammatory  type 
without  breaking  down  of  tissue  which  is  due  to  the 
colon  bacillus. 

The  two  types  are  also  distinguishable  clinically, 
which  is  of  great  surgical  importance,  inasmuch  as 
the  acute  form  with  abscess  requires  immediate 
and  radical  treatment,  usually  nephrectomy,  where- 
as the  diffuse  form  of  the  infection  may  not  demand 
surgical  interference.  In  the  fulminating  type  with 
more  general  pain  the  condition  may  so  much 
resemble  intraperitoneal  disease  that  the  kidney 
is  very  likely  to  be  overlooked.  In  many  instances 
the  affected  kidney  is  so  overwhelmed  that  its 
function  is  suspended  or  nearly  so.  In  these  cases 
it  is  of  the  greatest  importance  to  be  certain  of  the 
presence  of  a  good  kidney  on  the  opposite  side,  as 
the  diseased  kidney  will,  as  a  rule,  have  to  be 
sacrificed.  The  author  reports  two  cases,  one  of 
each  type. 

The  first  case  was  a  child  10  years  old  who  had 
been  running  a  temperature  of  101°  to  103°  for  14 
days,  caused  by  tonsillitis  for  which  the  tonsils  had 
been  removed  without  improvement.  The  only 
subjective  symptoms  were  pain  and  tenderness  on 
the  right  side.  A  tentative  diagnosis  of  chronic 
appendicitis  had  been  made,  but  on  account  of 
the  presence  of  a  small  amount  of  pus  in  the  urine  a 
cystoscopic  examination  was  advised.  The  urine 
from  the  left  kidney  was  normal  but  that  from  the 
right  showed  a  little  pus  and  was  cloudy.  A  uni- 
lateral kidney  infection  was  diagnosed  and  opera- 
tion advised.  At  the  operation  the  kidney  was 
split  from  pole  to  pole,  two  infarcted  areas,  the  only 


evidence  for  which  on  inspection  were  two  areas  of 
increased  solidity  in  the  lower  half  of  the  kidney, 
were  removed,  a  drainage  tube  inserted  in  the  lower 
pole  down  to  the  pelvis,  and  the  wound  sutured. 
The  temperature  reached  normal  within  36  hours. 
The  patient  is  now  19  and  apparently  in  perfect 
health. 

The  second  case,  in  which  the  diagnosis  was  not 
confirmed  by  operation,  which  was  not  necessary, 
was  clinically  of  the  nature  of  a  diffuse  infection. 
A  pure  culture  of  the  colon  bacillus  was  found  in 
the  urine,  and,  because  of  the  great  increase  in  pus 
in  the  urine  with  fall  of  temperature  and  clinical 
improvement,  suppuration  with  drainage  into  the 
kidney  pelvis  was  diagnosed. 

Of  the  43  cases  reported  by  other  surgeons,  22  were 
treated  by  nephrectomy  with  one  death;  12  by 
nephrotomy  or  decapsulation  and  incision  with 
drainage  of  the  infarcts  with  six  deaths.  The 
milder  cases  which  have  recovered  without  opera- 
tion have  been  mostly  due  to  the  colon  bacillus. 

Frank  Hinman. 

Weber,  F.  P.:  Bilateral  Hypernephroma,  with 
Secondary  Thrombosis  of  the  Inferior  Vena 
Cava  and  Terminal  Uraemia.  Proc.  Roy.  Soc. 
Med.,  1915,  viii,  Med.  Sect.,  6. 

The  case  reported  by  Weber  is  that  of  hyper- 
nephroma occurring  in  both  kidneys,  with  second- 
ary thrombosis  of  the  inferior  vena  cava.  The 
first  symptoms  were  noticed  in  February,  1914, 
with  swelling  of  the  legs.  The  patient  was  admitted 
to  the  hospital  in  October,  1914,  feeble  and  ema- 
ciated, with  distended  abdomen  and  cedematous  legs. 
There  had  been  no  urinary  symptoms,  but  shortly 
after  entrance  the  urinary  output  began  to  decrease, 
and  the  patient  died  a  month  later. 

Autopsy  showed  hypernephroma  of  both  kidneys, 
with  metastases  in  the  liver  and  lungs.  The  inferior 
vena  cava  was  blocked  with  antemortem  clot 
throughout  its  whole  length;  the  clot  involved  both 
the  iliac  veins  below  and  extended  upward  to  the 
right  side  of  the  heart,  terminating  by  a  rounded 
mass  which  projected  into  and  partly  filled  up  the 
right  auricle.  Both  the  hepatic  and  the  renal  veins 
were  similarly  affected.  Microscopical  examination 
of  the  clot  showed  it  to  be  secondarily  infiltrated 
by  the  malignant  growth.      J.  Bellinger  Barney. 

Liek,  E.:  The  Arterial  Collateral  Circulation  of 
the  Kidney  (Ein  weiterer  experimenteller  Beitrag 
zur  Frage  des  arteriellen  Collateralkreislaufs  der 
Niere).     Arch.  f.  klin.  Chir.,  1915,  cvi,  435. 

Liek  discusses  the  work  of  Isobe,  Katzenstein, 
and  others  who  have  attempted  to  prove  by  experi- 
mental work  that  there  is  no  collateral  circulation 
in  the  kidney,  but  that  one  can  be  created  by  paint- 
ing the  kidney  with  iodine  and  implanting  it  in  the 
lumbar  muscles  or  by  nephrotomy  and  implantation 
of  omentum.  He  also  describes  in  detail  experi- 
ments of  his  own  on  dogs  that  he  holds  disprove  these 
contentions.     His  own  experiments  prove  that  the 
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renal  artery  (of  the  dog)  is  not  a  terminal  artery, 
but  that  it  has  anastomoses  with  numerous  other 
extremely  small  vessels. 

The  kidney  does  not  die  completely  after  ligation 
of  the  chief  artery;  but  greater  or  less  areas  remain 
alive,  depending  on  the  number  and  size  of  the 
collaterals.  Though  the  intact  kidney  has  col- 
laterals, they  cannot  ordinarily  be  demonstrated, 
because  they  are  so  small  that  the  material  injected 
does  not  enter  their  lumen,  but  after  the  ligation 
of  the  chief  artery  they  dilate,  owing  to  the  func- 
tional demands  made  on  them.  This  takes  some 
time,  but  after  12  hours  the  vessels  are  filled  with 
the  injected  material.  These  normal  collaterals 
were  the  ones  Katzenstein  thought  had  been  pro- 
duced by  his  surgical  procedures.  Liek  thinks 
that  decapsulation  and  operations  such  as  those 
referred  to  are  not  justifiable  in  human  beings  for 
the  sake  of  increasing  the  kidney  circulation.  The 
fact  that  there  are  collaterals  in  the  human  kidney 
is  indicated  by  the  development  of  infarcts. 

A.  Goss. 

Taylor,  F.:  A  Case  of  Multiple  Pulsating  Tumors 
Secondary  to  Hypernephroma.  Lancet,  Lond., 
1915,  clxxxviii,  483. 

The  patient,  a  sailor  aged  59,  had  a  severe  attack 
of  haematuria.  He  was  found  to  have  pulsating 
swellings  of  the  right  elbow,  the  right  shoulder,  and 
the  right  gluteal  region.  He  gradually  became 
weaker  and  died  10  months  after  he  was  first  seen 
by  the  author.  The  pulsating  tumors  manifested 
themselves  one  year  after  the  first  attack  of  haema- 
turia. 

At  necropsy  the  left  kidney  was  found  to  measure 
5.5  inches  vertically.  The  upper  third  was  occupied 
by  a  spherical  tumor  2.5  inches  in  diameter;  it  was 
lobulated  and  had  a  definite  capsule.  On  section 
it  presented  haemorrhagic  areas.  Throughout  the 
rest  of  the  kidney,  with  the  exception  of  one  inch  at 
the  lower  pole,  were  scattered  growths  of  the  same 
kind,  from  the  size  of  a  pea  to  that  of  a  filbert.  The 
left  suprarenal  capsule  contained  a  small  separate 
tumor.  The  right  kidney  and  suprarenal  capsule 
were  natural.  The  lungs  were  dry  and  silky  and 
contained  numerous  small  nodules  scattered  through 
them,  ranging  from  the  size  of  a  split  pea  to  that  of 
a  small  walnut.     They  could  be  easily  shelled  out. 

I.  S.  KOLL. 

Ashcraft,  L.  T.:  Diagnosis  and  Treatment  of 
Tuberculosis  of  the  Kidney.  N.  Eng.  M.  Gaz., 
1915, 1,  200. 

The  author  emphasizes  the  importance  of  a  cor- 
rect and  early  diagnosis  in  order  that  surgical 
therapeusis,  with  appropriate  after-treatment,  may 
produce  a  cure. 

In  about  60  per  cent  of  the  cases  examined  post- 
mortem, renal  tuberculosis  of  the  caseocavernous 
type,  the  only  sort  amenable  to  surgical  treatment, 
was  unilateral.  The  chances  that  both  kidneys 
may  be  involved  are  twice  as  great  in  children  as  in 


adults.  Statistics  show  that  in  20  per  cent  of  the 
post-mortem  cases,  the  lungs  and  other  organs 
participate  in  the  morbid  process. 

In  some  rare  cases  in  which  genital  tuberculosis  is 
primary  in  the  epididymis,  or  in  which  a  lesion  of  the 
prostate  exists,  the  bladder  may  become  secondarily 
involved  by  contiguity,  and  ascending  infection 
through  the  ureters  into  one  or  both  kidneys  may 
occur.  Usually,  however,  the  infection  is  haema- 
togenous. 

Mistakes  in  diagnosis  would  be  prevented,  if  the 
rule  were  made  never  to  begin  the  treatment  of 
albuminuria,  pyuria,  or  cystitis  until  after  having 
made  careful  chemical,  microscopical,  and  bacterio- 
logical examinations  of  the  catheterized  urine. 

Tuberculosis  may,  of  course,  exist  without  al- 
buminuria; but  the  presence  of  albumin  should  sug- 
gest a  search  for  the  tubercle  bacillus.  Even  when 
this  organism  is  not  discovered,  intermittent  al- 
buminuria, in  connection  with  other  signs  of  kidney 
tuberculosis,  is  sufiicient  to  confirm  the  diagnosis  in 
many  instances.  If  after  several  microscopic  ex- 
aminations pus  is  found,  but  no  microorganisms, 
one  may  make  a  diagnosis  of  tuberculosis  with 
almost  complete  certainty. 

The  sediment  from  the  specimen  of  urine  obtained 
by  catheterization  should  be  injected  into  a  guinea 
pig.  A  careful  cystoscopic  inspection  of  the  blad- 
der, particularly  in  the  region  of  the  ureteric  orifices, 
will  convey  a  great  deal  of  information.  Catheter- 
ization of  the  ureters  also  discloses  changes  in  them, 
such  as  inflammation  and  partial  or  complete 
stenosis.  Bilateral  catheterization  is  important  in 
these  cases,  especially  so  when  one  is  considering 
the  removal  of  a  kidney. 

Ashcraft  relies  mainly  on  the  phenolsulphone- 
phthalein  test,  used  in  conjunction  with  the  urea 
determination.  When  tubercle  bacilli  have  been 
found  in  the  mixed  urine  and  one  has  been  unable 
to  localize  the  disease  by  means  of  cystoscopy  and 
ureteral  catheterization,  a  marked  diminution  in 
the  output  of  phenolsulphonephthalein  on  one  side 
points  to  disease  in  that  kidney. 

It  is  the  author's  custom  to  make  both  the  func- 
tional and  the  quantitative  estimation  by  the 
phenolsulphonephthalein  test.  He  believes  that 
to  rely  upon  it  alone,  would  be  a  mistake;  but  when 
it  is  used  in  conjunction  with  the  output  of  urea 
and  the  clinical  signs,  it  is  a  valuable  aid  both  to 
diagnosis  and  prognosis.  It  should  always  be  em- 
ployed before  deciding  to  do  a  nephrectomy. 

Pyelography  and  rontgenography  are  valuable 
adjuncts  to  diagnosis,  and  the  author  claims  that 
there  are  no  bad  results  from  their  use. 

Valuable  evidence  of  the  existence  of  renal  tuber- 
culosis that  can  be  secured  in  no  other  way  may 
often  be  obtained  from  the  use  of  one  milligram  of 
tuberculin,  which  should  be  administered  by  the 
hypodermic  method.  Following  its  administration 
one  not  infrequently  notices  an  increase  in  renal 
pain,  slight  temperature,  and  pyuria. 

The  presence  of  pain,  albumin,  pus,  occasional 
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haematuria,  and  urinary  frequency,  added  to  the 
cystoscopic  appearance  of  the  ureters  and  a  careful 
examination  of  the  urine  for  bacteria,  constitute,  if 
no  other  organisms  are  discovered,  a  strong  pre- 
sumptive evidence  of  the  existence  of  renal  tuber- 
culosis, even  though  no  tubercle  bacilli  are  found. 
One  is  then  justified  in  making  an  exploratory  in- 
cision on  the  affected  side. 

Should  it  be  absolutely  impossible,  by  reason  of 
stenosis  of  one  or  both  ureters,  to  determine  with 
accuracy  the  functional  activity  of  the  kidneys,  a 
good  deal  of  information  may  be  obtained,  in  the 
male,  by  an  examination  of  the  epididymis  and  the 
prostate;  and  in  either  sex,  by  kidney  palpation. 
Tenderness  over  the  erector  spinae,  enlarged  lym- 
phatics, or  lung  consolidation  may  be  of  added  value. 

The  outlook  for  the  cure  of  tuberculosis  of  the 
urinary  organs  is  favorable,  when  treatment  is 
undertaken  sufificiently  early  in  its  course,  provided 
that  there  are  no  gross  lesions  of  other  organs;  but 
if  treatment  is  postponed  until  the  later  stages  the 
prognosis  becomes  very  grave.  It  is  best  to  post- 
pone the  use  of  tuberculin,  as  well  as  other  medical 
and  hygienic  treatment,  until  a  nephrectomy  has 
been  performed. 

Nephrectomy  should  first  be  resorted  to,  and  then 
the  tuberculin  treatment  may  be  effective  in  pre- 
venting the  further  spread  of  the  tuberculous 
process.  If  there  is  tuberculous  involvement  of 
the  genitals,  excision  of  the  diseased  area  is  the 
proper  treatment. 

As  a  rule,  nephrectomy  should  be  performed  on 
the  diseased  side,  and  ureterostomy  for  the  ascend- 
ing tubercular  ureteritis,  thus  preventing  the  migra- 
tion of  the  tubercle  bacilli  to  the  opposite  side. 

Contra-indications  for  nephrectomy  are  acute 
miliary  forms  of  the  disease,  involvement  of  the 
lungs,  bones  or  joints,  or  peritonitis.  On  the  other 
hand,  slight  apical  involvement,  mild  manifestations 
in  other  organs,  quiescent  epididymitis,  or  slight 
periostitis  should  not  contra-indicate  this  operation. 

It  has  been  estimated  that  nephrectomy  saves 
from  death  four-fifths  of  those  having  renal  tuber- 
culosis. The  prognosis  of  operative  interference  is 
much  better  in  women  than  in  men,  according  to 
Vineberg;  and  nephrectomy  is  no  bar  to  the  bearing 
of  children. 

If  functional  activity  is  found  to  be  deficient,  one 
surgical  procedure  may  be  deferred  until,  by  means 
of  hygienic,  dietetic,  and  other  medical  treatment, 
the  ability  to  carry  on  its  bodily  function  properly 
has  been  restored  to  the  slightly  impaired  kidney. 

It  is  well  to  remove  the  ureter  when  it  is  markedly 
involved,  showing  ulcerations  about  its  orifice.  If 
there  is  marked  bladder  involvement,  it  is,  of  course, 
imperative  that  the  ureter  be  removed. 

In  cases  in  which  both  kidneys  are  involved,  it  is 
sometimes  justifiable  to  attempt  a  conservative  oper- 
ation on  one  of  them.  If  marked  amelioration  follows, 
the  other  kidney  may  be  treated  in  the  same  way  or 
extirpated.  These  nephrectomized  patients  should 
be  kept  under  supervision  and  medical  treatment. 


Treatment  must  be  directed  toward  the  bladder 
condition.  Many  cases  receive  a  daily  irrigation 
with  bichloride  of  mercury,  1:50,000,  commencing 
with  30  to  60  ccm.  and  at  each  subsequent  treatment 
increasing  the  amount  of  fluid  and  the  strength  of 
the  solution.  Sometimes  a  6  per  cent  carbolic  acid 
solution  or  a  saturated  solution  of  boracic  acid  is 
employed.  In  all  circumstances,  after  each  irriga- 
tion, 10  ccm.  of  a  20  per  cent  solution  of  carbonate  of 
guaiacol  and  i  per  cent  iodoform  in  olive  oil  is 
injected. 

The  local  pain  may  be  combated  by  means  of 
opium  suppositories.  The  yellow  oil  of  sandal- 
wood, potentized  tuberculin,  and  bacillinum  are 
also  of  value.  The  hygienic  treatment  is  that  em- 
ployed for  tuberculosis  anywhere  in  the  body. 

The  tuberculin  treatment,  however,  is  of  occa- 
sional value.  Either  the  method  of  Trudeau  or 
that  of  Wright  may  be  employed.  In  the  former 
a  bouillon,  supplied  from  the  Saranac  Lake  Labora- 
tory, is  administered  once  a  week,  the  initial  dose 
being  0.0005  n^g-  This  is  gradually  increased  to  50 
or  100  mg.,  the  clinical  signs  of  reaction,  local,  focal, 
or  constitutional,  being  closely  observed.  The 
method  of  Wright  consists  in  giving  an  initial  dose 
of  bacillary  substance  varying  from  1:50,000  to 
1:20,000  mg. ;  and  in  febrile  cases,  from  1:100,000  to 
1:50,000  mg.  The  doses  are  given  at  weekly  inter- 
vals, and  gradually  increased,  so  that  at  the  end  of 
six  months  or  a  year,  the  dosage  may  be  from  i :  1,000 
to  1:5,000  mg. 

While  this  method  is  to  be  used  principally  in 
advanced  cases  in  which  a  nephrectomy  has  been 
performed,  it  may  produce  some  improvement  in 
cases  in  which  operation  has  been  declined  or  in 
which  the  disease  is  so  far  advanced  as  to  make 
operation    useless.  Louis  Gross. 

Lichtenberg,  A.  von:  Operative  Treatment  of 
Chronic  Recurrent  Colon  Pyelitis  (Zur  opera- 
tiven  Behandlung  der  chronischen  rezidivierenden 
Kolipyelitis) .    Ztschr.  f.  urol.  Chir.,  1915,  iii,  238. 

In  the  chronic  pyelitis  of  wandering  kidney  von 
Lichtenberg  performs  nephropexy,  taking  care  that 
the  kidney  is  anchored  in  the  most  favorable  posi- 
tion for  discharge  from  the  kidney  pelvis.  In  six 
cases  he  drained  the  kidney  pelvis  by  nephrotomy 
and  irrigated  until  the  inflammation  of  the  mucous 
membrane  was  healed.  The  fistula  had  to  be  kept 
open  a  long  time,  in  one  case  six  months.  The 
cases  had  been  under  conservative  treatment  for  a 
long  time  without  success  and  the  results  of  opera- 
tive treatment  were  excellent. 

In  cases  of  colon  infection  the  author  seeks  to 
interrupt  the  lymph-tracts  between  the  kidney  and 
the  large  intestine  by  partial  decapsulation  of  the 
kidney,  for  it  is  through  these  the  recurrences  take 
place  that  render  conservative  treatment  futile. 
Even  irrigation  of  the  kidney  does  not  give  the  good 
results  that  it  does  in  other  cases,  for  with  the  next 
intestinal  disturbance  there  is  a  recurrence  of  the 
pyelitis.     In  such  cases  he  operates  on  the  intestine 
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at  the  same  time  as  on  the  kidney;  in  five  cases  he 
has  performed  appendectomy  and  narrowing  by  su- 
ture of  the  dilated  caecum.  The  results  were  excellent 
and  there  was  no  recurrence  in  four  cases;  the  fifth 
operation  was  only  recently  performed.      A.  Goss. 

Mayo,  W.  J.:  Procedures  Following  Nephrectomy. 

/.  Am.  M.  Ass.,  1915,  Ixiv,  953. 

Mayo  first  discusses  the  transperitoneal  closure 
of  duodenal  fistulae  following  nephrectomy.  He 
states  that  patients  who  suffer  from  a  duodenal 
fistula  produced  at  the  time  of  nephrectomy  all  die 
unless  the  fistula  is  closed.  He  advises  immediate 
abdominal  section  and  an  incision  through  the 
duodenocolic  peritoneum,  the  incision  extending 
from  just  below  the  entrance  of  the  common  duct 
around  the  curve  and  on  the  right  side  of  the  duode- 
num. Then  turning  up  the  duodenum  the  fistula 
may  be  seen  and  closed  by  a  transverse  line  of  suture. 

In  discussing  methods  of  ligation  of  vascular 
pedicles  of  the  kidney  at  the  time  of  nephrectomy, 
the  author  recommends  the  use  of  the  two-clamp 
method  in  all  cases  where  it  is  necessary  to  ligate  the 
pedicle  en  masse.  He  advises  the  ligation  of  the 
veins,  arteries,  and  ureter  separately  whenever 
possible.  Two  clamps  are  placed  on  the  pedicle 
about  half  an  inch  apart  and  ligation  is  made  between 
the  two.  The  ligature  is  either  passed  through 
part  (one  edge)  of  the  pedicle,  or  around  the  entire 
pedicle,  which  procedure  is  probably  better  if  it  can 
be  done,  and  the  most  distal  clamp  removed  as  the 
ligature  is  tightened  and  the  pedicle  thus  tied  tightly. 

In  regard  to  the  management  of  the  ureter  after 
nephrectomy  for  tuberculosis,  Mayo  discusses  the 
methods  of  handling  the  ureter  under  different  cir- 
cumstances. He  says  that  in  their  experience  at 
the  Mayo  Clinic  less  than  5  per  cent  of  the  ureters 
in  tuberculosis  of  the  kidney  require  removal. 
These  are  usually  cases  in  which  a  stricture  exists 
in  the  lower  portion  of  the  ureter.  He  says,  "To 
put  it  broadly,  in  all  tuberculous  kidneys  which 
have  become  closed  sacs,  or  at  least  have  lost  their 
function,  the  ureter  may  be  sterilized  and  dropped 
into  the  wound,  and  in  such  cases  the  wound 
should  be  closed  without  drainage." 

In  some  ureters  where  mixed  infection  is  present 
the  drop  of  the  ureter  into  the  wound  is  liable  to 
cause  wound  infection.  In  these  cases  it  is  better 
to  attach  the  end  of  the  ureter  to  the  lower  edge  of 
the  incision.  This  is  especially  true  in  recent  in- 
volvement of  the  kidney  when  there  is  considerable 
functionating  renal  tissue.  He  says  in  a  con- 
siderable number  of  cases  this  method  has  proved 
very  satisfactory,  and  no  inconvenience  has 
resulted,  except  the  necessity  of  wearing  a  little  pad 
of  absorbent  material  over  it  for  a  short  time  if  the 
discharge  should  continue.  A.  C.  Stokes. 

Pennock,    W.    J.:     Pyelography.      Northwest    Med., 
191S,  vii,  73. 

The  first  recorded  use  of  this  method  was  in  1905 
by  Volcker,  but  its  value  was  not  recognized  until 


Braasch  developed  the  technique  and  proved  its 
wide  range  of  usefulness  in  anatomical  problems. 
Its  need  was  also  indicated  by  the  surprising  num- 
ber of  abnormalities  hitherto  unsuspected.  Kidd 
says  that  while  kidney  abnormalities  are  of  every 
day  occurrence  it  was  not  formerly  recognized  that 
so  many  of  them  were  of  such  a  nature  as  to  influ- 
ence kidney  surgery.  The  kidney  and  ureter 
develop  from  a  diverticulum  of  the  lower  end  of 
the  wolffian  duct,  and  as  the  kidney  gradually 
ascends  toward  its  position  it  passes  and  receives 
blood  supply  in  succession  or  at  the  same  time  from 
several  different  branches  of  the  aorta,  one  finally 
enlarging  and  becoming  a  permanent  vessel  of 
supply.  In  anomalous  positions  then  the  source  of 
this  supply  may  vary.  In  the  Mayo  Clinic  in  the 
last  5  years,  4  per  cent  of  the  operations  on  the 
kidney  and  ureter  have  been  for  gross  abnormality. 

Pyelography  has  a  greater  value  in  the  diagnosis 
of  early  dilatation  of  the  kidney,  pelvis,  and  ureter, 
renal  neoplasm,  and  in  the  surgery  of  renal  calculus. 
Dilatation  of  the  kidney  pelvis  makes  possible  a 
diagnosis  before  the  increasing  pressure  has  des- 
troyed the  kidney.  In  neoplasm,  Braasch  says 
he  can  now  diagnose  60  per  cent  of  the  cases  from 
the  plate  alone  on  account  of  the  characteristic 
distortion  of  the  pelvis.  Doubt  in  the  diagnosis  of 
ureteral  stone,  where  there  is  a  shadow  near  the 
ureteral  shadow,  can  be  dispelled  if  the  collargol- 
filled  ureter  shows  signs  of  dilatation  above  the 
shadow.  In  infection,  the  method  has  value  in 
determining  the  limitations  of  the  process,  the 
amount  of  tissue  involved,  or  whether  the  infection 
is  outside  entirely. 

Fatalities  have  been  reported.  CoUargol  does 
infiltrate  the  medulla,  depending  apparently  upon 
the  pressure  and  the  continuity  of  the  pelvic  lining. 
Braasch  reports  a  thousand  cases  without  fatality 
or  permanent  injury,  and  he  believes  severe  reaction 
is  usually  due  to  poor  technique  or  questionable 
selection  of  cases.  The  value  of  the  method  in 
urinary  diagnosis  is  beyond  question,  and  the  pro- 
cedure is  safe  if  used  with  care  and  judgment;  that 
is,  avoiding  cases  presenting  contra-indications, 
employing  it  only  after  other  careful  and  complete 
examinations  have  been  made,  injecting  only  one 
kidney  at  a  time  by  gravity  under  low  pressure 
maintained  for  the  shortest  possible  time. 

Harry  D.  Orr. 

Young,  E.  L.,  Jr.:   A  New  Preparation  for  Pyelog- 
raphy.    Boston  M.  y  S.  J.,  1915,  clxxii,  539. 

Young  reports  the  result  of  researches  under- 
taken to  find  a  substance  less  dangerous  than  those 
heretofore  employed  in  pyelography.  The  latter 
have  always  been  soluble  organic  silver  preparations, 
chiefly  coUargol.  There  is  always  danger  of  a 
reaction  which  may  be  only  slight,  but  in  some  cases 
it  is  quite  severe  and  may  cause  rapid  or  sudden 
death  or  may  necessitate  decapsulation  to  save 
the  patient's  life.  "  CoUargol  kidney  "  has  been  well 
studied    experimentally    and    clinically.     CoUargol 
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is  an  absorbable  kidney  poison  when  used  in  the 
renal  pelvis;  this  explains  why  gentleness  of  man- 
ipulation will  not  remove  these  risks,  as  it  may  pro- 
tect against  mechanical  accidents  but  does  not  guard 
against  those  due  to  absorption  and  reexcretion. 

Insoluble  salts  would  eliminate  these  latter 
dangers.  Kelly  and  Lewis  have  already  tested  silver 
iodide  and  declare  it  unirritating.  It  certainly  gives 
a  good  shadow;  a  5  per  cent  solution  is  much  more 
opaque  to  the  X-rays  than  10  per  cent  collargol. 

The  difficulty  lies  principally  in  finding  a  suitable 
vehicle  for  the  suspension,  one  that  will  not  be  too 
stiff  to  be  injected  through  a  ureteral  catheter,  and 
at  the  same  time  will  be  stiff  enough  to  hold  the 
suspension.  The  author  selected  mucilage  of 
quince  seed  obtained  in  the  following  way:  quince 
seed  100  grains,  water  8  ounces;  macerate  for  24 
hours  with  frequent  agitation;  do  not  crush  the 
seed;  strain  through  cloth.  Add  2  per  cent  boric 
acid  up  to  20  ounces.  It  is  important  to  extract 
with  water  and  not  with  the  boric  acid  solution. 
Enough  of  this  mucilage  is  added  to  12.5  ccm.  of 
argentide  to  make  50  ccm.  and  the  mixture  is 
vigorously  shaken  for  two  minutes — the  shaking  is 
an  essential  part  of  the  process.  The  value  of  this 
substance  depends  on  the  mode  of  preparation.  It 
keeps  for  several  weeks. 

Young  made  several  experiments  on  dogs.  He 
found  that  argentide  is  not  absolutely  non-irritating 
but  is  much  more  so  than  collargol  or  any  soluble 
salt.  He  has  used  it  in  the  Massachusetts  General 
Hospital  for  several  months  with  perfectly  satis- 
factory results.  He  uses  the  barrel  of  a  10  ccm. 
syringe  as  a  container  from  which  the  emulsion  flows 
into  the  pelvis.  When  the  pictures  are  taken 
this  is  disconnected  from  the  catheter,  emptied,  the 
piston  inserted,  and  as  much  of  the  emulsion  as 
possible  sucked  out  of  the  kidney  pelvis.  In  the  ma- 
jority of  cases  the  larger  part  can  be  recovered.  The 
pelvis  is  then  washed  out  once  or  twice  with  boric 
acid  or  salt  solution;  3  ccm.  being  sufficient  in  many 
cases  to  give  good  shadows.  F.  E.  Gardner. 

Ashcraf t,  L.  T, :  The  Value  of  Pyelography  in  the 
Diagnosis  of  Kidney  Lesions.  /.  Am.  Inst. 
Homasp.,  1915,  vii,  1079. 

Ashcraft  gives  his  technique  for  securing  pyelo- 
graphs  and  testifies  to  the  value  and  inocuousness 
of  the  method  if  used  correctly.  He  fills  the  pelvis 
by  gravity,  using  collargol  of  15  to  25  per  cent 
strength.  The  contra-indications  to  pyelography 
he  considers  to  be:  (i)  hypersensitiveness  (in  which 
case  he  uses  spinal  anaesthesia);  (2)  advanced 
hydronephrosis  with  marked  ureteral  obstruction; 
(3)  lesions  that  can  be  diagnosed  accurately  in- 
dependently of  radiography.  G.  E.  Smith. 

Lewis,  B. :  Ureteral  Stones;  the  Technique  of  Their 
Removal  by  Cystoscopic  Methods;  Reports  of 
Cases.     Surg.,Gynec.  &  Obst.,  1915,  xx,  462. 

In  a  paper  on  the  above  subject  read  before  the 
Southern  Surgical  and  Gynecological  Association, 


December  16,  1914,  Lewis  presented  the  justifica- 
tion and  the  technique  of  the  removal  of  ureteral 
stone  by  cystoscopic  methods.  After  calling  at- 
tention to  the  fact  that  usually  no  middle  ground 
is  taken  by  the  surgeon  between  the  expectant  plan 
and  that  of  open  operation,  the  author  claimed  that 
cystoscopic  methods  should  be  tried  in  all  cases  in 
which  there  was  any  promise  of  success.  While 
ordinarily  successful  and  satisfactory,  open  opera- 
tions possessed  certain  militating  features  that  were 
of  decided  moment.  They  were  often  difficult  of 
performance,  and  did  not  always  lead  to  success 
either  immediately  or  later.  This  was  proved  by 
reports  emanating  from  many  of  the  leading  opera- 
tors of  the  country.  Tenney  was  quoted  as  ascrib- 
ing from  15  to  20  per  cent  mortality  to  open  op- 
erations for  the  removal  of  ureteral  stones.  This 
risk  should  be  avoided  if  possible. 

Methods  of  removal  less  hazardous  than  open 
operation  have  been  evolved  and  developed  to 
tangible  and  serviceable  realities;  and  have  proved 
their  efficacy  in  a  large  number  of  instances,  as 
recorded  by  Howard  Kelly,  Braasch,  Young, 
Schmidt,  Kreissl,  Casper,  Robert  Bryan,  Harvey 
Moore,  Ashcraft,  Moschowitz,  the  author,  and 
others. 

In  1904  Lewis  had  presented  a  formulated  plan 
for  such  work,  together  with  instruments  appropriate 
for  carrying  it  out.  While  formerly  his  instrumental 
equipment  consisted  of  two  different  kinds  of  cysto- 
scope  —  one,  the  ■  universal,  for  observation  and 
catheterization;  another,  an  operating  cystoscope 
for  direct  ureteral  attack  —  the  present  instrurrient, 
developed  during  the  past  year,  combines  all  of  these 
in  one  universal  and  operating  cystoscope,  which 
was  demonstrated  to  the  members.  Pertaining  to  it 
were  several  auxiliary  instruments  —  forceps,  dila- 
tors, scissors,  etc. —  which  amplified  the  ability  of 
the  operator  in  the  direction  desired.  The  shafts 
of  all  these  instruments  are  now  made  flexible,  to 
permit  of  their  use  at  an  angle,  as  well  as  by  the 
more  direct  method;  also  permitting  of  the  threading 
of  the  curves  of  the  ureter  to  a  greater  distance 
than  was  permitted  by  the  straight  instruments 
with  fixed  shafts. 

With  stereopticon  slides  the  author  illustrated 
the  application  and  methods  of  using  these  in  con- 
nection with  ureteral  strictures  and  impacted  stones 
as  located  in  the  different  parts  of  the  channel;  and 
also  depicted  the  steps  of  ureteral  catheterization  as 
employed  by  him,  and  some  of  the  conditions  for 
which  such  measures  were  appropriate. 

Barber,    W.    H.:     Uretero-Enteric    Anastomosis. 

Ann.  Surg.,  Phila.,  1915,  Ixi,  273. 

In  the  author's  experimental  work  in  uretero- 
enteric  anastomosis  on  dogs,  the  following  technique 
was  used: 

Through  the  low  mid-abdominal  an  incision  is 
made,  and  the  ureters  freed  and  divided  between 
two  ligatures  at  their  insertion  into  the  bladder.  A 
straight   cutting   needle   is   then   attached   to   the 
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proximal  ligature  on  the  ureter  and  the  sigmoid 
colon  is  punctured  in  a  line  perpendicular  to  ^its 
long  axis.  The  needle  is  then  continued  through 
at  a  point  90°  distant  on  the  intestinal  wall,  thus 
drawing  the  ureter  through  the  sigmoid  and  out 
again.  The  sigmoid  is  then  suspended  within  the 
wound  by  the  usual  glass-rod  method.  The  ligated 
end  of  the  ureter  is  allowed  to  protrude  on  to  the 
skin,  where  its  ligature  is  fixed  by  a  single  suture. 
The  wound  is  then  closed  about  the  sigmoid  and 
ureter.  Six  hours  later  the  exposed  ureter  is  in- 
completely cut  and  allowed  to  empty.  It  may  be 
returned  to  the  lumen  of  the  intestine  at  any  time 
thereafter,  but  it  is  well  to  retain  it  under  control 
until  its  continued  patency  is  assured.  One  or  both 
ureters  may  be  transplanted  in  this  way  within 
twenty  minutes.  Of  eight  dogs  so  operated  upon 
all  survived;  one  alone  died  within  the  first  week, 
following  sloughing  of  the  ureter  from  overtension. 
The  others,  to  all  appearances,  are  normal  dogs. 

The  author  does  not  recommend  the  operation  to 
clinicians  for  trial  at  present,  but  will  make  a  later 
report  of  his  results.  H.  L.  Sanford. 

BLADDER,  URETHRA,  AND  PENIS 

Kretschmer,  H.  L.:  Fulguration  Treatment  of 
Tumors  of  the  Bladder.  /.  Am.  M.  Ass.,  1915, 
Ixiv,  1050. 

Kretschmer  recalls  that  five  years  have  elapsed 
since  Beer  published  his  preliminary  report  on  a 
"high-frequency  current"  method  of  treating 
bladder  tumors.  During  this  period  the  method 
has  been  widely  used,  often  with  some  slight  mod- 
ification of  terminology  or  technique.  It  is  now 
established  as  the  treatment  of  choice  in  papillomata. 
Modern  urinary  surgery  absolutely  demands  this 
form  of  treatment  in  these  types  of  tumors.  A  few 
individuals  do  not  tolerate  cystoscopy.  Other 
cases,  because  of  the  bladder  being  completely 
filled  with  tumors,  are  not  suitable.  These  cases 
will  require  suprapubic  cystotomy  and  fulguration 
by  the  open  method  or  resection. 

The  fulguration  method  has  stimulated  a  general 
interest  in  the  entire  subject,  which  prior  to  Beer's 
publication  had  yielded  an  unsatisfactory  story  of 
management  and  results.  Beer  excluded  all  malig- 
nant cases  from  his  therapy.  The  snipping  off  of 
a  piece  of  the  tumor  for  microscopic  study  prior  to 
deciding  on  the  plan  of  treatment  is  now  often  ad- 
vised. This  procedure  has  been  condemned  by 
many  as  being  not  only  unsatisfactory  but  positively 
dangerous.  So-called  recurrences  are  often  not 
recurrences,  the  site  of  the  original  tumor  remaining 
free;  the  recurrence  is  really  a  new  growth  spring- 
ing up  somewhere  in  the  immediate  neighborhood. 
These  tumors,  then,  should  be  considered  as  true 
new  tumors.  Small  tumors  located  by  cystoscope 
after  a  suprapubic  operation  may  have  been  over- 
looked at  the  time  of  the  operation. 

The  author  describes  the  usual  technique,  and 
sees  little  difference  in  choice  between  the  unipolar 


or  Oudin  and  the  bipolar  or  d'Arsonval  currents. 
The  recent  type  of  insulating  cable  with  a  bone  tip 
is  a  distinct  improvement.  The  application  of  the 
current  should  be  to  the  pedicle,  but  in  large  tumor 
masses  this  is  impossible,  when  the  most  easily 
approachable  point  may  as  well  be  attacked  first. 
The  element  of  pain  is  inconsequential.  This  is 
most  evident  when  after  removal  of  a  large  mass 
only  the  base  remains  to  be  sparked.  The  length 
of  the  sittings  depends  largely  on  the  "nervousness" 
of  the  patient,  some  being  most  intolerant  and  others 
quite  the  contrary.  No  serious  complications  have 
been  recorded  following  such  treatment.  Kretsch- 
mer fails  to  see  that  the  current  has  any  definite 
value  as  a  haemostatic.  The  sloughing  fragments 
have  little  value  for  histologic  study,  as  they  stain 
poorly  and  show  loss  of  structure.  There  may  be  a 
marked  reaction  in  the  bladder  wall  following  such 
applications,  and  this  must  be  borne  in  mind  in 
subsequent  cystoscopies. 

The  cases  treated  are  classified  in  four  groups: 
papilloma,  papillary  carcinoma,  carcinoma,  and 
polyps. 

Eighteen  cases  in  all  were  treated  with  uniformly 
good  results  except  in  carcinoma.  In  the  latter, 
three  cases  treated  by  the  spark  alone  experienced 
great  pain  without  beneficial  effect  on  the  growths. 
Three  cases  which  were  operated  upon  suprapubical- 
ly  and  later  sparked  showed  recurrence  and  death 
in  two,  and  one  patient  passed  from  observation. 
The  sex  preponderance  was  twelve  males  and  two 
females,  the  oldest  patient  being  79  years  of  age. 
Frederick  R.  Charlton. 

MISCELLANEOUS 

Ross,  A. :  A  Contribution  to  the  Bacteriology  of  the 
Urinary  Tract  in  Children.  Lancet,  Lend.,  1915, 
clxxxviii,  654. 

The  author  collected  106  catheter  samples  of 
urine  which  have  been  fully  examined  bacteriologi- 
cally.  A  series  of  19  catheter  urines  were  collected 
from  healthy  children  and  incubated.  Of  these  19 
specimens  11  were  sterile  after  from  48  to  72  hours' 
incubation,  while  8  grew  an  organism  which  was 
invariably  a  white  staphylococcus. 

SUMMARY  OF  REACTIONS 

NUMBER  OF   STRAINS   TESTED 

Test  Result 

Action  on  Utmus  milk 4/3  {  j^  Syt\?  '' 

Peptone  water-indol  reaction 4/3  {  Kiddin"'  '°  ^^ 

Action  on  cane  sugar 37  {  ^^id'tTgls  iL^o 

Action  on  neutral  red  broth 11        All  showed  reduction 

The  catheter  specimen  was  collected  in  a  sterile 
tube,  transferred  thence  to  broth  and  to  McConkey 
culture-tubes,  and  24  hours  later  neutral  red  bile 
salt  agar  and  agar  plates  were  made.  All  the  coli 
organisms  produced  acid  and  gas  in   McConkey 
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tubes,  maltose,  mannite,  lactose,  and  dextrose;  grew 
on  gelatin  without  liquefaction,  and  formed  a  red 
colony  on  neutral  red  bile  salt  agar. 

The  indol  reaction  was  found  present  with  great 
frequency  after  the  organism  had  been  grown  three 
or  four  days  in  peptone  water  by  using  the  para- 
dimethylamidobenzaldehyde  method. 

Out  of  43  cases  of  bacillus  coli  infection  7  were 
males  and  36  females. 

The  consensus  of  opinion,  including  the  author's, 
favors  the  view  that  the  infection  is  from  without  and 
due  to  a  direct  passage  of  the  organisms  from  the 
anal  orifice  to  the  vulva,  and  thence  upward  via  the 
urethra  to  the  bladder. 

As  regards  the  blood  stream,  Panton  has  recently 
shown  that  colon  bacilli  may  be  cultivated  from  the 
blood  stream  in  certain  acute  infective  conditions. 

Out  of  40  cases  of  colon  infection  one  showed  a 
true  pyuria;  two  others  revealed  numerous  polymor- 
phonuclear leucocytes  with  a  slight  deposit  on 
centrifugation;  19  examples  showed  a  variable 
number  of  bacilli,  scanty  leucocytes,  or  merely  a 
few  mononuclears;  6  showed  neither  cells  nor  or- 
ganisms in  the  film,  and  the  remaining  12  showed 
bacilli  alone  with  no  cells. 

Autogenous  vaccine  was  used  for  3  patients  with 
bad  pyuria  on  the  surgical  side.  In  all  the  bacilluria 
persisted,  but  the  amount  of  pus  was  diminished  and 
the  clinical  state  underwent  an  improvement 
which  had  not  been  noticeable  previous  to  the  use  of 
vaccines.  Among  the  patients  in  the  medical  wards 
vaccine  treatment  was  but  little  employed,  and  in 
the  cedematous  cases  3  to  5  minims  of  i  in  1,000 
adrenalin  solution,  either  orally  or  hypodermatic- 
ally,  was  particularly  successful;  in  numerous  in- 
stances alkaline  treatment  was  used  with  good  eflfect. 

In  this  investigation  particular  interest  has 
centered  around  certain  cases  of  acute  enteritis  in 
children,  complicated  by  oedema,  the  majority  of 
which  were  found  to  be  subjects  of  a  colon  bacilluria. 
In  this  group  are  included  two  cases  of  bacilluria  due 
to  Day's  paracolon  organism  and  one  to  the  bacillus 
of  Gartner.  In  three  or  four  instances  a  bacillus 
was  isolated  which  was  not  identified  and  which 
some  authors  speak  of  as  a  variety  of  bacillus  coli 
termed  "non-aerogenes." 


In  the  group  of  infections  due  to  bacillus  proteus 
vulgaris  there  were  8  cases  of  summer  diarrhoea 
complicated  by  oedema,  3  others  not  so  complicated, 
and  the  remainder  included  such  varied  disorders  as 
constipation,  bronchopneumonia,  measles,  and  ap- 
pendicitis among  9  girls  and  10  boys.  In  these  the 
chief  diagnostic  point  lay  in  the  isolation  of  a  gram- 
negative  bacillus  with  the  power  of  liquefying  gelatin. 
Five  strains  out  of  1 2  tested  gave  an  indol  reaction. 

Staphylococci  alone  were  isolated  25  times  from 
pathological  urines.  The  diseases  concerned  in- 
cluded oedema  after  enteritis  4,  enuresis  2,  un- 
complicated acute  enteritis  i;  other  examples  were 
multiple  arthritis,  acute  mastoid,  cystitis,  acute 
nephritis,  purpura,  spasm  of  the  sphincter  vesicae, 
pneumonia,  and  pleurisy. 

Various  media  were  used  with  the  following  results : 

Gelatin  slope — 

19  strains:  no  liquefaction 
6  strains:  liquefaction 
Litmus  milk — 

13  strains:  acid 

10  strains:  acid  and  clot 

2  strains:  no  change 
Maltose — 

All  acid 
Mannite — 

22  strains:  no  change 

3  strains:  acid  (usually  slight) 
Red  broth- 
Out  of  II  strains  tested  reduction  occurred  in  3. 

Out  of  these  25  urinary  white  staphylococci  3 
strains  gave  the  reactions  of  streptococci  epidermitis 
albus,  II  those  of  "a  staphylococcus  sometimes 
found  on  the  skin,"  and  10  other  strains  were 
slightly  atypical,  according  to  the  Gordon  test. 

In  rheumatoid  arthritis  the  author  quotes  Warren 
Crowe,  who  has  isolated  an  organism  named  micro- 
coccus deformans. 

Fourteen  specimens  of  urinary  staphylococci 
were  examined  as  to  the  nature  of  the  colony 
produced  on  neutral  red  egg,  with  the  result  that 
only  one  proved  to  be  micrococcus  deformans.  The 
use  of  neutral  red  egg  seems  to  be  the  crucial  test 
for  the  presence  of  micrococcus  deformans,  as  agar 
is  useless  for  this  purpose.  Theo.  Drozdowitz. 
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Kellogg,  F.  B.:  Cataract  Extraction  with  Pre- 
liminary Iridectomy,  Irrigation,  and  Discis- 
sion.    J.  Ophth.,  Otol.  &  Laryngol.,  1915,  xxi,  136. 

Kellogg  has  adopted  preliminary  iridectomy, 
irrigation  of  the  anterior  chamber  following  extrac- 
tion, and  discission  of  the  posterior  capsule  about  a 
month  later,  as  a  routine  practice.  The  preliminary 
iridectomy  and  the  discission  are  done  on  the 
principle  that  the  one  adds  a  few  chances  to  the 
safety  of  the  operation  and  the  other  adds  appre- 
ciably to  the  resulting  vision. 

In  unripe  cataracts  a  preliminary  capsulotomy 
facilitates  a  separation  between  the  cortex  and  cap- 
sule, with  the  result  that  upon  extraction  the  lens 
slips  out  without  leaving  much  cortical  substance 
behind.  This  procedure,  coupled  with  irrigation, 
shortens  the  period  of  impaired  vision. 

The  author  reports  42  cases,  34  of  which  recovered 
with  practically  normal  vision.       G.  D.  Theobald. 

Clark,  J.  S. :  Some  Experiences  with  the  Intranasal 
Partial  Resection  of  the  Tear  Sac.  /.  Ophth.  y 
Oto-Laryngol.,  1915,  x,  71. 

Clark  enumerates  some  contra-indications  to 
this  operation.  Among  general  conditions  contra- 
indicating  local  anaesthesia,  certain  anatomic  varia- 
tions rendering  the  operation  difficult,  sinusitis, 
and  ozoena,  are  mentioned.  The  indications  for  the 
operation  are:  stenosis  of  the  nasal  duct,  dacryo- 
cystitis of  all  forms.  The  history  of  the  operation 
refers  to  the  work  of  Caldwell,  Killian,  Passow,  and 
West. 

He  discusses  the  necessity  for  a  preliminary 
resection  of  the  septum  in  cases  of  deflection  and 
for  removing  the  anterior  end  of  the  middle  turbin- 
ate when  it  protrudes  over  the  torus  lachrymalis. 
The  steps  in  the  operation,  as  outlined  by  West, 
consist  in  elevating  the  mucoperiosteum  so  as  to 
bring  the  torus  lachrymalis  into  view,  indicating  the 
location  of  the  sac.  The  sac  is  covered  here  by  the 
nasal  process  of  the  superior  maxillary  and  the  paper 
plate  of  the  lachrymal  bone.  A  sound  in  the  sac 
helps  orient  one  and  aids  in  seizing  the  sac  wall  for 
window  resection.  W.  G.  Reeder. 

Gifford,  H.:  A  Method  of  Destroying  the  Lach- 
rymal Sac  in  Chronic  Dacryocystitis.  Ophth. 
Rec,  1915,  xxiv,  22. 

A  low  2  per  cent  cocaine  solution  with  adrenalin 
is  injected  deeply  into  the  tissues  about  the  sac. 
The  sac  is  exposed  and  incised  vertically  for  three- 
eighths  of  an  inch,  including  most  of  the  palpebral 
ligament,  the  incision  beginning  one-fourth  of  an 
inch  from  the  caruncle,  care  being  taken  not  to 
squeeze  out  the  sac  prior  to  incision,  as  it  is  easier  to 


locate  when  distended.  A  grooved  probe  is  then 
introduced  into  the  sac,  the  incision  extended  one- 
fourth  of  an  inch  farther,  and  the  sac  packed  with  a 
narrow  strip  of  iodoform  gauze.  The  haemorrhage 
is  arrested,  and  the  sac  is  wiped  out  with  cotton,  and 
zinc  ointment  applied  about  the  external  incision. 
The  lips  of  the  wound  are  then  separated  down  to 
the  sac  incision  and  two  or  three  drops  of  trichlorace- 
tic acid  (full  strength)  put  into  the  cavity,  which  is 
previously  treated  with  a  crystal  of  cocaine.  Every 
part  of  the  interior  is  scrubbed  with  a  cotton  swab, 
wiped  dry  and  again  swabbed  with  trichloracetic 
acid  and  thoroughly  dried.  It  is  irrigated  with  a 
cleansing  solution  and  lightly  filled  with  aristol 
powder.  The  skin  about  the  wound  is  treated  with 
zinc  ointment  and  a  light  moist  dressing  applied. 
The  first  dressing  is  left  on  48  hours.  The  opera- 
tion may  be  done  in  two  stages,  the  first  day's 
work  consisting  of  opening  and  packing  the  sac  and 
the  second  day  continuing  the  above  procedure. 

Of  40  cases  treated  in  this  manner  only  3  had  a 
slight  discharge,  which  subsided  after  slitting  both 
canaliculi  and  applying  the  galvano-cautery  to 
the  pocket  formed.  C.  A.  Maghy. 

Crigler:  Epibulbar  Sarcoma  with  Microscopic 
and  Macroscopic  Sections.  Arch.  Ophth.,  1915, 
xliv,  41. 

Crigler  removed  a  tumor  from  the  left  eye  of  a 
74-year-old  patient,  which  on  examination  proved 
to  be  a  mixed-cell  melanotic  sarcoma.  The  eye 
was  enucleated  to  prevent  further  extension.  In 
reporting  the  case  Crigler  emphasizes  the  compara- 
tive rarity  of  such  tumors,  their  malignant  nature, 
and  the  necessity  of  radical  treatment.  He  says 
that  Verhoeff  and  Loring  made  an  exhaustive  study 
of  the  subject  up  to  1903,  and  that  according  to 
them  Holmes  found  3  cases  of  sarcoma  of  the  con- 
junctiva in  1878  among  20  eye  cases,  Adamuch 
3  in  16,000,  and  they  themselves  2  in  44,719.  The 
records  of  the  Manhattan  Eye,  Ear,  and  Throat 
Hospital  show  4  out  of  100  cases,  while  there  were 
100,000  cases  of  other  conjunctival  affections.  The 
author  asserts  that  the  tendency  of  these  tumors 
is  to  recur  locally  when  removed,  and  cites  the  73 
cases  examined  by  Verhoeff  and  Loring,  showing 
that  of  53  treated  by  primary  abscission,  36  had 
recurrences  in  from  one  to  several  years'  time. 
Bad  complications  observed  in  these  36  cases  result- 
ing in  general  metastases,  and  death  in  several  in- 
stances, while  the  12  cases  subsequently  reported, 
showing  rapid  recovery  and  no  recurrences  following 
enucleation  or  exenteration,  are  shown  by  the  author 
to  be  convincing  evidence  that  epibulbar  sarcomata 
should  be  radically  dealt  with.  C.  A.  Maghy. 
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Bednarski,  A.:  Decompression  Operations  in 
Diseases  of  the  Optic  Nerves.  Arch.  Ophlh., 
1915,  xliv,  S3. 

Bednarski  reports  6  cases  of  diseases  of  the  optic 
nerve  in  children,  in  which  decompressive  operations 
were  performed  with  the  following  five  beneficial 
results: 

Case  I.  Rotary  nystagmus,  divergent  strabis- 
mus, post-neuritic  optic  atrophy  with  oxycephalia; 
colossal  puncture;  improved  vision.  Patient  6  years 
old. 

Case  2.  Age  9  years.  Bilateral  choked  disc, 
paralysis  right  facial  nerve;  decompressive  trephin- 
ing was  followed  by  convulsions,  coma,  and  vertigo 
ten  days  after  operation.  Three  weeks  later  colos- 
sal puncture  and  diminished  swelling  of  discs  was 
followed  by  paralysis  of  the  left  upper  extremity, 
cerebral  prolapse,  and  death. 

Case  3.  Age  11  months.  Amblyopia  with  con- 
genital chronic  hydrocephalus;  two  lumbar  punc- 
tures with  no  result,  followed  iDy  colossal  puncture 
with  improved  vision  and  better  general  condition. 

Case  4.  Age  4  months.  Amaurosis,  rotary 
nystagmus,  congenital  internal  chronic  hydro- 
cephalus; lumbar  puncture  with  no  improvement; 
second  lumbar  puncture  caused  slight  improvement; 
colossal  puncture,  followed  by  improved  general 
condition  and  no  nystagmus. 

Case  5.  Age  8  years.  Neuritic  optic  atrophy, 
acquired  internal  hydrocephalus;  colossal  puncture; 
improved  vision. 

Case  6.  Age  5  years.  Congenital  hydroceph- 
alus; three  unsuccessful  lumbar  punctures. 

The  author  concludes  that  acquired  hydrocephalus, 
oxycephalus,  congenital  hydrocephalus,  and  brain 
tumor  indicate  decompressive  operations,  and  adds 
that  the  value  of  the  operation  in  oxycephalus  can- 
not be  determined  yet  with  our  limited  experience, 
and  that  in  severe  cases  of  hydrocephalus  the  chil- 
dren usually  die.  In  none  of  the  above  cases  were 
there  complications  or  elevations  of  temperature 
following  the  operations.  C.  A.  Maghy. 

EAR 

Sawrey,  E.  R. :  Notes  on  the  Causation  and  Diagno- 
sis of  Suppurative  Otitis.  Med.  J.  Austral.,  1915, 
i,  286. 

As  to  causation,  adenoid  tissue,  especially  in  the 
fossa  of  Rosenmilller,  is  mentioned  as  of  prime  im- 
portance. 

As  to  diagnosis,  a  routine  inspection  of  the  ear 
drums  should  be  made  in  all  acute  infectious  diseases 
and  whenever  an  infant  is  restless,  fretful,  and 
feverish. 

As  to  treatment,  every  bulging  drum  should  be 
incised  and  if,  after  a  fortnight,  the  discharge  does 
not  abate,  or  earlier  if  there  is  a  recurrence  of  symp- 
toms of  pain,  fever,  etc.,  a  mastoid  operation  should 
be  performed.  There  is  more  danger  in  delay  than 
in  the  performance  of  the  operation. 

In  chronic  suppurating  ears,  the  radical  operation 


should  be  performed  if  the  patient  experiences  fre- 
quent attacks  of  headache,  dizziness,  and  nausea, 
or  if  he  is  to  go  where  he  cannot  be  kept  under  the 
observation  of  a  competent  aurist. 

Otto  M.  Rott. 

Huntington,  W.  H.:  Case  of  Latent  Mastoiditis 
with  Sinus  Thrombosis.  Virg.  M.  Semi-Month., 
191S,  xix,  533. 

The  title  is  a  trifle  misleading,  as  the  report  shows 
the  case  to  have  been  one  of  acute  mastoiditis  and 
sinus  thrombosis  due  to  an  acute  exacerbation  of  a 
chronic  suppurative  otitis. 

The  interesting  feature  of  the  case  is  the  fact  that 
the  symptoms  of  sinus  thrombosis  did  not  appear 
until  after  the  operation  of  simple  mastoidectomy, 
and  then  they  were  of  such  a  character  —  a  rise 
of  temperature  to  100°  or  so  every  day  at  the  same 
time  and  the  general  condition  remaining  so  good  — 
that  the  author  felt  that  there  was  present  a  chronic 
malarial  affection.  Five  days  after  the  mastoidec- 
tomy, when  the  patient  exhibited  more  evidences  of 
sepsis,  the  sinus  was  opened  and  the  clot  removed. 

Otto  M.  Rott. 

Davis,  E.  D. :  A  Post-Mortem  Specimen  of  a  Radical 
Mastoid  Operation  Performed  Six  Months 
Before  Death,  to  Illustrate  Secondary  Auditory 
Tuberculosis  in  an  Adult.  Proc.  Roy.  Soc.  Med., 
1915,  viii,  Otol.  Sect.,  34. 

Four  months  before  death  the  mastoid  cavity  was 
examined  and  found  satisfactory.  At  post-mortem 
the  middle  fossa  dura  mater  was  found  to  be 
thickened,  and  the  exposed  area  covered  by  tuber- 
culous granulation  tissue.  The  petrous  bone  below 
the  dura  and  surrounding  the  opening  made  at  the 
operation  was  necrosed.  Otto  M.  Rott. 

Coulter,  C.  F.,  and  Pierce,  G.  H.:  The  Bacteriology 
of  the  Eustachian  Tube.  J.-Lancet,  1915,  xxv, 
177. 

The  authors  attempt  to  prove  or  disprove  the 
theory  that  the  eustachian  tube  serves  merely  as  a 
drain  for  the  middle  ear,  or  performs  a  more  delicate 
and  special  function  of  maintaining  a  sterile  positive 
or  negative  pressure  in  the  middle  ear.  They  also 
try  to  throw  some  light  on  the  predisposing  etiology 
and  pathology  of  catarrhal  affections  of  the  middle 
ear  and  tube,  of  suppurative  otitis  media  and 
otosclerosis.  They  describe  the  method  of  obtaining 
cultures  from  the  tube  and  the  results  obtained.  A 
sterile  silver  catheter  is  sealed  at  the  proximal  end 
with  a  film  of  collodion  in  the  same  manner  as  a 
fiber  (Weber-Liel)  catheter  is  sealed.  The  distance 
to  the  isthmus  is  marked  on  the  latter.  With  the  aid 
of  the  nasopharyngoscope,  the  silver  catheter  is 
introduced  into  the  tube  mouth  and  the  fiber  catheter 
passed  through  it  to  the  isthmus,  breaking  the 
collodion  seal  on  the  way.  Through  the  latter  a 
sterile  cotton-wound  Yankauer  applicator  can  be 
passed  to  any  desired  point  in  the  tube  and  the 
culture  obtained. 
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Five  cases  of  catarrhal  otitis  were  examined  in 
this  manner  and  the  tubes  on  each  side  of  each  case 
were  found  to  be  sterile. 

Two  cases  of  middle-ear  suppuration  were  found 
to  have  sterile  tubes,  and  the  conclusion  was  reached 
from  this  evidence  that  the  tubes  were  not  perform- 
ing the  function  of  drainage. 

In  seven  cadavers,  who  died  from  other  than  ear 
causes,  the  middle  ears  were  found  sterile. 

The  authors  conclude  from  these  cases  that  the 
theory  that  middle-ear  suppurations  are  caused,  or 
their  continuance  favored,  by  infection  received 
through  the  agency  of  the  tube  is  false. 

George  M.  Coates. 

Gray,  A.  A.,  Wingrave,  W.,  Cheatle,  A.,  and  Others: 
General  Discussion  on  Tuberculosis  of  the 
Auditory  Apparatus.  Proc.  Roy.  Soc.  Med.,  1915, 
viii,  Otol.  Sect.,  35. 

Gray  admitted  that  he  occasionally  judged  a 
case  by  the  result;  if  the  patient  improved  he  con- 
cluded that  tuberculosis  was  not  present. 

WiNGRAVE  said  that  tubercle  bacilli  were  rarely 
found  in  the  discharge  except  in  the  acute  cases. 
In  the  chronic  cases  there  were,  however,  acid-fast 
bacilli  having  a  striking  resemblance  to  tubercle 
bacilli,  but  they  differed  in  readily  yielding  the 
fuchsin  to  alcohol  after  differentiating  in  H2SO4. 
They  also  varied  considerably  in  shape,  and  while 
they  grew  readily  on  agar,  they  lost  their  acid-fast 
property. 

In  curettage  material  giant  cells  or  bacilli  were 
easily  seen.  Giant  cells  are  very  common  in  chronic 
tuberculosis,  but  rare  in  acute. 

The  author  advises  the  use  of  picrofuchsin  in- 
stead of  the  Ziehl-Neelsen  method. 

Cheatle  stated  that,  in  his  opinion,  the  cases  of 
tuberculosis  of  the  temporal  bone  in  infants  were 
generally  bovine  in  origin,  and  that  the  infection 
was  due  to  milk  and  occurred  through  the  eustachian 
tube. 

West  said  that  he  believed  the  greatest  point 
against  the  prospects  of  recovery  from  tuberculosis 
of  the  temporal  bone  was  a  secondary  infection,  be- 
cause the  majority  of  the  cases  in  adults  which  he 
had  seen  recover  had  had  no  perforation,  and  he 
had  never  seen  a  chronically  open  case  of  tubercu- 
losis of  the  ear  in  an  adult  recover. 

Stuart-Low  spoke  of  some  points  in  the  surgery 
of  tuberculous  ear  disease.  He  was  in  favor  of 
operating  on  the  throat  first  and  removing  the  septic 
tonsils  and  adenoids,  thus  preventing  re-infection  of 
the  aural  cavity  after  the  mastoid  operation.  If 
there  is  an  acute  mastoiditis,  however,  this  must 
first  be  attended  to.  For  removing  the  discharge 
from  the  aural  cavity,  before,  during,  and  after 
operation,  he  employs  suction. 


Grant  was  not  in  favor  of  using  tuberculin  as  a 
diagnostic  aid,  because  he  said  there  was  nothing 
worse  than  setting  up  a  focal  reaction  in  a  bone 
which  was  so  close  to  the  meninges. 

HoRNE  referred  to  several  factors  in  favor  of  the 
bovine  origin  of  tuberculous  disease  of  the  ear. 

Lake  said  that  in  adult  aural  tuberculosis  the 
chance  of  recovery  varied  inversely  with  the  acute- 
ness  of  the  chest  trouble.  It  is  not  wise  to  operate 
on  the  ears  when  there  is  active  lung  trouble. 

Otto  M.  Rott. 

Fraser,    J.    S.:     Tubercular   Disease   of   the   Ear. 

Proc.  Roy.  Soc.  Med.,  1915,  viii,  Otol.  Sect.,  17. 

The  author  reports  3  cases  as  follows: 

1.  Guinea  pigs  inoculated  from  lymphatic  glands 
removed  from  back  of  the  ear  showed  definite 
tuberculosis.  Granulation  tissue  from  the  ears 
showed  small  tubercular  areas.  The  photomicro- 
graphs showed  a  comparatively  early  stage  of  tuber- 
culous disease  of  the  ear.  The  labyrinth  involve- 
ment through  the  oval  and  round  windows  was  just 
beginning. 

2.  In  the  second  case  the  photomicrographs 
showed  advanced  tubercular  disease  of  the  ear. 
There  had  been  extensive  necrosis  of  the  outer  wall 
of  the  vestibule  and  also  in  the  region  of  the  semi- 
circular canals.  The  eustachian  tube  was  not 
recognizable  and  the  tuberculous  process  had  reached 
the  wall  of  the  internal  carotid  artery. 

3.  The  photomicrographs  of  the  third  case  showed 
a  fibro-ossifying  type  of  tubercular  disease.  A  con- 
siderable tendency  was  shown  toward  spontaneous 
cure  of  labyrinthitis  by  the  formation  of  granulation 
and  fibrous  tissue  in  the  cochlea  and  vestibule,  and 
its  subsequent  conversion  into  new  bone. 

Two  groups  of  experiments  were  made  as  follows : 

1.  In  9  cases  the  following  organisms  were  in- 
jected through  the  tympanic  membranes  of  guinea 
pigs:  staphylococcus  aureus,  i;  streptococcus 
pyogenes,  2;  pneumococcus,  i;  bacillus  coli,  2; 
bacillus  proteus,  i;  bacillus  of  distemper,  2.  In 
only  4  out  of  the  9  cases  was  otitis  media  found  to 
be  present  in  the  inoculated  tympanic  cavity  at 
the  post-mortem,  and  in  no  case  was  labyrinth 
suppuration  discovered  on  subsequent  examination. 

2.  In  five  guinea  pigs  the  tubercle  bacillus  was 
employed  for  inoculation :  in  4  cases  in  pure  culture 
and  in  one  in  combination  with  the  staphylococcus 
aureus.  In  only  one  of  the  5  cases  was  there 
failure  to  produce  otitis  media;  in  one  case  there  was 
otitis  media  and  slight  serous  labyrinthitis;  tubercle 
bacilli  were  present  in  the  middle  ear  pus.  In  the 
other  3  cases  there  was  tuberculous  otitis  media 
and  labyrinthitis  —  the  inner  ear  being  invaded 
through  the  oval  and  round  windows.  Seven 
illustrations  show  these  changes.     Otto  M.  Rott. 
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Jobson,  G.  B.:  Trifacial  Neuralgia  from  Nasal  and 
Accessory  Sinus  Disease.  Penn.  M.  J.,  1915, 
xviii,  448. 

Jobson  calls  attention  to  the  great  diflference 
of  opinion  existing  among  medical  men  relative  to 
the  pathology  and  treatment  of  this  most  painful 
affection.  For  years  physicians  have  tried  to  find 
some  means  of  giving  permanent  relief  to  these 
sufferers  and  treatment  has  varied  according  to 
changing  ideas  of  the  cause  and  pathology  of  the 
disease.  It  is  known  that  certain  constitutional 
conditions  may  cause  neuralgia  of  the  trigeminal 
nerve,  but  the  present  discussion  is  limited  to  trifa- 
cial neuralgia,  the  result  of  intranasal  and  accessory 
sinus  disease.  Trifacial  neuralgia  is  a  disease  of  a 
sensory  branch  or  branches  of  the  trifacial  nerve  or 
its  peripheral  distribution,  manifested  by  pain  of 
a  severe,  darting,  or  throbbing  character,  the  seat 
of  the  pain  being  practically  always  constant. 
The  author  disagrees  with  the  opinion  of  the  major- 
ity of  observers  that  only  a  small  number  of  cases 
are  due  to  peripheral  irritation,  and  he  thinks  the 
nasal  chambers  and  accessory  sinuses  are  a  frequent 
and  unrecognized  cause  in  many  cases. 

Aside  from  sinusitis  hypertrophy  of  the  turbi- 
nates, especially  the  middle,  is  the  most  frequent 
cause  of  this  disease.  Spurs,  ridges,  and  deflec- 
tions pressing  on  the  turbinates  act  in  a  like  manner. 
Neuralgia  from  maxillary  sinusitis  in  not  as  com- 
mon as  from  frontal  sinusitis,  because  there  is  rarely 
as  much  pressure  from  contained  secretion  in  the 
former  as  in  the  latter.  Infra-orbital,  supra- 
orbital, and  dental  neuralgia  are  not  uncommon  in 
antral  disease,  however.  In  chronic  empyema  of 
the  maxillary  sinus  the  pain  may  resemble  migraine 
or  be  limited  to  the  surface  of  the  antrum.  Supra- 
orbital neuralgia  is  frequent  in  all  forms  of  frontal 
sinusitis,  but  neuralgia  of  sphenoidal  origin,  al- 
though possibly  often  overlooked,  is  thought  to  be 
not  so  common.  Ethmoiditis  more  often  causes 
headache  than  neuralgia,  but  cases  of  the  latter 
are  not  rare.  Localization  of  the  seat  of  the  disease 
is  vague  and  uncertain  if  dependence  is  placed  on 
the  seat  of  pain.  George  M.  Coaxes. 

Beck,  J.  C:  Ultimate  Results  of  Operations  for 
Chronic  Sinus  Disease,  Chronic  Tonsillar  and 
Tonsillar  and  Adenoid  Disease,  and  Chronic 
Diseases  of  the  Middle  Ear.  J.  Ophth.  &■  Oto- 
Larynogl,  1915,  x,  41. 

In  the  second  installment  of  this  article  the  author 
takes  up  the  consideration  of  chronic  suppurative 
sinus  disease,  and  concerning  the  antrum  of  High- 


more  states  that  if  the  condition  is  due  to  infected 
teeth  or  alveolar  necrosis  and  this  is  attended  to 
there  is  prompt  recovery  from  the  chronic  suppura- 
tion after  very  little  or  no  treatment  to  the  antrum 
proper. 

If  there  are  marked  degenerative  changes  of  the 
lining  membrane  of  the  antrum  with  the  possibility 
of  necrosis  of  the  underlying  bone,  more  radical 
measures  are  employed.  At  first  the  natural  opening 
in  the  middle  meatus  is  enlarged,  through  which 
subsequent  treatment  is  carried  out,  but  50  per  cent 
of  cases  require  more  radical  work.  After  doing 
the  Caldwell-Luc  or  Canfield  operation  or  following 
the  suggestion  of  Skillern  and  resecting  the  bony 
angle  of  the  aperture  pyradormis,  another  40  per  cent 
get  well.  In  the  other  10  per  cent  there  should  be 
complete  obliteration  by  the  removal  of  most  of  the 
anterolateral  wall  of  the  superior  maxilla  as  far 
around  as  the  zygomatic  fossa,  thoroughly  removing 
all  the  lining  membrane,  thoroughly  curetting  the 
remaining  bony  walls,  and  stimulating  the  granula- 
tions until  the  cavity  is  filled  out.  Concerning 
chronic  ethmoidal  suppuration,  the  author  states 
that  while  in  a  goodly  number  of  cases  the  end- 
results  are  very  satisfactory,  in  the  majority  of  in- 
stances, after  all  has  been  done  that  is  possible,  there 
is  always  a  little  purulent  discharge  which  is  much 
increased  with  every  attack  of  acute  rhinitis. 

About  75  per  cent  of  frontal  sinus  cases  are  cured 
by  the  procedure  suggested  by  Mosher  of  opening 
through  the  floor  of  the  sinus  at  the  time  of  doing 
the  ethmoidal  exenteration.  The  remaining  25  per 
cent  require  the  external  osteoplastic  flap  operation. 
Of  these,  30  per  cent  are  cured  by  simply  removing 
the  polypi  and  retaining  the  membrane.  The  other 
70  per  cent  require  the  removal  of  lining  membrane 
but  retention  of  the  osteoplastic  flap,  except  in  two 
cases,  which  required  removal  of  the  anterior  bony 
wall. 

As  to  the  end-results  from  the  Killian  operation 
which  the  author  performed  in  former  years,  in  every 
instance  a  complete  cure  of  suppuration  was  ob- 
tained, but  with  unnecessary  external  deformity. 

Sphenoid  cases  gave  best  results  following  opera- 
tion, since  that  meant  nothing  more  than  dropping 
the  bottom  out  of  the  cavity.  Cures  are  almost 
universal. 

Concerning  the  end-results  following  operation 
for  chronic  non-suppurative  sinus  disease,  almost 
every  case  was  cured  of  local  symptoms  of  nasal 
obstruction  and  headache.  The  author  was  not  so 
fortunate  in  curing  the  neuralgias  nor  the  general 
neurotic  conditions,  although  in  most  of  the  cases 
they  were  improved.  Sneezing  followed  by  rhinor- 
rhoea  is  relieved  but  not  cured.     Asthmatic  attacks 
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are  often  reduced  in  frequency  and  severity,  but 
they  seldom  disappear.  The  relief  from  ocular 
symptoms  is  one  of  the  most  striking  results 
noticed.  The  sense  of  smell  and  taste  almost  regu- 
larly return.  As  to  symptoms  referable  to  spheno- 
palatine ganglion  irritation,  the  best  results  have 
been  obtained  from  medicating  the  sinuses  with 
I  percent  phenol,  as  suggested  by  Sluder,  or  injecting 
the  ganglion  and  the  other  branches  of  the  fifth,  even 
the  gasserian  ganglion  in  severe  pain,  by  i  per  cent 
phenol  in  alcohol. 

Concerning  operative  measures  in  cases  of  chronic 
adhesive  inflammation  of  the  middle  ear,  the  author 
states  that  he  has  records  of  i8  cases  of  ossiculectomy 
and  9  cases  of  radical  mastoid  performed  for  this 
condition  and  results  were  absolutely  negative. 
These  procedures  are  not  used  now  for  this  con- 
dition. 

During  the  author's  first  five  years  of  special  work 
he  performed  nearly  50  ossiculectomies  for  the 
relief  of  chronic  suppuration,  of  which  nearly  all 
were  benefited.  Seven  cases  operated  upon  between 
1903  and  1905  have  to  this  day  remained  normal. 
The  remaining  cases  were  operated  upon  by  the 
radical  method  or  still  continue  to  suppurate. 

The  cessation  of  the  discharge  depends  a  great 
deal  upon  the  underlying  pathological  conditions  of 
the  temporal  bone,  but  in  simple  necrosis  of  the 
mastoid  with  osteofibrosis  the  result  of  the  radical 
mastoid  operation  is  rapid  and  complete  cure,  and 
epidermization  is  smooth  and  uninterrupted  While 
the  hearing  is  not  destroyed,  it  is  not  improved. 

As  to  the  Heath  or  semiradical  method,  the 
author  has  records  of  17  children  up  to  the  age  of 
10  who  have  been  completely  cured,  with  normal 
hearing  retained,  and  of  34  Heath  operations  from 
that  age  up  to  50  with  not  a  single  permanent  cure 
from  the  discharge. 

The  Bondy  operation  (entering  the  attic  without 
injuring  the  annulus  tympanicus  or  disturbing  any 
portion  of  the  ossicular  chain)  was  performed  twice 
with  resulting  normal  hearing  but  not  a  dry  ear. 

In  a  small  number  of  children  the  suggestion  of 
Phillips  was  followed  (do  the  simple  operation,  drain 
posteriorly,  and  allow  the  cavity  to  heal  without 
taking  away  the  posterior  canal  wall)  and  results 
were  as  good  as  those  in  which  the  Heath  operation 
was  performed. 

As  to  the  Yankauer  operation,  the  author  has 
had  but  one  cure  out  of  19  cases  in  which  it  was 
used.  Otto  M.  Rott. 

Posey,  W.  C. :  Report  of  an  Unusually  Large  Muco- 
cele   of    the    Frontal    and    Ethmoidal    Cells. 

Ophth.  Rec,  1915,  xxiv,  116. 

The  patient,  a  woman  69  years  of  age,  was  first 
examined  November  25,  19 14,  for  a  supposed  growth 
of  the  left  orbit.  There  were  two  lumps  the  size 
of  beans  just  below  the  brow,  which  coalesced  and 
formed  a  marked  prominence,  displacing  the  eye 
outward  and  downward.  There  was  no  pain  or 
evidence  of  inflammation,  or  any  appreciable  de- 


rangement of  vision.  She  gave  a  history  of  having 
had  nasal  catarrh  several  years  before  but  had  not 
been  troubled  since.  Uncorrected  vision  was  5/7.5 
in  the  right,  5/9  in  the  left.  The  fields  of  vision 
were  normal.  The  proptosis  of  the  left  eye  was 
about  1.5  cm.  in  advance  of  the  right. 

The  periocular  swelling  eventually  reached  the 
size  of  a  hen's  egg  and  was  cystic  to  the  touch. 
The  rhinological  examination  showed  a  large  cystic 
mass  that  had  apparently  destroyed  the  orbital 
wall  of  the  frontal  sinus.  The  left  nasal  fossa  was 
free,  although  the  lateral  wall  seemed  more  prom- 
inent than  usual  in  the  agger  nasi  region.  Trans- 
illumination of  the  antrum  was  negative.  The 
X-ray  report  was  that  the  supra-orbital  ridge  was 
completely  absorbed  and  the  sinus  enlarged  upward 
on  the  frontal  bone. 

An  external  operation  was  performed  with  the 
incision  through  the  brow  and  the  sac  exposed,  the 
walls  of  which  were  found  to  be  composed  of  thick- 
ened periosteum,  which  was  filled  with  the  frontal 
sinus  contents.  The  bone  of  the  anterior  wall  and 
floor  of  the  sinus  had  entirely  eroded  away,  and  the 
ethmoid  cells  were  exposed  on  the  removal  of  this 
sac.  These  were  partially  exenterated  and  drainage 
established  into  the  nose.  The  posterior  wall  was 
also  eroded  and  the  meninges  were  separated  from 
the  sinus  only  by  the  periosteum.  Healing  was 
prompt  and  without  incident.  In  two  weeks  the 
wound  was  closed  and  the  excursions  of  the  eye  were 
normal.  Uncorrected  vision  was  now  5/7.5  in 
each  eye.  George  M.  Coaxes. 

THROAT 

Savage,  -M.  M.:  Systemic  Infections  for  Which 
the  Tonsil  is  Held  Responsible  and  Control  of 
Haemorrhage  During  Tonsillectomy.  Mary- 
land M.  J.,  1915,  Iviii,  27. 

The  author  cites  the  following  general  infections 
for  which  the  tonsil  is  held  responsible.  Chronic 
arthritis,  endocarditis,  pericarditis,  chorea,  acute 
and  chronic  nephritis,  neuritis,  osteomyelitis, 
appendicitis,  peritonitis,  cervical  adenitis,  chronic 
toxaemias,  acute  and  chronic  ear  conditions. 

The  following  indications  for  tonsillectomy  are 
mentioned: 

1.  Large  adenoids,  even  with  small  tonsils,  when 
they  show  some  evidence  of  disease. 

2.  Recurrent  attacks  of  tonsillitis  or  peritonsillar 
abscess. 

3.  Hypertrophied  tonsils  when  they  are  large 
enough  to  cause  improper  oxygenation. 

4.  Ear  complications. 

5.  Impairment  of  voice  and  speech. 

6.  Systemic  infections. 

7.  Chronic  coughs,  bronchial  affections,  and  in- 
terference with  the  general  development  of  the  child. 

8.  Enlarged  cervical  glands. 

The  author  mentions  three  reasons  why  the 
operation  has  fallen  into  disrepute: 

I.  Removal  of  the  tonsils  without  a  definite  indi- 
cation. 
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2.  Tonsil  tissue  still  present  or  return  of  symp- 
toms for  which  the  operation  was  done  after  the 
tonsils  were  supposed  to  have  been  removed. 

3.  Danger  of  the  operation. 

As  to  the  first,  it  stands  to  reason  that  there  should 
be  no  operation  without  an  indication. 

As  to  the  second,  there  can  be  no  return  of  symp- 
toms if  the  tonsil  has  been  completely  enucleated  in 
the  capsule. 

As  to  the  danger  of  the  operation,  this  is  conceded, 
especially  the  danger  from  haemorrhage,  and  it  is 
upon  this  point  that  the  author  dwells,  urging  that 
the  bleeding  points  be  caught  with  forceps  and  that 
ligation  be  done  just  as  in  abdominal  surgery,  not 
relying  upon  pressure  to  stop  the  bleeding. 

Otto  M.  Rott. 

Balfour,  D.  C:   Tonsillectomy  in  Children.     Ann. 
Surg.,  Phila.,  1915,  Ixi,  257. 

The  author  removes  tonsils  by  introducing  the 
index-finger  behind  the  posterior  pillar  of  the  tonsil 
and  by  firm  pressure  puts  the  anterior  pillar  on  the 
stretch.  Then  with  blunt  dissecting  scissors  or 
tissue  forceps  the  pillar  is  well  freed  from  the  ante- 
rior surface  of  the  tonsil,  and  by  continuing  the 
pressure  from  behind  the  tonsil  is  forced  well  for- 
ward and  grasped  with  a  tenaculum.  With  this 
the  tonsil  is  turned  over  and  the  posterior  pillar 
exposed  and  freed  by  blunt  dissection.  The  supe- 
rior pole  is  then  enucleated  from  the  superior  tonsil- 
lar fossa  and  the  tonsil  rolled  out  of  its  bed  by  blunt 
dissection.  Otto  M.  Rott. 

Thomson,   St.  C:    Intrinsic  Epithelioma  of  the 
Larynx    One    Month    After    Laryngofissure. 

Proc.  Roy.  Soc.  Med.,  1915,  viii,  Laryngol.  Sect.,  2)3- 

In  this  case  the  whole  of  the  left  vocal  cord  was 
shown  to  be  replaced  by  a  red,  knobby,  ulcerating 
infiltration. 

At  the  operation  the  growth  was  found  to  be 
limited  to  the  central  three-fifths  of  the  cord,  which 
was  clipped  out  intact,  including  the  vocal  process 
of  the  arytenoid. 

The  pathologist's  report  showed  that  posteriorly 
the  growth  had  spread  right  up  to  the  line  of 
excision  in  the  subglottic  area,  and  another  opera- 
tion was  performed  and  a  sweep  of  tissue  in  this 
area  removed,  which  showed  microscopically  that 
it  was  the  end  of  the  malignant  growth.  A  week 
later  the  patient  was  able  to  walk  out  of  doors. 

Concerning  the  technique  of  the  operation,  the 
author  states  that  the  line  of  incision  was  injected 
with  eudrenine,  a  mixture  of  adrenalin  and  eucaine. 
Chloroform  was  also  used.  The  incision  was  carried 
down  to  expose  the  thyroid  and  trachea,  and  be- 
cause of  the  preliminary  injection  of  eudrenine,  no 
vessel  required  tying  and  only  one  had  to  be 
clamped.  Before  opening  the  trachea  it  was 
stabbed  with  a  hypodermic  needle  and  a  2  per  cent 
solution  of  cocaine  was  injected.  This  abolished 
the  spasm  which  is  wont  to  occur  on  opening  the 
trachea,  causing  a  spurt  of  blood  and  mucus.     After 


waiting  a  little  while  tracheotomy  was  done  and  the 
tube  inserted  without  any  reaction.  The  thyroid 
was  then  split  and  a  tethered  sponge  inserted  to 
prevent  blood  getting  into  the  air  passages.  The 
growth  was  then  taken  out  whole. 

Otto  M.  Rott. 

Milligan,  W. :  Laryngeal  Papillomata  in  Children. 

Med.  Chronicle,  1915,  Ix,  273. 

The  growths  are  removed  by  suspension  laryn- 
goscopy, with  the  patient  under  a  general  anaes- 
thetic. Where  dyspnoea  is  severe  a  preliminary 
tracheotomy  is  advisable.  The  child  should  be 
placed  in  the  dorsal  position  with  head  slightly 
extended;  the  interior  of  the  larynx  should  be 
sprayed  or  painted  with  a  3  to  5  per  cent  solution  of 
cocaine  in  order  to  relieve  laryngeal  spasm.  For 
the  removal  of  the  growths  a  laryngeal  forceps,  as 
Paterson's,  or  a  curette,  is  employed.  The  raw  sur- 
face left  should  be  at  once  painted  with  a  i  per  cent 
solution  of  salicylic  acid  in  spirits  or  seared  with  a 
fine  galvanocautery  point. 

To  prevent  the  local  recurrences  so  frequently 
met  with,  the  author  recommends  the  local  employ- 
ment of  radium  or  mesothorium,  a  capsule  contain- 
ing the  salt  being  introduced  into  the  larynx  after 
complete  removal  of  the  growth  has  been  effected. 

Otto  M.  Rott. 

Killian,  G.:    Suspension  Laryngoscopy.    Clin.  J., 
191 5,  xliv,  89. 

The  author  describes  in  great  detail  the  various 
parts  of  his  instrument,  then  speaks  of  illumination; 
preparation  of  patient;  morphine-scopolamine  nar- 
cosis; preparation  of  instruments;  introduction  of 
tongue  spatula;  the  view  of  the  buccopharyngeal 
cavity  and  of  the  larynx.  As  to  practical  applica- 
tions, besides  affording  an  excellent  method  for 
demonstration  purposes,  the  author  mentions  the 
following  conditions  for  which  his  new  method  is 
applicable:  laryngeal  papillomata  in  children; 
vocal  cord  nodes  in  children;  tubercle,  syphilis, 
difficult  decannulement  in  childhood ;  foreign  bodies 
in  children;  laryngeal  tuberculosis  in  adults;  benign 
growths  of  the  larynx  in  adults;  cancer  of  the  larynx 
in  adults;  new-growths  and  foreign  bodies  in  hypo- 
pharynx.  Otto  M.  Rott. 

MOUTH 

Ivy,  R.  H.:   Mesothelial  Tumors  of  the  Jaws.    /. 

Am.  M.  Ass.,  191S,  Ixiv,  40. 

The  present  report  is  made  largely  from  cases 
occurring  in  the  oral  service  of  Cryer.  Most  of 
the  growths  under  consideration  are  known  as 
epulis,  a  term,  however,  which  should  be  discarded. 
They  occur  as  hard  or  soft  tumors  (papilloma, 
epithelioma,  etc.,  not  included),  depending  upon  the 
consisteilcy  of  the  tumor  tissue. 

In  the  soft  variety  there  may  be  a  hard  shell  of 
bone  covering  a  part  of  the  tumor,  but  the  tumor 
tissue  itself  is  soft. 
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The  hard  variety  is  always  of  slow  growth,  de- 
veloping in  months  or  years. 

They  are  usually  sharply  circumscribed,  but  may 
be  pedunculated,  the  gum  covering  them  may  be 
slightly  reddened  or  of  normal  color. 

The  soft  variety  is  usually  of  rapid  growth,  bulging 
beyond  the  gum  tissue,  and  one  can  observe  that 
their  origin  is  from  the  interior  of  the  bone.  There 
may  be  a  bulging  shell  of  bone  covering  the 
growth.  In  color  these  tumors  are  dusky  red  and 
occupy  a  sharply  defined  cavity  in  the  bone. 
The  teeth  may  be  displaced  or  loosened  by  either 
variety. 

The  hard  epulis  is  a  pure  fibroma,  and  the  micro- 
scope shows  an  outer  layer  of  the  normal  stratified 
epithelium  and  submucosa,  the  deeper  portion  con- 
sisting of  an  interlacing  network  of  fibrous  tissue; 
at  times  a  myxomatous  degeneration  or  even  bone 
formation  is  present.  These  growths  spring  from 
the  periosteum  lining  the  alveoli. 

The  soft  tumors,  which  are  classed  as  giant-cell 
sarcomata  or  myelomata,  show  a  covering  of  mucous 
membrane,  beneath  which  is  a  stroma  of  fibro- 
cellular  tissue  which  resembles  fibrosarcoma,  with 
a  greater  or  less  number  of  giant-cells  scattered 
throughout.  The  nuclei  of  these  cells  are  numerous 
and  are  grouped  near  the  center  of  the  cell.  Small 
masses  of  bone  may  be  present  also. 

Considerable  diversity  of  opinion  exists  as  to  the 
classification  of  these  growths,  and  the  author  cites 
the  opinions  of  various  pathologists  regarding 
them. 

The  author  favors  the  opinion  of  Mallory  that 
the  giant-cells  are  foreign-body  cells  similar  to 
osteoclasts  and  contents,  and  that  they  are  signs  of 
benignancy,  in  that  similar  tumors  showing  no 
giant-cells  have  proven  to  be  malignant. 

Whitman  has  described  a  tumor  rich  in  giant- 
cells  which  is  malignant  which  is  a  proliferation  of 
vascular  endothelial  cells,  many  of  the  giant-cells 
lying  within  the  lumina  of  blood-vessels.  This 
latter  type,  exemplified  by  a  case  here  reported, 
does  not  lie  in  sharply  defined  cavities  in  the  bone 
as  does  the  previously  mentioned  one,  but  invades 
the  bone  and  has  a  tendency  to  recur. 

Microscopically  the  author's  case  showed  a  pro- 
liferation of  capillary  endothelial  cells  to  form  the 
stroma  of  the  tumor  and  numerous  spaces,  evidently 
dilated  capillaries,  which  contained  foreign-body 
giant-cells. 

The  term  sarcoma  applied  to  such  cases  has  led 
to  much  mutilation  of  the  jaws,  especially  in  the 
first  type,  while  the  second  type  requires  a  more 
extensive  operation.  The  author  reports  6  cases, 
5  of  which  are  of  the  first  type  and  one  of  the  second. 
His  conclusions  are  as  follows: 

1.  Epulic  tumors  may  be  classified  as  hard  or 
fibrous,  and  soft  or  giant-cell. 

2.  Giant-cell  tumors  of  the  jaws  fall  into  two 
classes:  (i)  the  giant-cell  or  myeloid  sarcoma; 
(2)  the  giant-cell  endothelioma  recently  described 
by  Whitman. 


3.  Tumors  of  the  first  type  may  be  regarded  as 
benign  and  require  only  the  removal  of  the  growth. 

4.  Tumors  of  the  second  type  are  more  malig- 
nant and  require  more  extensive  operation. 

H.  A.  Potts. 

Goldstein,  M.  A.:   Angioma  of  the  Uvula,    Laryn- 
goscope, 1915,  XXV,  90. 

The  method  of  removal  was  as  follows:  After 
anaesthetizing  the  mass  with  novocaine-adrenalin 
by  hypodermatic  infiltration,  an  8-inch  widely 
curved  uterine  haemostat  forceps  was  clamped  well 
above  the  upper  tortuous  vessels,  and  a  large  aneu- 
rism needle  threaded  with  a  double  strong  silk 
suture  was  passed  from  behind  through  the  palate 
and  two  ligatures  firmly  tied  on  either  side,  the 
outer  curve  of  the  clamped  forceps  preventing  the 
slipping  of  the  ligatures.  With  a  bistoury  curved 
on  the  flat  the  tumor  was  removed,  the  lower 
curved  edge  of  the  clamp  being  used  as  a  guide. 

The  clamp  was  left  in  position  several  hours,  the 
sutures  being  removed  on  the  third  day.  There 
was  no  bleeding  and  the  healing  was  smooth.  The 
operation  was  performed  in  the  spring  of  19 10,  and 
the  author  reports  no  recurrence  and  speech  normal. 

Otto  M.  Rott. 

Eastman,  J.  R.:   Factors  of  Safety  in  Cleft- Palate 
Surgery.     Surg.,  Gynec.  &°  Obst.,  1915,  xx,  91. 

In  the  Langenbeck  or  similar  flap  operations  there 
will  be  much  less  likelihood  of  separation  of  the 
wound  margins  and  consequent  failure  of  union,  if 
the  mattress  coaptation  sutures,  after  being  reen- 
forced  by  a  simple  running  suture,  are  further  sup- 
ported by  a  continuous  immobilizing  suture  passing 
around  the  free  edge  of  the  anterior  palatine  arch. 
The  immobilizing  suture  may  be  introduced  as  a 
series  of  knotted  loops  or  as  a  running  buttonhole 
suture.  The  former  is  more  secure.  The  knotted 
suture  is  introduced  by  passing  a  small  curved 
needle  bearing  a  long  linen  or  hemp  thread  through 
the  edge  of  the  anterior  palatine  arch  on  one  side 
near  its  base;  that  is,  near  the  side  of  the  tongue. 
The  thread  is  drawn  to  its  middle  and  secured  with  a 
reef-knot,  leaving  the  tail  of  the  suture  long.  At  a 
distance  of  three  or  four  millimeters  from  the  first  or 
outermost  knot,  the  needle  is  again  passed  through 
the  edge  of  the  arch,  the  tail  of  the  suture  being 
taken  up  and  another  reef-knot  tied.  This  process 
is  continued  around  the  anterior  palatine  arch  to 
its  base  on  the  opposite  side,  the  suture  crossing  in 
front  of  the  base  of  the  uvula. 

Local  anaesthesia  not  only  protects  against  shock 
by  minimizing  haemorrhage  but  also,  as  Crile  has 
taught  us,  by  acting  as  a  nerve-block.  If  the  solu- 
tion used  is  not  too  strong,  that  is,  not  stronger  than 
an  aqueous  solution  of  0.5  per  cent  of  novocaine, 
— 1:200  —  with  0.02  per  cent  of  adrenalin  — 
1:5,000  —  the  danger  of  slough  is  inconsiderable. 
In  the  newborn,  ten  to  twenty  drops  of  this  solu- 
tion on  each  side  suffice  to  induce  anaesthesia  and 
blanch  the  tissues. 
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Fever  after  palate  operations  varies  directly 
according  to  the  severity  and  duration  of  the  opera- 
tion; that  is,  the  more  blood  swallowed  the  greater 
the  pyrexia.  The  introduction  of  a  medium-sized 
male  catheter,  and  thorough  rinsing  of  the  stomach, 
should  be  done  promptly  after  palate  operations. 

In  case  of  a  normally  high  palatal  arch,  if  the 
cleft  be  not  too  wide,  it  is  useless  to  make  paralyzing 
incisions  for  the  relief  of  tension,  for  the  two  halves 
of  the  loosened  mucoperiosteal  palate  will  fall  to- 
gether like  the  two  halves  of  a  cantilever  drawbridge, 
and  may  be  sutured  without  tension  if  the  soft 
palate  be  quite  completely  separated  from  the  hard 
palate  at  the  posterior  border  of  the  latter,  as  ad- 
vocated by  Berry.  Lateral  incisions  are  rarely  of 
value.  With  curved  scissors  it  is  nearly  always  pos- 
sible to  free  an  abundant  flap  by  beginning  at  the 
root  of  the  split  uvula  on  each  side  and  cutting  for- 
ward on  the  nasal  side  of  the  edge  of  the  cleft. 

Freundlich,  D.  B.:  The  Teeth  as  a  Primary  Factor 
in  Diseases  of  the  Ear,  Nose,  and  Throat;  the 
Diagnostic  Value  of  Cooperation  of  the  Otolo- 
gist, Rhinologist,  and  Laryngologist  with  the 
Dentist.    Laryngoscope,  19 15,  xxv,  40. 

The  author  claims  that  the  teeth  are  a  far  greater 
etiological  factor,  primary  or  secondary,  in  patholog- 
ical conditions  of  the  ear,  nose,  and  throat  than  is 
generally  understood.  Many  obscure  cases  can  be 
diagnosed  only  by  means  of  a  radiograph. 

He  reports  several  cases  of  empyema  of  the 
antrum,  persistent  neuralgia,  earache,  and  persist- 
ent sore  throat  which  were  dental  in  origin  and 
where  cooperation  between  the  physician  and 
dentist  was  of  mutual  benefit  in  making  a  diagnosis. 

Ellen  J.  Patterson. 

Lydston,  G.  P.:  Precancerous  Lesions  and  Tran- 
sition Types  of  Malignant  Disease  of  the 
Tongue  and  Their  Relation  to  Syphilis.     Am. 

J.  Surg.,  19 IS,  xxix,  2,2,- 

Lydston  presents  a  very  good  article,  reporting 
a  few  cases  which  have  been  summed  up  very  well 
in  his  conclusions,  which  are  as  follows: 

1.  Syphilis,  via  the  so-called  "precancerous" 
conditions,  such  as  leucoplasia  and  gumma,  with 
associated  chronic  diffuse  glossitis,  is  the  most  potent 
factor  in  making  dynamic  the  predisposition  under- 
lying cancer  of  the  mouth  and  tongue  and  probably 
also  of  the  throat. 

2.  Alcohol  and  tobacco  —  especially  the  latter  — 
and  the  local  irritation  produced  by  treatment  of 
syphilis  or  by  bad  teeth,  or  both,  are  most  potent 
factors  in  the  etiology  of  cancer  in  syphilitics. 

3.  The  local  conditions  furnish  the  exciting  cause 
of  cell  proliferation  and  the  syphilitic  constitution 
supplies  the  perversion  of  cell  nutrition  through 
which  the  cancerous  predisposition  becomes  dy- 
namic. 

4.  Through  the  operation  of  the  etiologic  factors 
just  mentioned,  the  syphilitic  cell   infiltration  and 


the  scar  tissue  produced  by  it  are  replaced  by  malig- 
nant cell  growth. 

5.  The  best  prophylaxis  of  precancerous  lesions 
is  afforded  by  rational  constitutional  treatment, 
avoidance  of  local  irritation,  careful  mouth  surgery 
and  hygiene,  and  total  abstinence  from  alcohol  and 
tobacco. 

6.  The  best  prophylactic  of  cancer  of  the  oral 
cavity  —  and  especially  of  the  tongue  —  as  a 
concomitant  of  syphilis,  is  excision  of  all  obstinate 
chronic  lesions  of  the  mucosa  and  sublying  tissues, 
whether  regarded  as  characteristically  syphilitic 
or  not. 

7.  The  best  time  for  operation  in  suspicious 
lesions  of  the  tongue  is  before  the  diagnosis  of 
malignancy  is  definitely  established.  Operation 
upon  precancerous  lesions  is  much  more  effective 
as  a  lifesaver,  on  the  average,  than  is  operation  upon 
indubitable  cancer. 

8.  Neither  the  microscope  nor  the  Wassermann 
should  rule  the  surgeon  in  doubtful  cases.  In 
experienced  hands,  the  clinical  diagnosis,  even  ad- 
mitting that  occasional  errors  are  probable,  is 
safer  in  the  long  run  than  reliance  upon  laboratory 
methods,  especially  if  the  surgeon  is  even  a  fairly 
competent  syphilologist. 

g.  In  lesions  of  lesser  magnitude,  operations  may 
be  limited,  but  resection  of  half  or  all  of  the  tongue 
—  accofding  to  the  location  and  extent  of  the 
lesion  —  is  indicated  in  those  of  greater  magnitude, 
and  invariably  when  the  diagnosis  of  cancer  is 
clearly  established. 

10.  The  tissues  beneath  the  jaw  always  should 
be  cleansed  out  in  the  more  extensive  tongue  ex-' 
cisions.  This  should  include  the  removal  of  the 
salivary  glands. 

11.  The  average  of  successes  from  tongue  re- 
section, and  the  average  longevity  of  the  subjects 
operated  upon,  will  be  higher  or  lower  according  to 
whether  the  profession  is  dominated  by  sound  sur- 
gical judgment  and  experience  —  with  its  obvious 
corollary,  practical  common  sense  —  or  by  labora- 
tory reports.  In  brief,  the  oftener  we  operate  on 
"suspicion"  justified  by  careful  clinical  study  of 
lesions  of  the  tongue,  the  better  for  humanity. 

Henry  J.  Van  den  berg. 

Arrowsmith,  H.:    Cavernous     Angioma     of     the 
Tongue.    Laryngoscope,  1915,  xxv,  94. 

The  tumor  occupied  the  middle  third  of  the  left 
half  of  the  tongue.  In  removing  the  tumor,  a  deep 
silk  suture  was  passed  through  the  left  lateral  half 
of  the  tongue  behind  the  swelling  to  control  possible 
bleeding.  Four  similar  sutures  surrounded  the 
tumor,  but  were  not  tied  until  the  relatively  solid 
tumor  was  dissected  out,  and  they  then  served  to 
approximate  the  edges  of  the  mucous  membrane. 
A  week  later  all  sutures  were  removed  and  the 
wound  was  healed.  The  patient  was  a  girl  12  years 
of  age,  and  the  tumor  had  been  present  from  birth. 

Otto  M.  Ron. 
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I.    OCCURRENCE    OP   PREGNANCY    IN    THE    TUBER-       II.    EFFECT    OF   TUBERCULOSIS   UPON    PREGNANCY 

The  effect  of  tuberculosis  on  the  course  of 
pregnancy  is  practically  nil.  Emil  Sergent 
states  that  tuberculous  women  seldom  be- 
come pregnant  and  that  if  pregnancy  does 
occur  abortion  is  rare  even  in  advanced  tuber- 
culosis with  cavity  formation.  Other  observers 
do  not  believe  that  this  statement  is  applicable 
to  the  milder  forms  of  pulmonary  tuberculosis, 
but  agree  that  the  more  advanced  cases  have  a 
lessened  susceptibility  to  impregnation.  How- 
ever, to  quote  Lobenstine,  it  is  reasonable  to 
suppose  that  abortion  is  more  common  in  the 
tuberculous  than  in  the  non-tuberculous  woman. 
This  may  be  due  to  the  cough  and  haemoptysis, 
to  vomiting,  or  to  a  sharp  rise  in  temperature. 
An  endocarditis  or  a  considerable  tubercular 
involvement  of  the  decidua  or  placenta  may 
cause  an  abortion  during  the  first  trimester. 
Formerly  the  tendency  to  premature  labor  was 
thought  to  be  even  greater  than  to  abortion  or 
miscarriage,  but  recently  this  statement  has  not 
been  substantiated.  Both  DeLee  and  Williams 
state  that  the  disease  does  not  predispose  to 
premature  interruption  of  the  pregnancy  unless 
the  pulmonary  lesion  be  of  the  florid,  fulminating 
type.  In  such  cases  the  cough  and  haemoptysis, 
fever,  vomiting,  tubercular  infection  of  the 
placenta  or  decidua,  placental  haemorrhages,  etc., 
may  precipitate  a  premature  labor. 

In  the  mild  cases  going  to  term  we  find  that 
the  labor  may  be  completed  without  cause  for 


CULOUS 

SCIENTIFIC  obstetricians  are  agreed  that 
safety  to  the  mother  should  precede  any 
consideration  of  the  child  when  one  must 
be  sacrificed  at  the  expense  of  the  other.  If  this 
custom  be  adhered  to  in  the  question  of  pregnancy 
complicated  by  tuberculosis,  the  birth-rate  in 
certain  localities  would  fall  far  below  the  normal. 
According  to  Bacon  of  Chicago,  25  to  29  per  cent 
of  all  women  in  the  childbearing  age,  i.e.,  between 
15  and  50  years,  die  of  pulmonary  tuberculosis. 
This  would  indicate  that  each  year  there  are  be- 
tween 22,000  and  44,000  gravidae  in  the  United 
States  who  have  active  pulmonary  tuberculosis 
in  one  of  the  three  stages.  If  latent  cases  be 
included,  this  number  would  be  materially  in- 
creased. 

Volumes  have  been  written  upon  all  phases  of 
the  tuberculosis  question,  but  practically  nothing 
has  been  done  for  the  unfortunate  gravida  who 
has  pulmonary  tuberculosis.  Sanitaria,  dispen- 
saries, floating  hospitals,  "rest  homes,"  etc., 
have  been  provided  for  those  suffering  from 
pulmonary  tuberculosis.  Rich  or  poor  may 
receive  adequate  attention,  yet  no  such  provision 
has  ever  been  made  for  pregnant  women  who  are 
the  subjects  of  pulmonary  tuberculosis,  although 
guidance  through  the  pregnancy,  scientific  super- 
vision of  the  labor  and  puerperium,  with  proper 
care  of  the  child,  and  finally  sanitarium  treat- 
ment for  the  mother  should  be  provided. 
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alarm,  while  in  the  advanced  cases  labor  may  be 
tedious,  prolonged,  and  fraught  with  many  dan- 
gers to  the  mother:  e.g.,  dyspnoea,  cough,  haemop- 
tysis, impending  cardiac  failure,  pulmonary 
oedema,  pneumothorax,  and,  rarely,  general 
dissemination  of  the  infection  through  the  lungs. 
Upon  the  puerperium  mild  inactive  pulmonary 
tuberculosis  seems  to  have  no  effect  per  se: 
haemorrhage  is  no  greater  and  involution  is  not 
retarded.  In  the  more  active  and  piogressive 
cases  there  is  apt  to  be  excessive  haemorrhage 
and  involution  may  be  tardy.  These  ill-effects, 
no  doubt,  are  due  to  the  general  asthenic  condi- 
tion of  the  woman  at  this  time. 

III.  EFFECT  OF  PREGNANCY  ON  TUBERCULOSIS 

The  effect  of  pregnancy  upon  tuberculosis  is 
variable.  Naturally  the  extent  of  the  tuber- 
culous lesion,  the  existence  of  complications, 
and  the  hygienic  surroundings  of  the  patient  will 
determine  in  a  large  degree  the  ultimate  results. 
In  susceptible  women  with  tubercular  tendencies 
statistics  show  that  pregnancy  is  directly  respon- 
sible for  the  development  of  pulmonary  tuber- 
culosis. Furthermore,  a  dormant  pulmonary 
tuberculosis  may  be  rekindled  and  assume 
activity  with  renewed  energy.  Trembley  of 
Saranac  Lake  states  that  in  a  series  of  240  tuber- 
cular women,  63  per  cent  attributed  the  begin- 
ning of  their  tuberculosis  to  pregnancy  and 
parturition.  Fishberg,  in  a  series  of  286  tuber- 
cular women,  found  that  37.4  per  cent  developed 
tubercular  symptoms  following  childbirth.  Jacob 
and  Pannwitz,  quoted  by  Lobenstine,  claim  that 
in  337  cases  of  tubercular  women  25  per  cent 
traced  the  origin  or  aggravation  of  the  disease 
to  pregnancy,  while  Marogliano,  in  385  cases, 
found  59  per  cent  who  attributed  the  beginning 
of  their  tubercular  career  to  the  ordeal  of  preg- 
nancy and  labor. 

In  those  women  who  have  long  been  the  sub- 
jects of  tuberculosis,  particularly  the  inactive 
first  and  second  stage  cases,  pregnancy  seems  to 
improve  their  general  condition.  If  they  pass 
through  the  first  three  months  without  aborting, 
they  may  continue  with  improvement  and  come 
to  term  in  fairly  good  condition.  On  the  other 
hand,  they  may  during  the  last  three  months  of 
pregnancy  lose  ground  and  become  gravely  ill 
with  difficulty  in  breathing,  a  consuming  cough, 
haemoptysis,  loss  of  weight,  with  general  weak- 
ness and  exhaustion.  In  cases  in  the  third  stage 
with  an  exhaustive  cough,  haemoptysis,  and  fever, 
the  prognosis  is  always  bad  and  death  may  occur 
at  any  stage  of  the  pregnancy,  labor,  or  puer- 
perium.    Lobenstine,   in    the   Bulletin   of   the 


Lying-in-Hospital  of  New  York,  claims  that  38 
per  cent  of  their  cases  were  seriously  affected  by 
parturition.  Lebert  states  that  75  per  cent  of 
tubercular  women  are  badly  influenced  by 
pregnancy  and  the  puerperium.  Kaminer  found 
that  66  per  cent  of  his  active  cases  either  died  or 
were  made  decidedly  worse,  while  the  mild  cases 
did  not  show  any  bad  effects  from  the  pregnancy 
and  labor.  H.  von  Bardeleben  writes  that  the 
average  number  of  women  who  grew  worse  under 
such  conditions,  judging  from  the  communica- 
tions of  14  correspondents,  was  71  per  cent;  the 
fatal  cases,  according  to  the  statements  of  19 
correspondents,  averaged  47  per  cent. 

Practically  all  observers  agree  that  labor  and 
the  puerperium  are  the  periods  of  greatest  danger 
to  the  woman.  During  labor  sudden  death  may 
occur  from  cardiac  failure,  pulmonary  oedema, 
or  pulmonary  haemorrhage.  During  the  puer- 
perium the  tuberculosis  may  become  fulminating 
and  cause  death  in  a  surprisingly  short  time. 
Schlimpert,  with  his  great  experience  in  dissec- 
tion, asserts  that  the  greatest  number  of  deaths 
from  tuberculosis  during  pregnancy  occur  in 
childbed.  Accidents  during  the  puerperium  are 
liable  to  occur  in  all  types  of  tuberculosis  with 
active  lesions  and  sometimes  of  only  moderate 
severity.  In  other  words,  the  puerperium  is  a 
period  of  "watchful  expectancy,"  for  one  can 
hardly  expect  to  prognosticate  correctly  in  any 
case,  latent  or  active,  where  the  uncertainty  of 
the  reaction  is  so  great. 

While  the  influence  of  pulmonary  tuber- 
culosis on  pregnancy  allows  of  a  difference  of 
opinion  among  authorities,  all  observers  are 
agreed  that  laryngeal  tuberculosis  is  a  source  of 
the  greatest  danger  to  both  mother  and  child. 
According  to  Imhofer,  the  prognosis  in  tuber- 
cular laryngitis  complicating  pregnancy  is  ex- 
tremely unfavorable — the  mortality  being  86  to 
90  per  cent.  Kuttner  also  claims  a  90  per  cent 
mortality.  Stoeckel,  Lasogna,  Pankow  and 
Kiipferle,  Lubliner,  von  Sokalowski,  and  others, 
have  in  former  years  made  reports  that  essentially 
coincide  with  the  present  day  observations. 
Lobenstine  says  that  abortion  and  premature 
labor  are  especially  prone  to  occur  in  laryngeal 
tuberculosis,  and,  furthermore,  about  75  per  cent 
of  the  children  die  either  during  labor  or  soon 
after. 

IV.    EFFECT   OF   TUBERCULOSIS   UPON   THE   FOETUS 

Regarding  the  effect  of  tuberculosis  upon  the 
foetus,  there  is  positive  evidence  that  tuber- 
culosis may  be  transmitted  direct  from  mother 
to    child.      Congenital    tuberculous    infection. 
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according  to  Charles  Norris,  may  be  due  to  the 
spermatozoon  or  the  ovum  —  a  germinative 
infection;  or  the  foetus  may  subsequently  become 
infected  through  a  material  bacillaemia;  or  in- 
fection may  be  the  result  of  direct  extension  from 
neighboring  structures  either  by  continuity  or 
through  adjacent  lymph-channels. 

Norris  further  states  that  tubercular  bacilli 
have  never  been  found  in  a  spermatozoon,  but 
that  he  believes  it  is  possible  for  a  tubercular 
bacillus  to  become  attached  to  a  spermatozoon 
at  any  point  along  the  path  of  its  progress  from 
the  testicle  through  the  vas  deferens,  urethra, 
external  surface  of  the  penis,  vagina,  cervix, 
uterus,  etc.  It  is,  therefore,  possible,  theoret- 
ically at  least,  for  an  ovum  to  become  invaded 
by  an  infected  spermatozoon. 

As  to  the  haematogenous  mode  of  infection 
there  is  no  question,  and  what  follows  will  clear 
up  the  cloud  of  doubt  in  this  regard.  Again, 
tubercular  bacilli,  by  extension  from  the  fallopian 
tubes  or  cervix  may  infect  the  decidua  and  from 
thence  by  continuity  reach  the  placenta.  Also 
a  lymphatic  infection  from  some  adjacent  tuber- 
culous lesion  may  occur.  Therefore,  in  either  of 
these  ways  a  tubercular  infection  may  eventually 
reach  the  foetus. 

Hauser,  in  1898,  found  in  the  literature  reports 
of  18  cases  of  congenital  tuberculosis.  Martha 
Wollstein,  in  1905,  reported  a  case  of  "proved 
congenital  tuberculosis."  Novak  and  Ranzel 
claim  that  in  70  per  cent  of  the  cases  of  positive 
tuberculosis  the  placentse  contain  tubercular 
bacilli.  Schmorl  and  Geipel  assert  that  in  45  per 
cent  of  known  tubercular  women  the  placentae 
contain  tubercular  bacilli.  Charles  Norris  states 
that  from  a  summary  of  67  cases  of  maternal 
tuberculosis  gathered  from  the  literature  30  per 
cent  presented  positive  evidence  of  tubercular 
bacilli  in  the  placenta.  In  a  personal  communica- 
tion Norris  says  that  he  has  found  20  per  cent  of 
the  placentae  of  positively  tubercular  women  to 
contain  tubercular  bacilli  and  furthermore  be- 
lieves that  it  is  possible  for  tubercular  bacilli  to 
be  transmitted  through  a  normal  placenta. 

Granted  that  the  child  may  be  infected  in 
utero,  must  the  infection  be  active  from  the  time 
of  its  inception  or  may  it  not  remain  dormant  and 
inactive?  Sitzenfrey,  with  other  observers, 
believes  that  the  infection  may  remain  latent 
and  inactive  for  a  prolonged  period  of  time  —  2 
to  3  years  and  even  longer.  Behring  even  states 
that  pulmonary  phthisis  in  adults  is  frequently 
the  result  of  infection  acquired  during  childhood. 
In  the  vast  majority  of  instances,  however,  it 
may  be  stated  that  the  tuberculous  infection  is 


active  from  its  inception,  because,  as  we  shall 
point  out  later,  from  50  to  70  per  cent  of  these 
children  die  during  the  first  year  of  life. 

Furthermore,  granting  that  the  transmission 
is  not  direct,  inherited  predisposition  and  infec- 
tion in  the  family  must  be  seriously  considered. 
Trembley  claims  that  the  offspring  of  tubercular 
parents  are  weak  and  display  a  scrofulous  dia- 
thesis. A.  Jacobi  says  that  70  per  cent  of  these 
infants  succumb  during  the  first  year  of  their 
existence.  Weinberg  states  that  67.9  per  cent  of 
infants  born  of  tubercular  parents  die  within  the 
first  year.  Likewise  Zirkel  claims  a  58  per  cent 
mortality  for  the  first  year,  while  Pankow  and 
Kupferle  state  that  54.5  per  cent  of  these  children 
die  before  the  twelfth  month  of  life.  Miller  and 
Woodruff  of  New  York  examined  150  children 
born  of  tubercular  parents  and  found  that  51 
per  cent  of  these  were  positively  tubercular,  20 
per  cent  were  doubtful,  and  29  per  cent  were  not 
tubercular.  Floyd  and  Bodwitch  of  Boston 
showed  that  36  per  cent  of  children  born  of  tuber- 
cular parents  had  signs  of  lung  tuberculosis  and 
30  per  cent  showed  signs  of  the  infection  else- 
where —  a  total  of  66  per  cent  showing  tuber- 
culosis in  some  form. 

v.    LACTATION    IN    THE    TUBERCULOUS 

Of  all  the  questions  regarding  the  effects  of 
pregnancy  upon  tuberculosis,  there  is  one  phase 
that  demands  most  careful  consideration;  viz., 
nursing.  The  objection  to  nursing  is  the  danger 
of  infecting  the  child  and  the  added  drain  upon 
the  mother's  strength.  The  mother  needs  all  of 
her  reserve  force  to  fight  her  infection.  The  child 
born  a  weakling  and  thus  handicapped  at  the  out- 
set must  have  the  very  best  nutrition  in  the  most 
wholesome  surroundings.  Women  in  the  first 
stage  with  mild  inactive  pulmonary  lesions  may 
be  allowed  to  nurse  a  puny,  inactive  baby  for  a 
few  weeks  —  6  to  1 2  —  if  at  the  end  of  that  time 
artificial  feeding  is  substituted.  If  the  baby  is 
robust  and  active,  nursing  should  not  be  allowed 
at  any  time.  A.  Jacobi  maintains  that  the  baby 
may  nurse  in  the  latent  or  incipient  cases  if  it  be 
separated  from  the  mother  immediately  after 
each  nursing.  If,  under  such  conditions,  the 
mother  begins  to  lose  weight  and  decline  in 
strength,  the  baby  must  be  weaned.  E.  Sergent, 
Lobenstine,  and  others  would  not  allow  the  baby 
to  nurse  under  any  consideration  if  the  mother 
is  known  to  have  pulmonary  tuberculosis. 

The  wet-nurse  is  the  ideal  substitute  for 
mother's  milk.  Where  she  is  not  available,  for 
financial  or  other  reasons,  modified  cow's  milk  is 
the  next  choice.     If  the  baby  fails  to  properly 
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consume  modified  cow's  milk,  some  one  of  the 
commercial  "baby  foods"  may  be  substituted. 
Admitting  that  from  50  to  70  per  cent  of  the 
children  born  of  tubercular  parents  and  who 
remain  in  contact  with  them,  contract  the  dis- 
ease, isolation  and  artificial  feeding,  under  com- 
petent supervision,  would  seem  the  best  solution 
of  the  problem.  This  procedure  would  un- 
doubtedly give  the  mother  a  better  chance  of 
recovery;  the  child,  if  not  already  infected,  the 
best  chance  to  remain  uninfected. 

VI.  PROPHYLAXSIS  IN  PREGNANCY  AND  TUBER- 
CULOSIS 

In  the  prophylactic  consideration  of  pregnancy 
complicated  by  tuberculosis  there  are  two 
problems  which  confront  us.  First,  the  pre- 
vention of  infection  of  a  woman  who  is  already 
pregnant  or  who  is  apt  to  become  pregnant,  and 
second,  the  prevention  of  pregnancy  in  a  woman 
who  has  tuberculosis.  A  man  with  tuberculosis 
should  not  marry,  for  in  such  a  case  he  immedi- 
ately becomes  the  chief  source  of  infection  for  the 
woman.  If  the  husband  should  acquire  tuber- 
culosis after  marriage,  sanitorial  treatment  is 
the  best  means  of  protection  to  his  family.  If 
not  cured  he  may  at  least  learn  how  to  "live 
and  let  live." 

Relative  to  the  second  issue  in  prophylaxis  all 
authorities  are  agreed  that  a  woman  with  active 
tuberculosis  should  not  marry.  If  she  marries, 
instruction  in  the  methods  of  the  prevention  of 
conception  becomes  the  duty  of  her  physician. 
This  may  be  accomplished  by  (i)  abstinence 
from  coitus;  (2)  by  the  use  of  preventive  mea- 
sures; and  (3)  by  artificial  sterilization.  The 
first  two  of  these  need  not  be  discussed.  Either 
may  or  may  not  accomplish  the  desired  end,  de- 
pending on  the  temperament  of  the  contracting 
parties.  Both  are  usually  failures  in  the  end. 
This  brings  us  to  the  more  or  less  complicated 
question  of  artificial  sterilization.  This  may  be 
accomplished  in  three  ways:  (i)  by  ligation 
of  the  tubes  —  implanting  the  uterine  end  be- 
neath the  peritoneum  or  in  the  broad  ligaments; 
(2)  by  castration;  (3)  by  hysterectomy. 

The  first  method  may  be  termed  a  temporary 
method  of  sterilization,  because  if  at  any  time 
following  such  a  procedure  the  woman  was  cured 
of  her  tuberculosis  and  wished  to  again  become 
pregnant,  the  tubes  could  be  reinserted  into  the 
uterus  and  thus  give  her  a  chance  to  conceive 
again. 

According  to  Bacon  of  Chicago,  this  operation 
may  be  performed  at  the  same  time  that  the 
abortion  is  done,  provided  the  pregnancy  has 


not  progressed  beyond  the  twelfth  week.  If 
farther  advanced,  the  abortion  may  be  done  at 
one  sitting  and  the  sterilization  operation  several 
weeks  later.  Schauta  also  shares  in  the  belief 
that  such  a  procedure  is  the  correct  one  to  follow. 
On  the  other  hand,  Schenck  of  Detroit  is  not  con- 
vinced that  sterilization,  in  any  but  the  rarest 
cases,  is  ever  justifiable. 

Castration  or  hysterectomy  naturally  renders 
the  woman  absolutely  sterile.  Bumm  and  Martin 
recommend  the  combination,  holding  that  re- 
moval of  the  ovaries  helps  to  overcome  the  tuber- 
culous process  by  adding  fat  and  strength  to 
fight  the  infection.  Others  deny  this  belief  and 
maintain  that  the  artificial  menopause  thus 
produced  is  an  actual  detriment  to  the  patient 
with  tuberculosis.  Certainly  the  combination 
is  unnecessary  in  most  cases  and  it  would  seem 
advisable  to  give  hysterectomy  the  preference 
over  castration  wherever  possible.  Von  Bardele- 
ben  would  do  a  vaginal  excision  of  the  fundus 
uteri  and  placental  site,  leaving  the  ovaries  behind. 

The  method  of  atmocausis,  advocated  by 
Pincus,  has  been  used,  but  without  favor.  Sterili- 
zation by  means  of  the  rontgen  ray  has  been 
tried,  particularly  in  Germany,  but  has  not  been 
universally  successful. 

When  both  husband  and  wife  have  tuber- 
culosis, vasectomy  should  be  performed  on  the 
husband.  Knopf  believes  that  every  man  who 
has  active  pulmonary  tuberculosis  should 
have  a  vasectomy  performed;  hkewise  every 
woman  salpingectomy. 

VII.  TREATMENT  OF  PREGNANCY  IN  THE  TUBER- 
CULOUS 

The  active  treatment  of  pregnancy  com- 
plicated by  tuberculosis  naturally  divides  itself 
into  (i)  the  general  and  (2)  the  obstetrical. 

The  general  treatment  includes  such  dietetic, 
hygienic,  and  medicinal  measures  as  may  benefit 
any  case  of  pulmonary  tuberculosis.  Nothing 
further  need  be  said  regarding  the  detail  of  this 
treatment. 

The  obstetrical  management  includes  (i)  the 
question  of  the  interruption  of  pregnancy  and 
(2)  the  methods  by  which  interruption  is  best 
accomplished. 

According  to  Bacon  of  Chicago  there  are  two 
indications  for  the  induction  of  abortion  in  these 
cases.  They  are:  (i)  the  vital  indication,  when 
it  is  necessary  to  save  the  life  of  the  gravida  who 
is  in  immediate  danger  of  dying;  and  (2)  the 
prophylactic  indication,  when  abortion  is  done  to 
prevent  the  progressive  development  of  the 
disease  which  may  be  expected  to  occur  from 
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gestation  and  labor.  The  first  indication,  as 
Bacon  states,  will  be  rare.  Practically  all  thera- 
peutic abortions  will  be  done  for  the  prophy- 
lactic indication. 

During  the  first  three  months  of  pregnancy 
therapeutic  abortion  is  indicated  for  all  proven 
active  cases  of  pulmonary  tuberculosis.  The 
earlier  the  intervention  the  better  the  prognosis. 
An  inactive  or  healed  pulmonary  lesion  is  no 
indication  for  interference,  provided  the  patient 
is  in  good  general  health.  Advanced  cases 
should  be  aborted  early  and  sterilized  by  any 
suitable  method  the  surgeon  may  choose  —  pref- 
erably abdominal  or  vaginal  hysterectomy 
(Bacon,  Bumm,  Martin,  Lobenstine,  Heil,  von 
Bardeleben,  and  others).  Even  when  done 
early,  interference  is  not  attended  with  any 
great  success.  Veit  has  shown  that  43  per  cent 
of  such  cases  do  badly,  while  von  Bardeleben 
states  that  50  per  cent  of  his  cases  died  following 
therapeutic  abortion.  From  the  fifth  to  seventh 
month  artificial  interruption  is  not  to  be  under- 
taken, except  in  progressive  cases  where  the 
woman  is  steadily  growing  worse.  Hysterectomy 
(Bumm)  or  vaginal  excision  of  the  body  of  the 
uterus  and  placental  site  (von  Bardeleben) 
should  be  done,  following  the  emptying  of  the 
uterus.  This  may  be  done  at  once  or  a  few  weeks 
later.  For  the  very  grave,  rapidly  failing  cases, 
during  the  second  and  third  trimesters,  nothing 
can  be  done  that  will  better  conditions.  "  Watch- 
ful waiting"  may  seem  cowardly,  but  operative 
interference  is  almost  sure  to  terminate  fatally. 

Beyond  all  this  statistical  study  there  is  still 
a  very  important  phase  of  this  question;  viz., 
individualization.  As  Bacon  puts  it,  "The 
correctness  of  the  conclusion  must  depend  on  the 
ability  of  the  physician  to  form  a  correct  judg- 
ment." Furthermore,  "assuming  that  the  physi- 
cian possesses  a  good  theoretical  knowledge  of 
the  premises  and  an  acute  sense  of  his  respon- 
sibility, yet  he  must  have  experience."  Experi- 
ence only  can  give  one  the  required  skill  to 
individualize  intelligently.  Experience  means 
the  observation  of  hundreds  of  cases  and  thus  it 
becomes  apparant  that  the  wise  counsel  of  a  good 
internist  and  the  statistical  data  at  hand  must  be 
employed  if  we  are  to  give  the  patient  the  best 
that  is  within  our  power. 

The  method  of  interrupting  the  pregnancy 
and  the  conduct  of  labor  at  or  near  term  con- 
stitutes a  very  important  phase  in  the  treatment 
of  pregnancy  complicated  by  tuberculosis.  First 
of  all  the  best  method  of  interruption  is  that 
method  which  causes  the  least  trauma  and  shock 
to  the  mother.    The  foetus  can  usually  be  dis- 


regarded. Interruption  must  be  done  early  to  be 
of  value  to  the  tubercular  mother.  Induction 
of  premature  labor,  where  the  pulmonary  con- 
dition is  active  and  progressive,  is  the  correct 
procedure.  Nevertheless,  the  mother  will  have 
suffered  the  ravages  of  pregnancy,  plus  the  tuber- 
culosis, before  this  period  will  have  been  reached. 
The  baby  is  born  a  weakling,  probably  "con- 
genitally  tuberculosed,"  and  thus  begins  life 
under  added  difficulties. 

Interruption  during  the  first  12  to  16  weeks 
had  best  be  done  by  a  preliminary  24  to  36  hour 
pack  of  the  cervix  and  vagina,  followed  by 
dilatation  and  curettage  under  light  ether  or 
ether-oxygen  anaesthesia.  A.  Martin  states 
that  the  method  of  terminating  the  pregnancy  is 
irrelevant,  provided  it  is  done  in  an  aseptic 
manner  and  without  loss  of  blood.  Bossi  of 
Genoa  urges  rapid  mechanical  dilatation,  fol- 
lowed by  curettage,  and  states  that  in  40  cases 
terminated  in  this  manner  before  the  sixth  month 
there  was  a  marked  improvement  in  the  pulmon- 
ary disease.  In  23  cases  treated  in  like  manner, 
after  the  sixth  month,  very  few  were  improved. 
Bacon  of  Chicago  recommends  anterior  hyster- 
otomy for  the  experienced  surgeon  but  thinks  the 
general  practitioner  will  have  less  risk  with 
dilatation  and  curettage.  Sterilization  by  any  of 
the  methods  discussed  above  is  advised  after 
emptying  the  uterus.  When  interference  is 
done  between  the  twentieth  to  twenty-eighth 
week,  anterior  hysterotomy  (vaginal  caesarean) 
is  the  operation  of  choice.  Bumm  recommends 
hysterectomy,  leaving  the  ovaries,  if  possible, 
in  every  pregnant  woman  who  has  pulmonary 
tuberculosis.  Heil  agrees  with  Bumm  and  adds 
that  to  avoid  the  evil  results  of  a  general  anaes- 
thetic, lumbar  or  conduction  anaesthesia  should 
be  employed.  Von  Bardeleben  excised  the  pla- 
cental site  per  vaginum  in  40  cases  during  the 
first  four  months  of  pregnancy  and  in  8  cases  of 
laparotomy,  from  the  fifth  month  onward,  with- 
out a  single  fatality.  In  the  active  and  progres- 
sive types  of  pulmonary  tuberculosis,  following 
abortion,  during  the  first  four  months,  Loben- 
stine advises  the  employment  of  abdominal  or 
vaginal  hysterectomy.  Furthermore,  in  the 
later  months  of  pregnancy  where  the  tuber- 
culosis is  progressive  and  interference  must  be 
resorted  to,  hysterectomy  gives  the  best  results. 
If  the  pregnancy  has  been  carried  to  or  near  term, 
the  labor  should  be  made  as  easy  and  short  as 
possible.  Bacon  recommends  rupture  of  the 
membranes  and  metreurysis  with  pituitrin  as 
the  quickest  mode  of  delivery.  Vaginal  caesarean 
section,    in   expert   hands,    offers   quick   relief. 
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Trembley  recommends  forceps  delivery  as  soon  as 
the  cervix  is  sufficiently  dilated.  Finally  "twi- 
light sleep"  may  supply  a  long-felt  want  in  these 
tuberculosis  cases,  for  under  its  influence  the 
woman  may  pass  through  her  labor  with  the 
least  physical  effort. 

BIBLIOGRAPHY 

LITERATURE   FROM    1904   TO    1915 
1904 

1.  Miller,  J.  A.     Med.  News,  1904,  May. 

2.  Kania.     These  de  doct.,  Par.,  1903. 

3.  ScHMORL  and  Giepel.     Miinchen.  med.  Wchnschr., 

1904,  No.  38. 

4.  Burns,  T.  M.     Tuberculosis  and  Pregnancy,  Colo. 

M.  J.,  1904,  X,  322. 

5.  Fellner,    O.    O.     Wien.    med.    Wchnschr.,    1904, 

liv,  1157,  1213,  1273. 

6.  Kraus,  E.     Ztschr.  f.  Geburtsh.  u.  Gynak.,  1904, 

lii,  437- 

7.  Nattan,  Larrier  L.     Rev.  de  la  tuberculose.  Par., 

1904,  i,  35- 

8.  KiKUTH,  M.     St.  Petersb.   med.  Wchnschr.,   1904, 

xxix,  549. 

9.  Merletti,  C.     Arch,  ital  di  ginec  Napoli,  1904,  vii, 

V,  ii,  153- 

1905 

10.  Halst,  M.  von.     Miinchen.  med.  Wchnschr.,  1905, 

lii,  417. 

11.  Recasens,   Girol,   S.     Arch,   de  ginec.  y  pediat., 

Barcel.,  1905,  xviii,  69. 

12.  PiLTZ.     Miinchen.  med.  Wchnschr.,   1905,  lii,  722. 

13.  Kuttner,    a.     Berl.    klin.    Wchnschr.,    1905,    xlii, 

901.945- 

14.  Reiche,  F.     Miinchen.  med.  Wchnschr.,  1905,  lii, 

1331- 

15.  Wollstein.     Arch.  Pediat.,  1905,  May. 

16.  Favre,  Thomas.     These  de  doct..  Par.,  1905. 

17.  Bacon,  C.  S.     J.  Am.  M.  Ass.,  1905,  Ixv,  1067. 

18.  YoKOYAMi.     Tokei  Ijishinshi,  Tokio,  1905,  1201. 

19.  TiESLER,  Gerhart.     Konigsteln:  O.  Kiimmel,  1905. 

1906 

20.  RiNON,  L.     Rev.  gen.  de  clin.  et  de  th6rap.,  Par., 

1906,  XX,  65. 

21.  Felix,  E.     Ann.  d.  mal.  de  I'oreille,  du  larynx  (etc.). 

Par.,  1906,  xxxii,  114. 

22.  Juno,     P.     Monatschr.     f.    Geburtsh.    u.   Gynak., 

1906,  xxiii,  191.  . 

23.  Marogliano,  E.     Cron.  d.  clin.  med.  di  Genova, 

1906,  xii,  81. 

24.  Frigyesi,  J.     Orvosi  hetil.,  Budapest,  1906,  1,  315. 

25.  Frigyesi,  J.     Gynakologia,  Budapest,  1906,  54. 

26.  RosTHORN,  A.,  and  Fraenkel,  A.     Deutsche  med. 

Wchnschr.,  1906,  xxxii,  675. 

27.  RosTHORN,  A.     Monatschr.  f.  Geburtsh.  u.  Gynak., 

1906,  xxiii,  581. 

28.  Levinger.     Miinchen.   med.  Wchnschr.,   1906,  liii, 

mo. 

29.  LiCHENSTEiN.     Deutsche    Aertze-Ztg.,    1906,  241. 

30.  Segui,   D.  H.     An.  r.   Acad,   de  cien.   med.  de  la 

Habana,  1905,  xlii,  363. 

31.  Burckhardt,  O.     Ann.  d.  Schwerz.  balneol.  Gesell- 

sch.,  Aarau.,  1906,  Hft.  23-24,  No.  2. 

32.  Frigyesi,   J.      Pest,   med.-chir.    Presse,   Budapest, 

1906,  xlii,  866. 


3^.  Veit.     Zentralbl.  f.  Gynak.,  1906,  xxx,  1217. 

34.  Warfield,  L.  M.     Interst.  M.  J.,  1906,  xiii,  866. 

35.  Knopf.     Med.  Rec,  1906,  June. 

36.  Lt)DKE.    Wien.  klin.  Wchnschr.,  1906,  No.  31. 

37.  Veit,  J.    Therap.  d.  Gegenw.,  Berl.,  1906,  xlvii,  481. 

38.  Tecklenborg.  Adolf.    Giessen:  J,  Weinert,  1906. 

1907 

39.  Martin,   A.     Rev.   m^d.    de    Normandie,   Rouen, 

1907,  viii,  25. 

40.  Brume  Ploos  van  Amstal,  P.  J.  de.    Med.  W^eekbl., 

Amst.,  1906,  xiii,  549,  561,  573. 

41.  Schwartz,  G.     Med.  Klin.,  Berl.,  1907,  lii,  284. 

47.    Burchardt-Socin,    O.      Rev.    de    la    tuberculose. 
Par.,  1907,  xi,  247. 

43.  Herrmann,  E.,  and  Hartl,  R.     Ztschr.  f.  Hyg.  u. 

Infektionskrankh.,  Leipz.,  1907,  Ivi,  230. 

44.  Heiman,  G.     Med.  Klin.,  Berl.,  1907,  iii,  538. 

45.  Brume  Ploos  van  Amstel,  P.  J.  de.     Beitr.  z. 

Klin.  d.  Tuberk.,  Wiirzb.,  1907,  vii,  79. 

46.  Howard,  T.     Lancet-Clin.,  1907,  Ixxxviii,  16. 

47.  BoLLENHAGEN,  H.     Wiirzb.  Abhandl.  a.  d.  Gesamt- 

geb.  d.  prakt.  Med.,  1907,  viii,  i. 

48.  Fedele,  N.     Clin,  ostet.,  Roma,  1907,  ix,  488. 

49.  GuicciARDi,  G.     Ginecologia,  Firenze,  1907,  iv,  481. 

50.  Marogliano,  E.     Tommasi,  Napoli,  1907,  323. 

51.  Freudenthal,  W.     Tr.  Am.  Laryngol.,  Rhinol.  & 

Otol.  Soc,  1907,  xvii,  244. 

52.  Kuttner,  A.    Laryngoscope,  1907,  xvii,  938. 

53.  Kuttner,  A.     Ann.  d.  mal.  de  I'oreille,  du  larynx, 

(etc.).  Par.,  1907,  xxxiii,  445. 

54.  Marconi,  A.     Lucina,  Bologna,  1907,  xii,  145,  161. 

55.  Freudenthal,  W.     Laryngoscope,  1907,  xvii,  930. 

1908 

56.  Jewett,  C.     N.  Y.  St.  M.  J.,  1908,  viii,  113. 

57.  Bumm,  E.     Deutsche  med.  Wchnschr.,  1908,  xxxiv, 

569- 
.58.    French,  H.     Brit.  M.  J.,  1908,  i,  1029,  iioo,  1165. 
Lancet,  Lond.,  1908,  i,  1257,  1321,  1365. 

59.  Miller,  H.  A.     Lancet-Clin.,  1908,  c,  39. 

60.  SoKOLOWSKY,   R.      Samml.  zwangl.  Abhandl.  a.  d. 

Geb.  d.  Nasen,-Ohren,  1908,  p.  970.     Mund.  u. 
Halskr.,  Halle  a.  S.,  1908,  ix,  i. 

61.  Aleksondroff,  F.  A.     St.  Petersburg:  V.  S.  Etting- 

er,  1908. 

62.  Partridge,  H.  G.     Providence  M.  J.,  1908,  ix,  189. 

63.  Demelin,  L.     Med.  prat..  Par.,  1908,  iv,  773. 

64.  GuERDji;KOFF,  N.     Rev.  med.  de  la  Suisse  Rom., 

1908,  xxviii,  821. 

65.  Sachs,  T.  B.     J.  Am.  M.  Ass.,  1908,  Oct.  24. 

66.  ScHLiMPERT.     Arch.  f.  Gynak.,  1908,  xc,  121;  Ibid., 

191 1,  xciv,  863. 

67.  Pradella.     Inaugural  Address,  Ziirich,  1908. 

68.  MouNiER.     These  de  doct..  Par.,  1907. 

69.  Baisch.     Deutsche"  med.  Wchnschr.,   1908,  Ixxxiv. 

70.  ZiRKEL,  KoNRAD.   Wiirzburg. :  F.  Standenraus,  1908. 

71.  Plivard,    Henri.     Paris:     Clermont    (oise),    1908. 

72.  Weinberg,  W.     Beitr.  z.  klin.  d.  Tuberk.,  W^iirzb., 

1908,  xi,  299. 

73.  Lobenstine,  R.  W.     Bull.  Lying-in  Hosp.  N.  Y., 


i,  V,  lOI. 


1909 


74- 

75- 
76. 

77- 


RosTHORN,  A.  VON.     Wien.  med.  Wchnschr.,  1909, 

lix,  9. 
Bvt,  V.     Nord.  m6d.,  LUle,  1909,  xvi,  i. 
Martin,    E.     Miinchen.    med.    Wchnschr.,    190Q, 
Ivi,  121. 
Pery,  J.     Gaz.  hebd.  d.  sc.  m6d.  de  Bordeaux,  1909, 

xxx,  87. 


POLAK  AND   MATTHEWS:    PREGNANCY   AND   TUBERCULOSIS 


239 


78.  Roui,  A.     Clin,  ostet.,  Roma,  1909,  xi,  59. 

79.  Riviere,  M.     Gaz.  hebd.  d.  sc.  m6d.  de  Bordeaux,       130. 

1909,  XXX,  128.  131. 

80.  Lequeux.    J.  dc  m6d.  int.,  Par.,  1909,  xiii,  105.  132. 

81.  Pery,  J.     Gaz.  de  Gyn6c.,  Par.,  1909,  xxiv,  81. 

82.  Catses,  K.  G.    Hiatrike-Proodas,  1909,  xiv,  126,      133. 

850. 

83.  Rabinowitsch,   N.     Heidelburg:   E.    Geisendorfer,       134. 

1909. 

84.  Trembley,  Chas.  C.    J.  Am.  M.  Ass.,  1909,  liii,  989.       135. 

85.  SiMMONDS.     Arch.  f.  Gynak.,  1909,  Ixxxviii. 

86.  Miller  and  Woodruff.    J.  Am.  M.  Ass.,   1909,       136. 

Mar.  27. 

87.  Frankel.     Deutsche  med.  Wchnschr.,  1909,  xxxvi.       137. 

88.  Lempert.    These  de  doct.,  Par.,  1909. 

89.  Miller  and  Woodruff.    J.  Am.  M.  Ass.,  1909,      138. 

Mar.  27.  139. 

90.  Chambrelent  and  Got.     Gaz.  hebd.  de  sc.  m6d.  de       140. 

Bordeaux,  1909,  xxx,  329. 

91.  Fishberg,  M.     N.  Y.  M.  J.,  1909,  xc,  1166.  141. 

1910  142. 

100.    Krusen,  W.     Therap.  Gaz.,  1910,  xxvi,  162. 
loi.    Dufour,  C.  R.     Virg.  M.  Semi-Month.,  1909,  xiv,       143. 
542. 

102.  Ehrenfest,   H.     Interst.    M.   J.,    1910,   xvii,    230.       144. 

Weekly  Bull.,  St.  Louis,  1910,  iv,  146. 

103.  PiLLET.     Assoc,  franf.  d'urol.,  Par.,  1910,  xiii,  507.       145. 

104.  SoKOLOWSKi,  A.  VON.     Ztschr.  f.  Lar\Tigol.,  Rhinol. 

(etc.),  Wiirzb.,  1909,  ii,  575.  146. 

105.  Rodman,  J.  J.     Kentucky  M.  J.,  1910,  viii,  1586. 

106.  KiNNEAR,  C.  H.     Virg.  M.  Semi-Month.,  1910,  xv,       147. 

105. 

107.  LuBLiNER,  L.     MedycjTia  i  Kron.  lek.,  Warszawa,       148. 

1910,  xiv,  489. 

108.  SoKOLOWSKi,   A.     Medycyna   i   Kron.   lek.,   Wars-       149. 

zawa,  1910,  xiv,  496. 

109.  Dufour,    H.,    and   Perrin.     Rev.  neurol.,    Par.,       150. 

1910,  xviii,  770.  151. 
no.    Stern,  R.     Ztschr.  f.  Geburtsh.  u.  Gynak.,  1910,       152. 

Ixvi,  532.  153. 

111.  Manneco    Villapadierna.     Rev.    Ibero-Am.    de 

cien.  med.,  Madrid,  1910,  xxiii,  429.  154. 

112.  Hofbauer.     Miinchen.  med.  Wchnschr.,  1910,  Ivii, 

2110.  155. 

113.  Kaminer,  S.     Med.  KHn.,  Berl.,  i9io,vi,  1447. 

114.  Allen,  L.  M.     Virg.  M.  Semi-Month.,   1910,  xv,       156. 

313-  157- 

115.  Hanley,  L.  G.     Buffalo  M.  J.,  1910,  Ixvi,  233. 

116.  Manneco  Villapadierna,   E.    An.  Acad,   d'obst.      158. 

(etc.),  Madrid,  1910,  iii,  369. 

117.  Bvt,  V.     Ann.   de  la  Policlin.  de  Par.,   1910,  xx,       159. 

241.  160. 

118.  Bar.     Ann.  de  Gyn6c.,  Par.,  1910. 

119.  Shurley,  E.  L.     N.  Y.  M.  J.,  1910,  May  7.  161. 

120.  Grafenberg.     Miinchen.    med.    Wchnschr.,  1910,       162. 

No.  10.  163. 

121.  Deutsch.     Miinchen.  med.  Wchnschr.,  1910,  June.  164. 

122.  Weil.     Miinchen.  med.  Wchnschr.,   1910,  p.  359.  165. 

123.  Otis,  E.  O.     Boston  M.  &  S.  J.,  1910,  Feb.  17. 

124.  Floyd  and  Bowditch.     Boston  M.  &  S.  J.,  1910,  166. 

Feb. 

125.  Hammerschlag.     Berl.   klin.   Wchnschr.,    1910,   p.       167. 

2234. 

126.  Hofbauer.    Ztschr.  f.  Geburtsh.  u.  Gynak.,  1910,       168. 

P-572. 

127.  Macht.     Am.  J.  M.  Sc,  1910,  Dec.  169. 

128.  Hofbauer,  J.     Am.  J.  M.  Sc,  1910,  Dec,  572,  599. 

Deutsche  med.  Wchnschr.,  1910,  xxxvi,  2335.  170. 

129.  Hellendall,  H.     Med.  Klin.,  Berl.,  1910,  vi,  2048. 


1911 
Martin,  A.     Frauenarzt.,    Leipz,    1911,    xxvi,    2. 
Cecil,  J.  G.     Kentucky  M.  J.,  191 1,  ix,  343. 
Hammerschlag.    Verhandl.  d.  Berl.  med.  Gesellsch., 

1911,  xli,  316. 
Heinus,  K.     Monatschr.  f.  Geburtsh.  u.  Gynak., 

1911,  xxx, 345. 
Schauta,  F.     Monatschr.  f.  Geburtsh.  u.  Gynak., 

1911,  xxxiii,  265. 
Bar,   p.,  and   Devraigne,   L.    Obst^trique,   Par., 

1911, iv,  345. 
Bardeleben,  H.  von.     Deutsche  med.  Wchnschr., 

191 1,  xxxvii,  764. 
Dutzmann.     Deutsche     med.     Wchnschr.,     191 1, 

xxxvii,  764. 
Frigyesy,  J.     Gynak.  Rundschau,  1911,  v,  278. 
Hellendall,  H.     Gynak.  Rundschau,  1911,  v,  228. 
Tecon.     Rev.  med.  de  la  Suisse  Rom.,  191 1,  xxxi, 

427. 
Bergman,  W.     Prog.  med.  Wchnschr.,  191 1,  xxxvi, 

329- 
Pankow,   O.   R.,    and    Kupferle,  Leo.     Leipzig: 

G.  Thieme,  191 1. 
Savelli,  E.:     Pract.    d.   Med.,   Napoli,  1910,  xi, 

257,  289. 
Lingen,  L.  von.     St.  Petersb,  med.  Wchnschr.,  1911, 

xxxvi,  437. 
Arndt.     Deutsche  med.  Wchnschr.,   1911,  xxxvii, 

2259. 
Bilancioni,  G.     Arch.  ital.  de  otol.  (etc.),  Torino, 

1911,  xxii,  441. 
Schaffler,    Ludwig.     Miinchen,    Strassburg:    M. 

Meyer  and  H.  Zeitler,  19 11. 
Hammerschlag.     Verhandl.  d.  Berl.  med.  Gesellsch., 

1911,  xli,  316 
Hernondo  Segui.     Actas  y  trab.  de  II  Cong.  med. 

nac,  Habana,  1911,  p.  136. 
Angres,  a.     Griegswald:  H.  Alder,  1911. 
Mordkowitsch,  David.     Berlin:  H.  Blanke,  1911. 
ScHLOWKA,   Theodor.     Berlin:   E.   Ehering,    1911. 
CoHN,  L.     Beitr.  z.  Klin.  d.  Tuberk.,  Wiirzb.,  191 1, 

xxi,  17. 
Haufbaur,  J.     Verhandl.    d.    Gesellsch.    deutsch. 

Natur.  u.  Aerzte,  Leipz.,  1911,  Ixxxii,  161. 
Bardeleben,     H.     von.    Verhandl.     d.     deutsch. 

Gesellsch.  f.  Gyniik.,  1911,  xiv,  364. 
Gauss.     Ztschr.  f.  Gynak.,  191 1,  xxxv,  1004. 
Rabnow  and  Reicher.     Deutsche  med.  Wchnschr., 

1911,  xxxvii,  No.  22. 
Pankow.     Die  Schwangerschaftsunterbrechung  bei 

Lungen  Tuberkulose,  Leipzig:  19 11. 
Unterberger.     Arch.  f.  Gynak.,  1911,  xcv. 
Rabnow  and  Reicher.     Deutsche  med.  Wchnschr., 

1911,  xxxvii. 
Runge.     Berl.  klin.  Wchnschr.,  1911,  xlviii,  1889. 
Henkel  and  Bumm.     Arch.  f.  Gynak.,  lOii,  xciv. 
Sweeney.     N.  Y.  M.  J.,  1911,  Nov.  4. 
Bar,  D.     Ann.  de  Gynec,  Par.,  1911. 
CoHN,  L.     Beitr.  z.  Klin.  d.  Tuberk.,  Wiirzb.,  1911, 

xxi. 
Reiche.      Miinchen.  med.  Wchnschr.,  1911,  Sept. 

19. 
Fetzer.     Verhandl.  d.  deutsch.  Gesellsch.  f.  Gynak., 

191 1,  xiv,  416. 
Pankow.     Verhandl.     d.     deutsch.     Gesellsch.     f. 

Gynak.,  1911,  xiv,  368. 
Hofbauer.     Verhandl.    d.    deutsch.    Gesellsch.    f. 

Gynak.,  1911,  xiv,  377. 
Martin,   E.     Verhandl.    d.    deutsch.    Gesellsch.    f. 

Gynak.,  1911,  xiv,  347. 


240 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


171.  Thaler.     Vcrhandl.  d.  deutsch.  Gesellsch.  f.  Gynak.,  203. 

191 1,  xiv,  378.  204. 

172.  BuRCKHARDT,  O.     Verhandl.  d.  deutsch.  Gesellsch.  205. 

f.  Gynak.,  191 1,  xiv,  359. 

173.  DtJTZMANN.     Verhandl.    d.    deutsch.    Gesellsch.    f. 

Gynak.,  191 1,  xiv,  423.  206. 

1912  207. 

174.  Fehling,  H.     Ztschr.  f.  arztl.  Fortbild.,  Jena,  191 2, 

ix,  97.  208. 

175.  Petit,  G.     Rev.  dela  tuberculose.  Par.,  i9i2,xxi,  92.       209. 

176.  Tallaut,  Alice  W.     Woman's  M.  J.,  Cincinnati,       210. 

1912,  xxii,  53.  211. 

177.  Tate,  W.     Med.  Mag.,  Lond.,  1912,  xxi,  148.  212. 

178.  CoLOMBET,  Jean.     Lyon:  A.  Rey.  191 2. 

179.  GiLLES  and  Ducuing.     Rev.  prat,   d'obst.,  et  de      213. 

gyn^c.  Par.,  1912,  p.  103.  214. 

180.  GiLLES  and  Ducuing.     J.  de  m6d.  de  Par.,  191 2,       215. 

xxiv,  566. 

181.  Martin,   A.     Samml.    klin.    Vortr.,  n.    F.,  Leipz., 

191 2,  No.  665,  Gynak.  No.  247,  565.  216. 

182.  Bar,  p.     Monatschr.  f.  Geburtsh.  u.  Gynak.,  1912,       217. 

xxxvi,  7.  218. 

183.  PiNARD.     Rev.   prat,   d'obst.   et   de    pediat..   Par., 

1912,  xxv, 129.  219. 

184.  ScHELTEMA,    G.     Fccstb.    opgedr.    aan   H.   Treub,       220. 

Lieden,  191 2,  p.  536. 

185.  Meurer,  R.  J.  T.     Feestb.  opgedr.  aan  H.  Treub,       221. 

Lieden,  191 2,  p.  443. 

186.  Martin,  Leopold  GusTAV.   Berlin:  H.  Blanke,  191 2.       222. 

187.  Bacon,  C.  S.     J.  Am.  M.  Ass.,  1912,  lix,  2197. 

188.  ScHOLTZE,  GtJNTHER.     Boma,  Leipzig:  R.  Noske,        223. 

1912. 

189.  ZoROCHOWiTCH,    Mlle.    Rebecka.       Montpcllier: 

1912,  No.  18.  224. 

190.  CoLOMBET,  Jean.     Lyon,  1912,  No.  71. 

191.  Klein,  Bruno.     Bonn:  C.  Georgi,  1912.  225. 

192.  Trembley,  Chas.  C.     Tuberculosis  and  Pregnancy,  226. 

1912. 

193.  Bardeleben,  H.  voN.  Lancet,  Lond.,  1912,  June  29.       227. 

194.  Armand,  Delille.     Paris  letter,  J.  Am.  M.  Ass.,       228. 

1912,  Aug.  2. 

195.  ScHOTTELius.      Bcitr.    z.    klin.    d.    Tuberk.    191 2,       229. 

XX,  No.  2. 

196.  Strandguard.     J.  Am.  M.  Ass.,  191 2,  Ivi,  708.  230. 

197.  Proc.  Internat.  Cong.  Tuberc,  Rome,  1912.  231. 

198.  Stewart,  D.  H.     Med.  Rec,  1912,  Ixxxii,  897,  1085. 

199.  Stoeckel.     Miinchen.  med.  Wchnschr.,   1912,  lix,       232. 

2538. 

200.  Bardeleben,  H.  VON.     Berl.  klin.  Wchnschr.,  191 2,       233. 

xlix,  1764. 

1913  234. 

201.  Delassus.     Bull.  Soc.  d'obst.  et  de  gynec.  de  Par.,       235. 

191 2,  i,  898.     J.  d.  sc.  med.  de  Lille,  1913,  25. 

202.  Lobenstine,  R.  W.     Am.  J.  Obst.,  N.  Y.,  1913,       236. 

Ixvii,  697. 


Humpstone,  O.  P.     Long  Island  M.  J.,  1913,  vii,  17. 
Jacobi,  A.     N.  Y.  St.  J.  Med.,  1913,  xiii,  192. 
Van  der  Hoeven.     Nederl.  Maandschr.  v.  Verlosk. 

en  vrouwenz  en  v.  kindergeneesk.,  Leiden,  1913,  ii, 

209. 
Stutz,  G.    Ztschr.  f.  Geburtsh.  u.  Gynak.,  1913, 

Ixxiii,  397. 
Pollard,  C.  W.    West.    M.    Rev.,  Omaha,   1913, 

xviii,  410. 
Sergent,  E.     Presse  m6d.,  Par.,  1913,  xxi,  556. 
Bacon,  C.  S.    J.  Am.  M.  Ass.,  1913,  Ixi,  750. 
Sellheim,  H.     Berlin:  1913,  xii,  271. 
Sergent,  E.     Bull.  med.  de  Quebec,  191 2,  xiv,  476. 
Fitzgerald,  G.     Med.  Chron.,  Manchester,  1913, 

Iviii,  34. 
PiNARD.     CUnique,  Montreal,  1913,  iv,  71. 
DoHME,  B.     Berlin:  E.  Ebering,  1913. 
TussENBROCK,  C.  VAN.    Arch.  f.  Gynak,  1913,  ci, 

84.     [Abstracted  Internat.  Abs.  Surg.,  1913,  xvii, 

199.] 
Warthin,  a.  S.     J.  Am.  M.  Ass.,  1913,  Ixi,  1951. 
Raspini,  M.     Ginecologia,  Firenze,   1913,  x,   249. 
Heil,    K.     Klin.-therap.    Wchnschr.,   Wien,    1913, 

XX,  1017. 
KoHNE.     Beitr.  z.  klin.  d.  Tuberk.,  1913,  xxvi;  71. 
Bardeleben,    H.    von.     Med.    Klin.    u.    Therap., 

1913,  xii,  440. 
Tussenbrock,  C.  Van.    Niederl.  Gynak.  Gesellsch., 

1913,  Feb. 

MtJLLER,  W.     Ztschr.  f.  Tuberk.,  Leipz.,  1913,  xxi, 

123. 
Werner,  P.     Zentralbl.  f.  Gynak.,  i9i3,xxxvii,  1581. 

1914 
Franque,  O.  von.  Wiirzb.  Abhandl.  a.  d.  Gesamt- 

geb.  d.  prakt.  Med.,  1913,  xiv,  21. 
Bossi,  L.     Med.  Nuova,  Roma,  1914,  v,  19. 
Lasogna,  F.     Arch.  ital.  di  otol.  (etc.),  Torino,  1914 

xxv, 10. 
Schenck,  B.  R.     J.  Mich.  St.  M.  Soc,  1914,  xiii,  157 
Ebeler,  F.     Prakt.  Ergebn.  d.  Geburtsh.  u.  Gynak. 

1914,  vi,  87. 

Imhofer,  R.  Prog.  med.  Wchnschr.,  1914,  xxxix 
III. 

Real,  C.     Beitr.  z.  Klin.  d.  Tuberk.,  1914,  xxx,  349 

Sergent,  E.  Rev.  prat,  d'obst.  et  de  pediat.,  1914 
xxvii,  47. 

Meyer-Ruegg,  H.  Schwerz.  Rundschau  f.  Med. 
1914,  xiv,  525. 

Norris,  Chas.  C.  Congenital  and  Placental  Tuber- 
culosis.    Proc.  Am.  G3Tiec.  Soc,  1914. 

Freund,  H.     Gynak.  Rundschau,   1914,  viii,  313. 

Parry,  Angenette.  Am.  J.  Obst.,  N.  Y.,  1914, 
Ixx,  94. 

Wolff,  B.  Zentralbl.  f.  d.  ges.  Gynak.  u.  Geburtsh., 
1914,  V,  225. 


LaGARDE:    infection  OF  GUNSHOT  WOUNDS 


241 


INFECTION   OF   GUNSHOT  WOUNDS 

By  colonel  LOUIS  A.  LaGARDE,  Medical  Corps,  U.  S.  A.,  Retired 


THE  nature  of  the  infection  in  gunshot 
wounds  is  no  different  from  that  in  other 
wounds  that  have  become  contaminated 
by  infective  matter.  We  all  know,  however, 
that  infection  in  a  wound  is  largely  due  to  con- 
tributing factors  that  have  to  do  especially  with 
the  characteristic  features  of  the  wound,  and  to 
environment.  In  order  to  illustrate  our  meaning 
let  us  take  a  compound  fracture  of  the  tibia  of 
the  middle-third  such  as  we  find  in  a  civil  hospital 
resulting  from  traumatism  common  to  such  cases, 
and  let  us  compare  the  features  of  such  a  wound 
with  those  of  a  compound  fracture  by  a  fragment 
of  shell,  a  shrapnel  ball,  a  rifle  bullet,  or  any  of 
the  projectiles  used  in  hand  weapons  when 
animated  with  high  or  even  medium  velocity, 
such  as  one  finds  among  war  wounds. 

The  compound  fracture  in  the  civil  hospital 
is  most  likely  oblique,  with  few  or  no  isolated 
spicules  of  bone.  The  traumatism  to  the  soft 
tissues  is  confined  to  the  immediate  vicinity 
of  the  solution  of  continuity  in  the  bone.  The 
wound  in  the  skin,  be  it  large  or  small,  is  neces- 
sarily infected  by  the  unclean  skin  and  clothing 
of  the  patient.  The  infection  is  superficially 
located  at  first,  and  the  environments  being 
favorable  and  under  the  control  of  the  surgeon 
the  patient  is  taken  at  once  to  a  well  appointed 
hospital,  where  the  surgeon  treats  the  case  in 
accordance  with  the  rules  of  modern  surgery. 
He  washes  away  the  infection  which  is  super- 
ficially located,  exposes  any  pocket  or  recess  in 
which  infection  is  likely  to  lodge,  and  irrigates 
the  surfaces  thereof  and  those  of  the  wound 
generally  with  a  suitable  antiseptic,  and  then 
dresses  the  part  with  a  clean  dressing,  places  the 
limb  in  a  fixation  splint  and  awaits  developments. 
In  the  large  majority  of  cases  the  outcome  will 
be  satisfactory.  If  signs  of  infection  appear 
the  surgeon  takes  off  the  dressings,  irrigates 
the  wound  again,  redresses  it,  and,  still  main- 
taining fixation,  has  every  reason  to  look  for  a 
good  recovery. 

Let  us  compare  this  picture  with  that  of  a 
compound  fracture  of  one  of  the  long  bones  by 
gunshot.  As  an  extreme  example  we  might 
consider  the  lesion  which  we  generally  find  in  a 
gunshot  fracture  of  the  diaphysis  of  the  tibia  at 
close  range  —  within  100  yards  —  b)^  any  of  the 
reduced  caliber  military  rifles  the  ballistic  values 
of  which  are  very  much  the  same.    At  such  a 


range  the  wound  exhibits  what  military  surgeons 
have  designated  as  a  lesion  with  explosive  effects. 
The  injury  to  soft  parts  is  not  limited  to  the 
immediate  foyer  of  fracture  in  the  bone  as  we 
find  it  in  nearly  all  cases  of  fracture  from  traumata 
in  civil  life.  At  the  moment  of  impact  against 
the  hard  cancellous  bone  substance  the  part  was 
hit  by  a  bullet  traveling  at  the  rate  of  about 
2,500  f.s.  while  exerting  an  energy  of  about 
2,000  foot  pounds.  The  force  caused  comminu- 
tion and  pulverization  of  the  bone  substance. 
Particles  of  bone  varying  in  diameter  from  a 
grain  of  sand  to  one-half  inch  or  more  in  diam- 
eter were  driven  into  the  tissues  in  all  directions 
—  in  the  line  of  flight  of  the  bullet,  as  well  as 
laterally  and  even  in  the  reverse  direction  to  the 
line  of  flight,  since  one  will  often  find  bony  sand 
at  the  wound  of  entrance  in  the  skin.  Particles 
of  bone  have  been  driven  into  the  soft  parts 
as  much  as  two  and  three  inches  away  from  the 
area  of  fracture.  If  the  projectile  has  become 
impaired  or  any  of  the  lead  has  escaped  from  the 
steel  casing,  the  metallic  particles  are  also 
dispersed  into  the  tissues  in  all  directions,  like 
the  particles  of  bone  substance.  The  metallic 
and  bone  particles  having  received  part  of  the 
energy  of  the  projectile  have  acted  as  second- 
ary missiles,  and  have  each  in  turn  caused  a 
lesion  corresponding  to  the  size  and  velocity  of 
the  individual  fragment.  The  wound  of  entrance 
in  such  an  injury  usually  corresponds  to  the 
diameter  of  the  bullet;  it  is  generally  round  or 
oblong  in  shape,  depending  upon  the  angle  which 
the  bullet  had  assumed  to  the  line  of  flight  at 
the  time  of  impact.  The  wound  of  exit  on  the 
other  hand  is  much  larger.  If  the  bullet  has 
entered  the  limb  anteriorly  and  escaped  from 
the  thick  part  of  the  calf  posteriorly,  the  skin 
wound  on  the  latter  will  be  irregularly  oblong 
or  quadrilateral  in  shape,  measuring  as  much  as 
four  or  five  inches  in  its  longest  diameter.  There 
may  be  smaller  multiple  wounds  about  the 
edges  of  the  surrounding  skin  as  a  result  of  escape 
of  the  secondary  projectiles  already  mentioned. 
Muscles,  tendons,  and  fasciae  are  very  much 
lacerated.  The  tissues  generally  for  some  dis- 
tance from  the  surface  of  the  wound  are  con- 
tused, and  filled  with  haematomata.  That  such 
a  wound  is  infected  in  all  parts  from  the  moment 
of  its  occurrence  goes  without  saying.  The  bullet 
itself  was  not  clean.     Any  fragment  of  it  may 
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have  carried  infection  into  localities  where  it 
has  traversed  or  lodged.  Particles  of  bone  con- 
taminated by  the  infected  bullet  have  done 
likewise.  Shreds  of  clothing  and  particles  of 
skin  carried  into  the  wound  by  the  bullet  have 
assisted  in  infecting  the  injured  parts  in  all 
directions. 

The  picture  which  we  have  portrayed  herewith 
is  very  common  in  close  fighting,  such  as  occurs 
daily  in  the  present  European  War.  There  were 
only  a  few  such  cases  from  the  battle  of  Santiago 
in  1898  —  the  first  battle  fought  with  the  new 
armament  by  two  armies  of  any  size.  There 
were  proportionally  many  more  in  the  Anglo- 
Boer,  Russo-Japanese,  and  Turko-Balkan  wars. 
In  these  wars  explosive  effects  were  not  very 
common  because  the  fighting  took  place  more 
often  at  the  usual  battle  ranges  —  beyond  500 
yards.  Still,  whenever  battles  occurred  at  short 
range,  the  exaggerated  lesions  herein  mentioned 
were  invariably  noted,  and  they  were  heavily 
infected. 

Environment  plays  a  great  part  in  the  treat- 
ment of  these  badly  comminuted  fractures  in  an 
active  campaign.  The  wounded  are  at  the  front 
usually  under  fire,  generally  at  points  inaccessible 
to  the  relief  corps.  When  the  latter  arrive  they 
are  provided  with  first-aid  resources  only.  The 
practice  is  to  stay  haemorrhage,  which  seldom 
requires  much  attention,  to  disinfect  the  skin 
with  iodine,  put  on  a  first-aid  dressing,  immobi- 
lize the  limb  and  wait  until  the  patients  are  trans- 
ported to  a  field  hospital  where  the  facilities 
are  ample  and  the  environments  are  dominated 
by  the  medical  department.  In  battle  the 
length  of  time  the  surgeon  is  to  wait  until  his 
patients  reach  hospital  care  varies  greatly.  It 
is  seldom  less  than  twenty-four  hours,  and  it  is 
more  often  days.  The  delay  is  such  that  at  the 
next  examination  the  surgeon  finds  all  the  frac- 
tures of  the  type  under  discussion  badly  infected. 
He  has  a  far  more  difficult  problem  to  deal  with 
than  his  civil  confrere,  amid  surroundings  that 
are  to  say  the  least,  uncertain.  Nevertheless  he 
proceeds  to  treat  his  cases  in  accordance  with 
modern  methods.  The  compound  comminuted 
fracture  of  the  tibia  is  explored  at  the  wound  of 
exit,  under  ether  if  necessary;  all  metallic  frag- 
ments and  loose  spiculae  of  bone  are  removed; 
bony  fragments  adhering  to  periosteum  and  soft 
parts  are  replaced  as  near  as  possible  to  their 
normal  position.  When  necessary  a  similar 
exploration  is  practiced  at  the  wound  of  entrance. 
A  drain  is  put  in  place  for  twenty-four  to  thirty- 
six  hours,  the  wound  dressed  antiseptically,  and 
the  limb  immobilized.     The  subsequent  treat- 


ment will  depend  on  the  behavior  of  the  existing 
infection.  These  fractures  do  not  heal  as  rapidly 
as  the  compound  fractures  of  our  civil  confreres. 
Infection  is  deeper  seated.  Irrigation  with 
antiseptic  solutions,  and  incision  to  release  pent 
up  pus  may  become  necessary.  There  may  be 
a  slow  convalescence,  with  tardy  healing  and 
occasional  discharge  of  pieces  of  necrosed  bone. 

In  spite  of  the  advances  in  wound  treatment 
we  have  to  admit  that  gunshot  fractures  of  the 
long  bones  in  war,  notwithstanding  the  early 
application  of  first-aid  dressings,  are  nearly  all 
infected  and  that  the  ordinary  rules  of  modern 
surgery  to  combat  infection  are  often  put  to  the 
severest  test.  Until  the  present  European  War, 
surgeons  who  were  not  familiar  with  field  condi- 
tions were  inclined  to  question  the  technique  of 
military  surgeons  in  the  prevention  and  treat- 
ment of  infection.  This  state  of  doubt  might 
still  persist  if  the  difficulties  had  not  been  multi- 
plied in  the  experience  of  both  military  and  civil 
surgeons  who  are  in  great  numbers  at  the  front 
today. 

We  have  surgeons  of  renown  who  will  not 
admit  that  wounds  by  gunshot  should  be  differ- 
ent from  those  due  to  other  traumata  when  it 
comes  to  a  question  of  combating  existing  in- 
fection. In  his  Hunterian  Oration,^  Sir  W. 
Watson  Cheyne  speaks  of  the  easy  attainment 
of  disinfection  of  accidental  wounds  in  civil 
practice,  a  fact  we  all  admit.  In  referring  to 
the  problem  of  disinfecting  gunshot  wounds  he 
states  that  "some  surgeons  take  a  hopeless 
view"  of  the  subject;  and  again,  "Why  then, 
should  surgeons  be  so  hopeless.  I  think  the  idea 
is  probably  founded  on  experiments  carried  out 
a  good  many  years  ago  by  LaGarde  and  others. 
In  these  experiments  it  is  stated  that  in  gunshot 
wounds  in  animals  where  the  bullet  is  traveling 
at  high  velocity,  particles  of  gunpowder  may  be 
driven  into  the  tissues  which  form  the  sides 
of  the  wound  to  as  great  a  depth  as  1 7  millimeters, 
and  presumably  bacteria  might  also  be  driven 
in  to  the  same  extent,  in  which  case  no  amount 
of  syringing  out  of  the  wound  with  antiseptics 
could  affect  them.  I  cannot  argue  this  matter 
fully  here,  but  I  may  say  that  the  experiments, 
so  far  as  I  read  them,  are  not  convincing,  and  I 
am  not  prepared  to  accept  them  without  fresh 
and  careful  repetition." 

We  will  not  attempt  to  answer  the  adverse 
criticism  of  Sir  W.  Watson  Cheyne  except  in 
so  far  as  it  may  allude  to  our  own  experiments, 
the  truth  and  value  of  which  we  will  maintain. 

1  Cheyne,  Sir  W.  Watson.     Hunterian  Oration  before  Royal  College 
of  Surgeons  of  England.    Lancet,  Lond.,  1915,  February  27. 
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Ordinarily  the  question  of  doubt  might  be  set 
aside,  but  infection  of  gunshot  wounds  is  so 
prominently  before  the  profession  today  that 
the  matter  of  the  degree  of  infection  in  this  class 
of  wounds  and  the  management  thereof  as  com- 
pared to  accidental  wounds  in  civil  practice 
should  be  settled  now  to  the  satisfaction  of  all. 

The  experiments  referred  to/  as  far  as  they 
relate  to  our  work,  show  the  pathological  anatomy 
of  the  tissues  surrounding  the  track  of  a  gunshot 
wound  as  determined  by  microscopic  sections 
made  at  right  angles  to  the  line  of  flight  of  the 
bullet;  the  distance  to  which  the  tissues  were 
altered;  and  the  distance  to  which  carbon  par- 
ticles (not  gunpowder  as  stated  by  Cheyne) 
placed  on  the  skin  of  animals  might  be  driven 
in  a  wound  through  soft  parts,  independently  of 
any  bone  lesion. 

By  firing  the  Krag-Jorgensen  rifle  bullet 
through  the  gluteal  region  of  a  cat,  with  varying 
velocities,  we  found  the  distance  to  which  the 
tissues  were  infiltrated  with  haematomata,  away 
from  the  channel  made  by  the  bullet,  to  be  as 
follows: 

With  a  velocity  of    825  f.s.,    8  mm. 

With  a  velocity  of  1138  f.s.,  12  mm. 

With  a  velocity  of  2000  f.s.,  23  mm. 

The  influence  of  sectional  area  in  causing 
infiltration  of  haematomata  in  the  tissues  was 
ascertained  by  firing  bullets  of  varying  calibers, 
the  velocity  remaining  approximately  the  same, 
into  the  gluteal  region  of  a  cat.  The  measured 
distances  of  the  haematomata  away  from  the 
channel  made  by  the  bullet  were  as  follows: 

Springfield  rifle  bullet  cal.  0.45,  vel.  1301  f.s., 
haematomata  30  mm. 

Krag-Jorgensen  rifle  bullet  cal.  0.30,  vel.  1138 
f.s.,  haematomata  12  mm. 

The  displacement  of  foreign  matter,  which 
may  be  found  on  the  skin  of  animals,  was  ascer- 
tained by  firing  bullets  of  varying  calibers  and 
velocities  into  the  gluteal  region  of  cats  after  the 
skin  and  hair  had  been  rubbed  with  powdered 
charcoal.  The  figures  in  millimeters  represent 
the  distance  the  charcoal  particles  were  found 
away  from  the  channel  caused  by  the  bullet. 

Pistol  baU,  cal.  0.32,  vel.  300  f.s.,  3  mm. 

Krag-Jorgensen  bullet,  cal.  0.30,  vel.  2200  f.s., 
10  mm. 

To  ascertain  the  distribution  of  carbon  par- 
ticles as  influenced  by  the  sectional  area  of  bullets, 
the  velocity  remaining  about  the  same,  after 
firing  into  the  same  anatomical  region  of  other 
animals,  we  found  the  results  to  be  as  follows: 


Krag-Jorgensen  bullet,  cal.  0.30,  vel.  1138  f.s., 
6  mm. 

Springfield  rifle  bullet,  cal.  0.45,  vel.  1301  f.s,, 
17  mm. 

These  are  the  experiments  to  which  Cheyne 
takes  exception  and  which  he  is  "not  prepared 
to  accept  without  fresh  and  careful  repetition." 
Those  who  have  experimented  on  animals  with 
high-power  rifles,  as  well  as  surgeons  who  have 
dissected  the  area  about  the  channel  of  gunshot 
wounds,  will  not  require  corroboration  of  the 
experiments  to  convince  them  of  the  truth  of  our 
statement.  As  we  will  show  later  the  pathologic 
conditions  as  we  have  shown  them  to  exist  are 
verified  by  Sir  A.  E.  Wright,  who  admits  the 
impossibility  of  disinfecting  gunshot  wounds. 

The  world  war  now  waging  has  taught  us 
nothing  on  the  subject  of  infection  of  gunshot 
wounds  that  we  did  not  know  before.  We  have 
known  by  past  experience  that  the  frequency  and 
amount  of  infection  in  gunshot  wounds  was  in 
keeping  with  the  factors  that  augment  the  ten- 
dency to  the  development  of  infection.  These 
factors  are:  haematomata,  contusion,  coagulation 
necrosis,  and  laceration  generally.  We  are  told 
that  in  the  present  war  the  wounds  are  heavily 
infected.  Colonel  Sir  A.  E.  Wright,^  while 
studying  the  cause  and  consequences  of  these 
infections,  dwells  on  the  fact  that  the  clothes  and 
skin  of  soldiers  in  war  service  become  contami- 
nated "with  all  manner  of  filth  containing  patho- 
genic organisms  and  spores;  the  projectile  taking 
these  with  it  and  implanting  them  far  beyond  the 
reach  of  any  prophylactic  applications  of  anti- 
septics." (The  italics  are  ours.)  What  Colonel 
Wright  states  is  very  true,  but  the  statement  is 
equally  true  of  gunshot  wounds  in  other  wars. 
We  have  always  known  that  compound  fractures 
from  the  present  military  rifle  and  machine-guns 
which  show  explosive  effects  when  delivered  at 
short  range,  become  heavily  infected.  The  fight- 
ing between  the  trenches  on  the  western  front 
of  the  line  in  Europe  is  all  done  within  the  zone 
of  explosive  effects.  We  have  always  known  that 
the  ragged  wounds  caused  by  pieces  of  shell, 
shrapnel,  and  grenades  were  prone  to  suppura- 
tion. The  fact  that  these  are  the  missiles  that 
cause  the  majority  of  the  wounds  on  the  western 
front  today  explains  the  reason  for  the  large  num- 
ber of  suppurating  wounds.  If  these  same  armies 
should  go  out  into  the  open  and  fight  battles 
with  machine-guns  and  military  rifles  at  800 
to  1,000  yards  the  wounds  would  not  be  badly 
infected  any  more  frequently  than  they  were  in 


1  The  lesions  that  augment  the  development  of  tetanus  and  other 
infections  in  gunshot  wounds.    Tr.  Am.  Surg.  Ass.,  1903,  xxi. 


'  Wright,  Sir  A.  E.    Wound  infections;  some  new  methods  for  their 
study.    Lancet,  Lond.,  1915,  April  10. 
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the  Spanish- American,  Anglo-Boer,  or  Russo- 
Japanese  wars,  the  filthy  condition  of  the  cloth- 
ing of  the  soldiers  to  the  contrary  notwith- 
standing. The  majority  of  wounds  would  be 
simple  fiesh  wounds  with  little  or  no  laceration, 
exhibiting  the  nature  of  incised  wounds,  and 
they  would  heal  very  kindly  for  the  most  part, 
with  the  application  of  first-aid  dressings.  We 
are  wont  to  call  these  humane  wounds  nowadays. 

Virulent  injections.  Colonel  Wright  dwells 
upon  the  frequency  of  infections  in  this  war  by 
what  is  called  intestinal  microbes,  viz.,  the  gas 
phlegmon  bacillus,  or  the  bacillus  aerogenes 
capsulatus  of  Welch,  and  the  tetanus  bacillus. 

The  frequent  appearance  of  infection  in  gun- 
shot wounds  by  the  Welch  bacillus  is  well  known. 
Welch^  himself  recognized  this,  because  he  states 
in  his  Shattuck  Lectures  that  the  history  of 
infection  in  wounds  by  this  bacillus  is  most 
frequently  seen  in  compound  fractures,  and  next 
in  gunshot  wounds.  The  reason  for  this  is  appar- 
ent. The  lesion  is  the  same  in  the  two  kinds  of 
wounds.  In  compound  fractures  from  accidents 
ha^matomata,  contusion,  and  laceration  are  ever 
present  to  augment  the  development  of  existing 
infection.  In  gunshot  wounds,  bone  lesion  is 
not  always  necessary  to  produce  haematomata, 
laceration,  and  the  characteristic  features  that 
favor  the  development  of  infection.  Our  experi- 
ments above  cited  have  shown  that  haematomata 
and  carbon  particles  are  widely  distributed  away 
from  the  channel  produced  by  bullets  of  varying 
calibers  passing  through  soft  parts  in  the  gluteal 
region  of  cats.  Doubtless  the  infected  condition 
of  the  terrain  in  the  western  front  adds  to  the 
frequency  of  infection  by  the  Welch  bacillus, 
but  the  presence  of  infection  from  this  source 
is  more  especially  frequent  by  virtue  of  the 
character  of  the  lesions  due  to  close  fighting, 
and  the  frequency  of  wounds  by  shell  fragments, 
shrapnel,  and  grenades. 

What  we  have  stated  about  the  frequency  of 
infection  by  the  Welch  bacillus  is  true  of  infection 
by  the  bacillus  of  Nicolaier.  Lwowitch,^  Strick,^ 
and  Dorst^  show  by  their  experiments  how  much 
haematomata  augment  the  tendency  to  the 
development  of  tetanus.  Compared  to  a  clean 
incised  wound  they  demonstrated  that  the  sus- 
ceptibility to  infection  in  haematomata  by  the 
bacillus  of  Nicolaier  was  enhanced  a  thousand 

1  Shattuck  Lectures.    Boston  M.  &  S.  J.,  1900,  cxliii,  No.  4. 

2  Tavel.  Description  of  unpublished  work  of  Lwowitch,  pupil  of 
Kocher.    Rev.  de  Chir.,  1899,  xix,  701. 

'  Strick.  Die  Tetanusinfection,  von  Schusswunden  und  Haemetomen 
ausgehend  bei  Kaninchen  mit  besonderer  Berucksichtigung  der  Serum- 
Prophylaxis  und  Therapie.    Inaug.  Dissertation,  Berne,  Cologne,  1899. 

*  Dorst.  Over  den  invloed  vanshet  haematoom  op  het  cprreden  van 
infectir  in  die  chirurhie.  N.  Tijdschr.  v.  Geneesk.,  1896,  xxxii,  503. 


times,  and  it  was  further  shown  by  Strick  that 
tetanus  infection  developed  more  readily  in  the 
lesion  of  a  gunshot  wound  than  it  did  in  a  haema- 
toma  purposely  inflicted,  and  further,  that  the 
symptoms  of  tetanus  in  an  animal  shot  with  a 
bullet  previously  infected  with  the  bacillus  of 
tetanus  developed  twice  as  rapidly,  and  death 
ensued  earlier,  due  no  doubt  to  the  state  of  the 
devitalized  tissues  in  and  around  the  channel 
of  the  gunshot  wound. 

We  can  infer  from  the  widespread  presence 
of  the  bacilli  of  Welch  and  Nicolaier,  and  their 
tendency  to  develop  in  devitalized  tissues,  that 
they  may  be  present  in  wounds  showing  the 
characters  of  incised  wounds  without  exhibiting 
the  chain  of  symptoms  that  characterize  gas 
gangrene  and  tetanus.  This  fact  is  well  brought 
out  by  Dudgeon,  Gardner,  and  Bawtree  in  an 
article  on  the  "Bacterial  Flora  of  Wounds  Pro- 
duced During  the  Present  War,"  in  the  Lancet 
of  June  12,  191 5.  They  found  that  the  bacillus 
of  Nicolaier  will  live  two  months  in  a  wound 
without  manifestations  of  tetanus,  and  the 
bacillus  of  Welch  has  lived  four  weeks  in  certain 
wounds  without  causing  gas  gangrene.  Further- 
more, from  a  study  of  hundreds  of  gunshot 
wounds  in  the  present  war  they  cite  again  the 
fact  that  these  two  virulent  infections  are  inti- 
mately associated  with  wounds  having  much 
devitalized  tissue. 

CONCLUSIONS 

1.  Infection  in  gunshot  wounds  is  widely 
distributed  by  the  energy  of  the  projectile  which 
is  exerted  in  all  directions,  and  it  is  especially 
so  in  hard  bone  lesions  inflicted  by  projectiles 
traveling  at  high  velocity. 

2.  Heavy  infections  depend  more  often  upon 
the  characteristic  features  of  a  gunshot  wound, 
as  haematoma,  contusion,  laceration,  all  of  which 
have  been  shown  by  experiments  to  augment 
the  development  of  the  constant  presence  of 
infection  in  gunshot  wounds. 

3.  To  properly  appreciate  the  difference  be- 
tween the  degrees  of  infection  in  compound  frac- 
tures due  to  accidents  in  civil  practice  and  that 
due  to  projectiles  from  gunshot,  one  should  bear 
in  mind  the  superficial  character  of  the  one,  and 
the  widespread  and  deep-seated  infection  in 
the  other,  a  condition  not  easily  reached  by  the 
accepted   treatment  of  wounds  by  antiseptics. 

4.  The  task  of  the  military  surgeon  in  the 
treatment  of  compound  fractures  caused  by 
gunshot,  as  compared  to  that  of  his  civil  confrere 
in  the  treatment  of  compound  fractures  by  acci- 
dent, is  not  so  hopeful. 
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Lexer,  E.:  The  Employment  of  Silver  Foil  in 
Surgery  (Die  Verwendung  von  Silberplattchen 
in  der  Chirurgie).  Zentralhl.  f.  Chir.,  1915,  xlii, 
217. 

Following  the  example  of  Halsted  and  Gushing, 
the  author  tried  out  the  employment  of  silver 
foil  platelets  on  wounds  in  which  he  desired  a 
very  inconspicuous  scar.  He  first  employed  it 
in  wounds  or  plastic  operations  of  the  face  with 
such  excellent  results  that  it  led  him  to  employ 
it  much  more  extensively  elsewhere.  He  noticed 
that  wounds  covered  with  this  foil  remained  per- 
fectly dry  even  if  left  alone  for  a  week  to  ten  days, 
and  that  epidermization  was  much  more  rapid. 
He  attributed  this  to  the  inhibitory  effect  of  the 
silver  upon  bacterial  growth.  In  osteoplastic  flaps 
the  scars  are  so  faint  that  they  can  scarcely  be  seen. 

Since  observing  the  rapid  epidermization  in 
ordinary  scars,  he  employed  it  in  skin  grafting 
with  such  good  results  that  the  grafts  may  be 
left  untouched  for  a  week  to  ten  days.  Occasionally 
blood  and  serum  collect  beneath  some  of  the  grafts, 
lifting  them  up,  but  if  they  are  removed  and  the 
granulations  covered  with  foil,  epidermization  is 
rapid.  This  last  observation  led  him  to  apply  the 
foil  in  granulating  wounds.  He  observed  that 
healthy  granulations  are  rapidly  covered  over 
with  epithelium  from  the  edges  of  the  wound 
without  the  formation  of  much  granulation  tissue. 
They  become  flatter.  It  appears  as  if  the  silver 
foil  has  an  inhibitory  effect  upon  the  growth  of 
the  granulation  tissue.  In  heavily  secreting  granu- 
lations the  surface  soon  becomes  clean,  and  epider- 
mization goes  on  rapidly  from  the  edges.  The 
surface  when  healed  is  even  with  the  surrounding 
skin  and  not  raised  in  ordinary  granulating  wounds. 
If  the  gauze  covering  the  foil  is  removed  after  a 
few  days,  little  pieces  of  silver  appear  dissolved 
in  the  secretions.  Crede  investigated  this  and 
states  that  a  combination  of  the  silver  and  the 
lactic  air  takes  place.  It  is  the  antiseptic  action 
of  this  lactated  silver  that  inhibits  bacterial  growth 
and  permits  rapid  epidermization.  Its  employment 
is  advised  in  osteoplastic  operations  of  the  face,  in 
skin  sutures  beneath  plaster  of  Paris  casts,  in  skin 
grafting,  and  in  the  epidermization  of  granulating 
wounds.  L.  A.  Juhnke. 


AN.ffiSTHETICS 

Williams,  A.  W.:  A  Portable  Positive-Pressure 
Apparatus  for  Administration  of  Ether  by 
Intratracheal  Insufflation.  /.  Am.  M.  Ass., 
1915,  Ixiv,  138. 

Induced  by  the  revelations  of  the  Meltzer-Auer 
method  of  etherization  by  intratracheal  insufflation 
the  author  constructed  an  apparatus  suited  to  the 
service  conditions  of  the  army.  It  was  exhibited 
in  191 2  at  the  Atlantic  City  meeting  of  the  American 
Medical  Association,  and  at  the  meeting  of  the 
Military  Surgeons'  Association  at  Baltimore.  In 
field  and  hospital  service  in  Texas  and  Mexico,  it 
was  essential  to  success  in  four  operations.  In  two 
of  these  the  method  was  by  pharyngeal  instead  of 
intratracheal  insufflation.  For  the  purposes  con- 
cerned, the  discovery  of  the  Meltzer  method  is 
seen  to  be  epochal  when  compared  with  the  former 
positive  or  negative  pressure  cabinets  or  rooms 
necessary  for  pulmonary  or  cardiac  operations. 
The  fear  of  pneumonia  from  tubes  introduced  in  the 
trachea  has  not  been  realized,  revealing  the  imoort- 
ance  of  the  steady  outflow  of  air  between  the  cath- 
eter and  trachea. 

The  claims  made  for  Williams'  apparatus  are 
that  it  will  always  work.  It  is  operated  by  storage 
battery  and  electric  motor,  and  has  a  hand  mecha- 
nism which  may  be  quickly  substituted  as  a  motive 
power  for  the  motor  and  battery  ^ — this  mechanism 
being  safe  as  against  any  breakdown  of  motor, 
and  being  indestructible  —  which  cannot  be  said  of 
foot-bellows  made  of  leather,  and  other  pumping 
devices.  The  other  parts  of  the  apparatus  are 
substantially  the  same  as  in  other  apparatus,  and 
the  method  of  introducing  the  tracheal  catheter  and 
maintaining  intrapulmonary  pressure  are  not  new. 

F.   W.   PiNNEO. 

Blumfeld,  Hewitt,  F.,  Tate,  and  Others:  Discus- 
sion on  the  Influence  of  Preliminary  Narcotics 
on  Induction,  Maintenance,  and  After-Results 
of  Anaesthetics.  Proc.  Roy.  Soc.  Med.,  1915,  viii. 
Seel.  AncBsL,  15. 

Blumfeld  referred  to  a  similar  discussion  on  the 
same  topic  about  four  years  ago,  at  which  time  the 
opinions  were  so  diff^erent  that  it  seemed  more  time 
was  necessary  to  arrive  at  conclusions  than  would  be 
justified  by  experience.    He  thinks  that  now  discus- 
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sion  probably  would  bring  out  the  fact  that  in  some 
cases  this  method  (narcotics  preliminary  to  the 
anaesthetic)  has  great  value,  while  in  others  it  should 
not -be  used.  Therefore,  his  first  point  was  that  as 
a  routine  measure  these  drugs  should  not  be  employed 
with  the  single  exception  of  atropine.  He  has 
never  seen  or  heard  of  any  ill-effects  from  it  so  used. 
It  is  regrettable  that  usually  the  anaesthetist  is 
prescribing  for  a  patient  whom  he  has  not  seen,  and 
scopolamine  and  morphine  seem  risky  drugs  to 
prescribe  indiscriminately.  This  argues  for  the 
anaesthetist  seeing  the  patient  beforehand.  After 
the  hypodermatic  the  patient  should  be  undisturbed 
and  should  not  walk  to  the  operating  room.  Blum- 
feld  claimed  that  these  criticisms  of  scopolamine 
(particularly)  and  morphine  do  not  apply  to  atropine, 
which  may  be  freely  used  with  but  few  contra- 
indications. The  advantages  of  preliminary  nar- 
cotics are:  (i)  a  quiet  induction;  (2)  less  anaesthetic 
used;  (3)  diminished  after-effects.  Atropine  con- 
tributes to  the  first  and  second.  The  patients  he 
chooses  for  all  three  drugs  are:  highly  nervous 
persons  and  the  insane;  protracted  nose  and  throat 
cases;  muscular  individuals,  or  those  addicted  to 
the  use  of  alcohol. 

Hewitt  expressed  his  high  opinion  of  pre- 
liminary narcotics  used  with  discriminating  care. 
He  also  thinks  the  anaesthetist  should  be  familiar 
with  his  patient's  condition.  Careful  notes  of 
266  cases  in  which  he  had  used  morphine,  atro- 
pine, and  scopolamine  in  different  combinations 
formed  the  basis  of  his  conclusions.  Atropine  he 
considers  a  very  valuable  anaesthetic,  having  de- 
sirable effects  upon  secretions  and  causing  little 
after-vomiting,  and  having  few  contra-indications, 
indeed  none.  Scopolamine  he  has  become  very 
shy  of,  having  met  with  one  case,  an  elderly  man, 
of  distinct  idiosyncrasy,  who  was  profoundly  nar- 
cotized by  i/ioo  grain.  He  makes  the  injections 
three-quarters  of  an  hour  beforehand.  Morphine 
he  thinks  strongly  contra-indicated  in  certain  cases: 
nose,  throat,  and  tongue  operations  with  haemorrhage 
in  which  it  is  highly  important  that  the  reflexes 
should  return  quick) j'.  The  profession  has  not, 
he  thinks,  realized  the  importance  of  this;  also  of 
another  point  for  the  operator:  the  prejudicial 
effect  of  additional  morphine  afterward,  paralyzing 
intestinal  peristalsis.  It  must  always  be  recognized 
that  morphine  hinders  free  pulmonary  exchange; 
hence  the  intake  of  both  ether  and  oxygen,  thus  ex- 
plaining slow  induction  and  prolonged  maintenance. 

Tate  expressed  himself  as  strongly  in  favor  of 
preliminary  hypodermatics,  chiefly  morphine  and 
atropine;  hyoscine  is  powerful  but  he  believes 
uncertain,  and  inadvisable  in  the  feeble.  Its  chief 
value  is  in  subduing  a  susceptible  nervous  system 
both  before  and  after  operation. 

Miss  Turnbull  agreed  with  Blumfeld  as  to  the 
value  of  atropine  alone  and  as  to  using  morphine 
and  atropine  in  nasal  cases. 

Mennell  referred  to  what  some  surgeons  call 
the  rigid  "scopolamine  belly"  due  to  this  drug. 


Boyle  spoke  strongly  of  the  advantage  of  the 
patient's  seeing  the  anaesthetist  a  day  or  two  before 
operation,  so  that  he  might  have  a  better  knowledge 
of  the  patient's  condition.  He  had  recently  come 
from  a  war  hospital  where  morphine,  atropine,  and 
scopolamine  were  used  with  success,  adding  to  the 
comfort  of  both  the  soldiers  and  surgeons,  the  only 
drawback  being  the  extreme  thirst  and  dryness  of 
the  throat. 

Barton  favored  the  use  of  narcotics,  notwith- 
standing the  hindrance  to  respiration,  adding  that 
ethyl  chloride  helps  against  this  objection.  He 
maintains  only  a  light  anaesthesia,  the  corneal 
reflex  being  present.  Crile's  theory  of  shock  he 
does  not  accept,  but  believes  in  the  principle  of 
anoci-association. 

Shipway  added  a  point  in  suggesting  chloretone 
as  a  substitute  for  morphine  in  susceptible  people. 

Post-anaesthetic  vomiting,  it  was  by  most  agreed, 
is  relieved  by  the  use  of  preliminary  hypodermatics. 

F.  W.  PiNNEO. 

Cooke,  A.  B.:  Anoci-Association  in  Theory  and 
Practice.    /.  Tenn.  St.  M.  Ass.,  1915,  vii,  479. 

Cooke  is  an  ardent  advocate  of  Crile's  theories  on 
shock  and  anoci-association.  He  shows  that  it 
is  not  enough  that  a  patient  ultimately  recovers, 
but  that  operations  should  involve  as  little  ordeal 
as  possible  for  any  organ.  The  theory  of  anoci- 
association,  succinctly  stated,  is  that  shock  is 
extreme  exhaustion  of  brain-cells;  other  organs 
also  sharing  in  these  cytologic  changes.  General 
anaesthesia  does  not  protect  the  central  nervous 
system  from  assaults  through  the  sensory  tract, 
though  producing  unconsciousness  and  abolishing 
voluntary  muscular  action.  The  psychic  factor 
also  is  important,  and  may  alone  produce  shock, 
a  common  observation;  hence  the  preliminary 
hypodermatics  as  well  as  the  nerve-blocking.  The 
data  upon  which  Crile's  theories  are  based,  the 
period  of  some  eighteen  years  including  his  twelve- 
hundred  animal  experiments,  offer  convincing  evi- 
dence of  the  logic  of  the  conclusions. 

The  cardinal  principles  of  the  method  are  four: 
(i)    the    preliminary    morphine    and    scopolamine, 

(2)  nitrous  oxide  and  oxygen  for  general  anaesthesia, 

(3)  nerve-blocking  by  novocaine  infiltrations,  and 

(4)  injections  of  tramautized  tissues  (except  skin) 
with  quinine  and  urea  hydrochloride.  Coupled 
with  these  is  the  principle  of  gentleness  of  manipu- 
lation of  tissues.  F.  W.  Pinneo. 

Deal,  Don  W.:  Nitrous  Oxide-Oxygen  Anoci- 
Association  in  Practice.  Illinois  M.  J.,  1915, 
xxvii,  355. 

Deal  records  his  personal  observations  during 
six  months'  travel  as  to  the  use  of  nitrous  oxide 
combined  with  nerve-blocking,  resulting  in  his 
adopting  its  use.  To  this  end  he  made  visits  to 
Cleveland  and  also  had  a  chosen  anaesthetist  go  to  the 
Lakeside  Hospital  for  training  in  the  method.  He 
counts  the  success  which  they  achieved  as  largely 
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due  to  the  keen  interest  and  skill  of  this  anaesthetist 
and  indeed  adds,  incidentally,  in  regard  to  nitrous 
oxide  that  he  believes  its  safety  is  largely  due  to 
the  skill  of  the  anaesthetist  and  that  he  would  in  his 
own  case  prefer  ether  if  the  administrator  were  in- 
experienced. He  pays  tribute  to  the  work  of  Crile 
as  being  a  leader  in  the  last  decade  in  reducing  mor- 
tality from  shock  in  operations;  recounts  the  theory 
of  anoci-association  as  taught  by  Crile;  mentions  the 
injections  of  novocaine  before  the  tissues  are  cut; 
the  use  of  preliminary  hypodermatics  of  morphine 
and  scopolamine  and  of  quinine  and  urea  hydro- 
chloride; mentions  the  value  of  nitrous  oxide  in 
preference  to  ether  for  inhalation  as  giving  less 
shock  and  less  fall  of  blood-pressure,  and,  further, 
its  great  value  for  short  induction.  In  his  opinion, 
the  method  is  superior  to  spinal  anaesthesia  which, 
though  providing  nerve-blocking,  does  not  prevent 
psychic  trauma.  By  its  use  pneumonia  is  reduced  50 
per  cent,  post-operative  nephritis  becomes  rare, 
nausea  is  less  likely,  and  nourishment  may  be  given 
earlier.  Where  nitrous  oxide  does  not  afford  suf- 
ficient muscular  relaxation,  the  gas  is  not  pushed  to 
the  point  of  cyanosis,  but  ether,  three  or  four  per 
cent,  is  added  for  a  few  minutes  and  then  shut  off, 
the  amount  of  ether  never  being  more  than  two  or 
three  drams. 

In  acute  infection,  nitrous  oxide  has  an  advantage 
over  ether  in  that  the  phagocytes  are  not  broken 
down.  A  case  is  sighted  of  an  appendix  removal, 
after  which  the  patient  walked  about  the  hospital  in 
six  hours,  walked  on  the  street  the  next  morning 
and  at  noon  took  a  train  for  home,  twenty-six  hours 
after  operation.  He  makes  the  following  sum- 
mary: (i)  Nitrous  oxide  is  more  agreeable  to 
the  patient  than  ether.  (2)  It  reduces  shock. 
(3)   It   is  safer,    when    administered   by   a   skilled 


anaesthetist.  (4)  Anoci-association  aids  post-oper- 
ative comfort,  (s)  Novocaine  injections  prevent 
shock  and  reduce  the  amount  of  gas  necessary. 
(6)  Quinine  and  urea  hydrochloride  reduce  after- 
pain.  F.  W.  Pinned. 

Lutnbard,  J.  E.:  Ether-Oil  Colonic  Anaesthesia;  a 
Report  of  Thirty-Six  Head  and  Neck  Opera- 
tions.    Surg.,  Gynec.  6*  ObsL,  1915,  xx,  553. 

Lumbard  reports  36  head  and  neck  operations 
with  special  reference  to  10  thyroidectomies.  He 
has  had  over  90  cases,  but  recommends  this  method 
especially  for  head  operations.  He  prefers  com- 
pound liquorice  powder  to  clear  the  bowel.  The 
ether  and  oil  are  well  mixed  in  a  bottle.  A  hypo- 
dermic of  morphine  and  atropine  is  given  one-half 
hour  before  introducing  the  anaesthetic  mixture, 
which  usually  is  composed  of  ether  75  per  cent  and 
olive  oil  25  per  cent,  about  one  ounce  to  every  20 
lbs.  of  body  weight.  There  is  no  preliminary  bowel 
medication.  The  ether-oil  should  be  introduced 
slowly.  The  patient  should  remain  in  bed  while 
the  anaesthetic  is  being  given.  Children  are  not  as 
good  subjects  for  this  method  as  adults. 

The  technique  requires  more  time  than  the  usual 
methods.  The  method  is  of  advantage  in  head  and 
neck  cases  where  the  anaesthetist  is  in  the  way. 
Patients  can  be  anaesthetized  without  their  knowl- 
edge. There  is  much  less  mucous,  haemorrhage, 
nausea,  vomiting,  and  tax  upon  the  heart,  lungs, 
and  kidneys  than  with  the  usual  inhalation  methods. 
Respiration  and  pulse  are  more  normal  than  with 
other  methods.    The  apparatus  is  simple  and  cheap. 

Lumbard  considers  it  the  best  anaesthetic  for 
thyroidectomies.  After  the  above  experience  with 
eighteen  different  surgeons  he  strongly  recommends 
it  for  head  and  neck  operations. 
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Grouse,   H.:    New  Technique  for  Operations  on 
Steno's  Duct.     Surg.,  Gynec.  b'ObsL,  1915,  xx,  593 

Crouse  deals  with  a  new  technique  for  operations 
on  Steno's  duct,  and  reviews  in  detail  the  techniques 
of  DeGuise,  Nicoladoni,  Wyeth,  Eisendrath,  and 
Weber,  and  mentions  the  suggestion  of  Konig, 
comparing  these  techniques  with  that  of  his  own,  in 
5  cases  of  various  forms  of  pathology  of  Steno's 
duct  successfully  operated  upon. 

His  technique  is  as  follows:  An  incision  is  made 
over  the  cheek  2  cm.  below  the  zygomatic  process, 
2  cm.  in  front  of  the  ear,  in  order  that  the  arteries, 
nerves,  and  veins  will  not  pass  over,  through,  or 
underneath  the  parotid.  The  incision  should  be 
about  3  cm.  in  length,  simply  cutting  through  the 
skin  and  adipose  tissue  of  the  cheek;  the  fascia  of 
the  parotid  is  incised  and  exposed  for  about  i  cm. 
parallel  to  the  skin  incision;  the  lip  is  grasped  and 


the  cheek  turned  out ;  a  pointed  strip  of  buccal  mu- 
cous membrane  one-fourth  inch  wide  and  one- 
eighth  inch  deep  is  marked  off  commencing  slightly 
within  the  vermilion  borderline  of  the  upper  lip 
stripping  the  same  back,  slightly  posterior  to  or 
even  with  the  cusp  of  the  second  upper  molar  tooth, 
leaving  the  posterior  end  of  the  strip  thicker  than 
the  anterior  end  and  unseparated.  The  mucous 
strip  is  clipped  with  curved  scissors,  care  being  taken 
to  cut  deep  enough  so  that  its  vitality  is  not  impaired. 
This  strip  is  tagged  with  an  artery  forceps.  Next, 
a  Doyen  or  similar  forceps  is  passed  through  the 
external  cheek  wound  over  the  surface  of  the  masse- 
ter  to  its  anterior  border;  the  buccinator  is  punctured 
and  the  mouth  is  entered  just  in  front  of  the  poste- 
rior area  denuded  by  the  buccal  mucous  membrane 
strip;  the  forceps  are  widely  stretched;  the  mucous 
strip  caught,  drawn  into  the  cheek  wound  and 
sutured  with  No.  o  ten-day  chromic  gut,  similar 
to  Lembert's  intestinal  suture,  making  a  double-tie 
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leaving  the  ends  long  in  order  to  secure  the  loop 
of  No.  5  ten-day  chromic  gut,  the  ends  of  the 
latter  remaining  in  the  mouth;  the  skin  wound 
is  sutured  subcuticularly,  the  mucous  membrane 
strip  being  whipped  together  with  small  chromic 
gut. 

Soderlund,  G.:  Primary  Actinomycosis  of  the 
Salivary  Glands  (Obcr  die  primare  Aktinomykose 
der  Speichel  driiscn).  Nord.  mcd.  Ark.,  Stockholm, 
1914,  xlvi,  No.  4. 

From  his  abundant  material  the  author  has 
derived  considerable  experience  and  gives  a  detailed 
exposition  of  primary  actinomycosis  of  the  salivary 
glands.  Until  the  present  time  this  disease  has 
been  considered  a  rarity.  He  has  proved  that  a 
primary  actinomycosis  infection  of  all  salivary 
glands  can  take  place  and  that  the  disease  in  the 
early  stage  has  a  definite  clinical  as  well  as  pathologic 
picture.  In  a  relatively  short  time  the  author  has 
observed  9  primary  cases,  4  during  the  last  two 
and  one-half  years,  in  a  total  of  12  cases.  Eight 
of  these  were  very  early  cases  of  primary  actinomy- 
cosis of  the  salivary  glands.  The  disease  in  all 
cases  was  still  limited  to  the  gland  itself.  Alto- 
gether the  author  reports  31  cases,  7  of  which  orig- 
inated from  the  submaxillary  gland.  In  9  cases  the 
submaxillary  region  was  involved,  but  the  exit 
from  the  gland  could  not  be  proved.  Two  cases 
positively  originated  from  the  sublingual  gland, 
one  probably  originated  from  the  sublingual 
gland,  and  five  positively  originated  in  the  parotid. 
Seven  other  cases  involved  the  parotid  region  and 
may  have  been  primary  in  some  instances  and 
secondary  in  others. 

The  author  further  discusses  the  diagnosis  and 
pathology  of  primary  actinomycosis  of  the  sali- 
vary glands,  its  further  development,  and  the  break- 
ing through  the  gland  into  the  surrounding  tissue. 
From  his  investigations  he  was  able  to  determine 
that  in  the  primary  cases  the  infection  entered 
positively  by  the  duct  route  in  some  of  the  cases 
and  probably  in  the  others  also,  the  patient  chewing 
a  stem  of  grain  bearing  the  actinomycotic  organism. 

If  the  infection  has  once  taken  place  the  process 
may  be  classified  into  three  different  stages:  (i) 
the  formation  of  a  diffuse  inflammatory  process, 
in  conjunction  with  a  chronic  enlargement  of  the 
gland  originating  from  a  piece  of  infected  grain 
stem  lying  at  the  end  of  the  duct  in  the  bilus 
or  near  there;  (2)  the  formation  of  a  localized 
abscess,  usually  in  the  immediate  vicinity  of 
the  piece  of  grain  stem;  (3)  the  spreading  of 
abscess  formation  within  the  gland,  eventually 
forming  new  abscesses  and  finally  breaking  through 
with  the  formation  of  fistulae,  either  external  or 
internal. 

The  author  discussed  this  question  in  1908  and 
then  believed  that  the  salivary  ducts  were  in 
reality  the  portals  by  which  an  actinomycotic 
infection  enters,  even  in  the  cases  of  face  and 
neck  actinomycosis.  L.  A.  Juhnke. 


Rinjiel :  Puncture  of  the  Corpus  Callosum  Accord- 
ing to  Bramann  (t)ber  den  Anton  von  Bramann'- 
schen  Balkcnstich).  Beilr.  z.  klin.  Chir.,  1914. 
xcii,  Fcstschr.  Hamburg-Eppendorf,  41. 

The  author  reports  five  cases  of  puncture  of  the 
corpus  callosum  in  four  cases  of  hydrocephalus 
and  in  one  for  tumor.  The  latter  was  not  accom- 
panied by  hydrocephalus  internus,  hence  the 
operation  was  not  successful.  A  definite  result, 
however,  was  obtained  in  the  four  cases  of  hydro- 
cephalus in  children  —  in  one  it  was  excellent. 

In  figuring  up  the  statistics  the  author  finds 
a  mortality  of  only  1.5  per  cent  for  the  operation, 
whereas  more  complicated  procedures  have  a 
mortality  much  greater;  i.e.,  ventricle  drainage 
according  to  Payr's  method,  38.8  per  cent.  Since 
the  puncture  is  so  simple  a  procedure  it  ought  to 
be  undertaken  in  all  cases  of  hydrocephalus  and 
brain  tumors  complicated  by  an  internal  hydro- 
cephalus. In  many  cases  improvement,  and  even 
cure,  will  result,  thus  avoiding  the  necessity  of 
more  radical  measures.  L.  A.  Juhnke. 

Baker,    D.:     The    Treatment    of    Brain    Tumors. 

Albany  M.  Ann.,  1915,  xxxvi,  230. 

Baker  considers  the  operative  mortality,  the 
various  kinds  of  tumors  affecting  the  brain  with 
special  notes  on  the  treatment  of  each,  groups 
them  according  to  their  site,  and  gives  the  mode  of 
treatment  for  the  different  locations. 

He  says  the  treatment  of  a  person  afflicted  with  a 
tumor  of  the  brain  presents  one  of  the  most  difficult 
problems  a  medical  man  can  meet.  The  mortality 
seems  prohibitive,  with  Tooth's  post-operative 
mortality  of  32  per  cent,  von  Eiselsberg's  38  per 
cent,  and  Kiittner's  45  per  cent.  Gushing  has  re- 
duced the  post-operative  mortality  to  8.4  per  cent; 
thus  the  future  promises  a  great  improvement  in 
results  through  increasing  experience.  Our  knowl- 
edge of  tumors  of  other  tissues  does  not  hold  good 
in  case  of  brain  tumors,  as  the  brain  differs  so  radical- 
ly from  other  tissues  in  regard  to  function,  structure, 
accessibility,  and  response  to  surgical  trauma.  He 
says  the  most  frequent  form  of  intracranial  neo- 
plasm is  the  endothelioma  and  is  usually  easily  re- 
moved as  it  arises  from  the  meninges.  The  prog- 
nosis after  successful  removal  is  better  than  in  other 
tumors,  because  they  do  not  tend  to  recur  unless 
the  bone  has  been  involved.  Gliomata,  if  encap- 
sulated or  degenerated,  are  removable,  otherwise 
he  says  decompression  alone  will  probably  relieve 
the  symptoms,  prolong  life,  and  give  comfort  as 
long  as  a  more  radical  procedure.  Cases  of  fibrous 
tumors,  when  successfully  removed,  being  benign, 
are  sure  of  recovery.  They  are  the  common  tumors 
of  the  cerebellopontine  recess,  arising  from  the 
sheaths  of  the  cranial  nerves,  and  the  disastrous 
result  is  the  effect  on  the  respiratory  center  causing 
respiratory  failure.  Sarcoma  is  certain  to  recur  if 
the  brain  tissue  is  invaded,  consequently  the 
prognosis  depends  on  the  stage  at  which  the  tumor  is 
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attacked.  In  metastatic  carcinoma  and  sarcoma 
treatment  is  useless.  Cysts  may  be  removed  or  the 
wall  partially  removed  and  drainage  established. 
Tuberculomata  are  usually  multiple,  found  most 
frequently  in  the  cerebellar  region  of  children,  and 
although  often  removable  their  disturbance  is 
usually  followed  by  a  fatal  tubercular  meningitis. 
Syphilomata  are  usually  superficial  and  easily  re- 
moved. 

The  operative  treatment  of  brain  tumor  consists 
either  in  complete  or  partial  removal  of  the  tumor, 
or  decompression.  To  have  a  successful  operative 
result,  the  following  requirements  are  necessary: 
the  surgeon  must  be  thoroughly  trained  in  cerebral 
surgery  and  be  a  master  of  all  the  various  methods 
peculiar  to  this  branch  of  surgery;  he  must  be 
slow,  deliberate,  and  gentle  and  must  be  assisted  by 
a  staff  accustomed  to  his  methods;  he  must  have  an 
especially  trained  anaesthetist;  and  the  hospital  must 
be  equipped  to  meet  every  emergency. 

Intracranial  tumors  group  themselves  according 
to  their  site  and  the  requirements  of  treatment. 
Supratentoral  tumors  should  be  approached  by 
means  of  a  large  osteoplastic  flap  over  the  location  of 
the  tumor  and  the  dural  flap  smaller  than  the  bone- 
flap.  Careful  suture  of  the  dura  together  with 
reposition  of  the  whole  osteoplastic  flap  overcomes 
the  possibility  of  cerebral  hernia.  A  tumor  of  the 
dura  is  removed  by  excision  of  the  portion  of  the 
dura  from  which  it  springs.  A  cortical  growth 
definitely  encapsulated  ran  be  enucleated.  Haemor 
rhage  is  controlled  by  bits  of  moist  cotton,  pieces  of 
muscle,  or  fascia  applied  to  the  bleeding  point. 
Subcortical  growths  can  sometimes  be  reached  and 
enucleated  by  cortical  incision  or  by  the  process  of 
extrusion.  The  operation  is  not  complete  unless 
the  intracranial  pressure  has  been  lowered,  and  sub- 
temporal decompression  is  best  to  produce  this 
where  the  tumor  is  not  removed.  If  this  cannot  be 
accomplished  from  the  operative  field  exposed,  it 
should  be  made  independently  as  a  separate  opera- 
tion, the  technique  of  which  Baker  describes. 
A  single  decompression  may  not  lower  the  intracra- 
nial pressure  sufficiently  to  allow  the  osteoplastic 
flap  to  be  replaced,  in  which  case  a  second  decom- 
pression should  be  performed  on  the  other  side,  or 
spinal  puncture  done.  Subtentoral  tumors  are 
those  of  the  cerebellum  and  cerebellopontine  recess. 
Such  tumors  should  be  exposed  through  an  incision 
from  mastoid  to  mastoid  just  above  the  superior 
curved  line  of  the  occipital  bone  and  a  median  in- 
cision downward  from  the  center  of  this  transverse 
incision;  flaps  reflected  outward  and  the  posterior 
margin  of  the  foramen  magnum  exposed;  the  thin 
bone  of  the  cerebellar  fossa  completely  removed; 
the  occipital  sinus  separated  from  the  bone  extend- 
ing between  the  external  occipital  protuberance  and 
the  foramen  magnum  and  this  bone  removed  with 
a  Gigli  saw;  the  sinus  is  ligated  and  severed  allowing 
either  lobe  of  the  cerebellum  to  be  displaced  toward 
the  opposite  side.  This  is  also  the  best  form  of 
decompression  in  this  region  as  the  neck  muscles 


afford  sufficient  support.  The  muscles  should  be 
sutured  in  layers.  Primary  union  is  essential. 
The  mortality  is  high.  For  hypophyseal  tumors  he 
describes  the  transphenoidal  route.  Hypophysis 
and  sphenoid  sinus  should  be  studied  radiographical- 
ly  before  operation.  If  transphenoidal  operation  is 
not  enough  decompression,  especially  when  the 
tumor  extends  into  the  cranial  cavity,  he  advocates 
subtemporal  decompression  also.  Inaccessible  tu- 
mors and  those  giving  increased  intracranial  pressure 
are  treated  by  simple  decompression. 

He  says  the  important  factor  in  successful  treat- 
ment of  brain  tumors  is  early  diagnosis  and  early 
operation,  and  the  positive  indications  for  opera- 
tion are  increasing  swelling  of  the  optic  disc,  optic 
neuritis  with  diminution  of  visual  acuity,  unbear- 
able headache,  increasing  frequency  or  severity  of 
convulsions,  extending  paralysis,  or  pronounced 
mental  changes. 

The  author  summarizes  the  present  status  of  the 
treatment  of  brain  tumors  as  follows:  "Cerebral 
surgery  is  emerging  from  the  same  period  of  dis- 
couraging uncertainty  which  forms  a  chapter  in  the 
history  of  abdominal,  pelvic,  and  genito-urinary 
surgery  that  is  not  pleasant  to  recall  in  the  light 
of  our  present  knowledge.  The  chapter  deals 
with  the  poor  results  and  high  mortality  dependent 
on  working  in  ignorance  of  the  fundamental  prin- 
ciples. Many  mistakes  in  the  past  in  cerebral 
surgery  are  now  recognized  and  can  be  avoided 
in  the  future,  many  erroneous  ideas  have  been  dis- 
pelled, and  many  limitations  of  this  branch  of 
surgery  are  recognized  and  can  be  respected.  The 
improved  results  which  are  sure  to  come  in  the 
future  will  be  in  a  great  measure  due  to  early 
diagnosis  and  early  operation,  and  to  strictly 
limiting  the  operation  to  a  properly  performed  de- 
compression in  that  class  of  cases  which  are  now 
recognized   on   exposure   as   irremovable   tumors." 

Carl  R.  Steinke. 

Trotter,    W. :     The    Principles    of    the    Operative 
Treatment    of    Traumatic    Cerebral    Lesions. 

Brit.  J .  Surg.,  1915,  ii,  520. 

The  author  makes  a  strong  plea  for  a  greater 
correlation  between  clinical  facts  and  experimental 
and  pathological  data  in  cerebral  lesions.  As  a 
rule  there  is  a  tendency  to  allow  the  former  to 
overshadow  the  latter. 

The  article  itself  is  divided  into  four  sections, 
with  many  subdivisions,  all  of  which  tend  to  bring 
out  the  above  correlation. 

Under  the  heading  "Physiological  Peculiarities 
of  the  Cerebral  Circulation,"  a  short  anatomical 
description  of  the  brain  is  given,  with  special  stress 
on  the  absolute  inelasticity  of  the  craniodural 
capsule  and  the  close  application  of  this  capsule 
to  the  brain.  These  facts  are  used  in  the  sections 
on  encroachments  on  the  intracranial  cavity. 

I.  Of  encroachments  of  vital  origin,  haemorrhage 
is  the  chief.  The  effects  noted  are  due  solely  to 
an  interference  with  the  circulation  in  that  part  of 
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the  brain  affected:  (i)  Stage  of  compensation: 
With  a  developing  hematoma,  space  is  afforded  for 
the  blood,  without  impairing  cerebral  circulation, 
(a)  by  a  displacement  of  the  cerebrospinal  fluid, 
and  {b)  by  compression  of  the  regional  veins,  which 
allow  of  a  certain  amount  of  compression  before 
congestion.  (2)  Stage  of  venous  obstruction:  As 
haemorrhage  increases,  the  compression  on  the 
veins  also  increases  until  they  are  finally  obliterated, 
causing  a  congestion  and  cyanosis  of  the  brain  in 
that  region.  In  many  cases  of  traumatic  compres- 
sion, the  process  goes  no  further,  and  gives  rise 
merely  to  an  increased  excitability  of  cerebral  tis- 
sue. (3)  Stage  of  anaemia:  Further  increase  in 
the  haematoma  leads  to  a  collapse  of  the  capillaries, 
and  a  white  area  is  formed  immediately  beneath  the 
clot,  from  which  the  blood  is  totally  squeezed  out. 
This  gives  rise  to  paralytic  symptoms,  which  con- 
dition is  invariable  and  characteristic.  If  the 
haemorrhage  continues,  these  areas  gradually  enlarge 
until  more  and  more  brain  substance  is  involved, 
with  corresponding  symptoms:  the  three  zones 
of  compression,  however,  maintaining  their  entities. 
Encroachments  due  to  external  violence  fall 
under  the  heads  of  (i)  deformation  of  the  skull 
through  external  violence,  as  a  fall  on  the  head, 
and  (2)  traversing  of  the  skull  by  high  velocity 
bullet.  The  physical  consequences  of  both  are 
identical:  at  the  moment  of  injury  there  is  a  very 
great  increase  of  intracranial  tension,  and  the  entire 
brain  is  subjected  to  hyperacute  compression. 
This  gives  rise  to  total,  but  momentary,  capillary 
anaemia  of  the  brain,  with  resultant  widespread  para- 
lytic symptoms,  and  is  known  as  concussion  of 
the  brain.  It  is  characterized  by  (a)  instantaneous 
onset;  (b)  paralytic  symptoms  referable  to  all  parts 
of  the  brain;  (c)  tendency  to  spontaneous  recovery; 
and  (d)  absence  at  post-mortem  of  any  character- 
istic findings. 

1.  In  injuries  accompanying  deformation  of  the 
skull,  as  a  rule  there  is  an  inbending  of  the  skull  but 
no  depressed  fracture.  Part  of  the  force  being 
transmitted  throughout  the  cavity  causes  concus- 
sion, and  part  directly  affects  the  brain  substance. 
The  brain  is  injured  (i)  at  the  point  of  impact  of 
skull  and  brain,  direct  contusion;  (2)  diametrically 
opposite  —  contrecoup  or  polar  contusion;  and 
(3)  between  these  two  points,  in  scattered  foci  — 
substance  contusion.  Also  the  sudden  displacement 
of  cerebrospinal  fluid  in  the  ventricles  may  cause 
foci  of  contusion  through  the  narrower  parts,  the 
Sylvian  aqueduct. 

2.  Injuries  due  to  transit  of  a  bullet  depend  on 
the  velocity  of  the  bullet.  At  maximum  velocity, 
the  cranial  contents  acting  as  continuous  homoge- 
neous medium,  the  skull  is  shattered,  the  scalp 
torn  open,  and  the  brain  disorganized.  At  slightly 
less  velocity,  the  scalp  remains  whole,  but  the 
brain  and  skull  are  destroyed.  As  velocity  declines, 
this  explosive  effect  is  the  first  to  disappear,  except 
at  the  exit  wound.  At  low  velocities  there  is  in- 
tense  hyperacute   compression   of   the   brain,    an 


explosive  effect  at  the  exit  wound;  but  as  long  as 
the  cranial  vault  remains  intact,  extensive  destruc- 
tion of  the  brain  does  not  occur, 

3.  Injuries  associated  with  localized  fracture 
are  essentially  local.  The  scalp  is  lacerated,  the 
skull  comminuted  and  depressed,  and  the  brain 
contused  or  lacerated  locally,  with  no  scattered 
or  distant  foci  of  indirect  injury,  no  polar  con- 
tusion, and  slight  concussion.  There  are  three 
practical  rules  in  these  cases:  (i)  In  adults,  in- 
variably   all    depressed    fractures    are    compound. 

(2)  The  damage  to  the  brain  is  often  underestimated. 

(3)  The  prognosis  is  better  than  the  wound  would 
indicate,  because  there  is  no  polar  contusion  or 
distant  lesions. 

There  are  three  modes  of  action  of  cerebral 
injuries  as  follows: 

1.  Direct  destructive  effects.  Most  commonly 
by  bullets,  and  easily  recognized. 

2.  Reactionary  swelling.  Injury  of  the  brain 
leads  to  oedema  and  swelling,  which  in  turn  leads 
to  pressure  on  the  veins  and  venous  obstruction; 
but  there  is  no  capillary  anaemia,  and  the  symp- 
toms are  chiefly  confined  to  the  irritative  phenom- 
ena. It  is  when  this  condition  progresses  below 
the  tentorium  into  the  vital  centers  that  the  gravest 
effects  are  produced-  In  concussion  of  the  brain 
the  irritative  symptoms  coming  on  several  hours 
after  injury  are  due  to  this  reactionary  oedema 
causing  venous  obstruction,  and  a  purely  decom- 
pressive operation  is  indicated. 

3.  HcBmorrhage.  This  is  the  most  important 
mechanism  by  which  symptoms  are  produced  after 
head  injuries.  The  situation  has  an  important 
effect  on  the  size  of  the  haematoma,  and  the  rate 
of  bleeding  is  even  more  important,  considering  the 
symptoms  and  the  gravity  of  the  case. 

(c)  Extradural.  Found  chiefly  in  the  middle 
fossa  and  usually  from  the  middle  meningeal  ar- 
tery; may  come  from  the  veins  and  may  be  located 
in  the  frontal  region. 

{b)  Subdural.  Commonest  cause  of  severe  com- 
pression. In  the  acute,  the  haemorrhage  readily 
and  rapidly  extends  over  the  whole  hemisphere, 
which  is  displaced  toward  the  opposite  side.  It 
may  spread  to  the  posterior  fossae  and  bulbar 
symptoms  occur.  The  pressure  often  forces  the 
brain  into  the  tentorial  foramen,  preventing  the 
spread  into  the  inferior  fossa  and  subsequent  bulbar 
involvement. 

(c)  Cortical.  Arises  from  the  vessels  of  the  cor- 
tex and  is  the  most  common  cause  of  Jacksonian 
epilepsy.    It  is  the  result  of  cerebral  contusion. 

id)  Intracerebral.  Is  very  uncommon  and  very 
grave.  Is  due  to  severe  cerebral  contusion  from 
one  of  the  distant  foci  of  injury  in  the  brain  sub- 
stance, is  accompanied  by  other  contusions,  and 
usually  without  fracture  of  the  skuU. 

{e)  Intraventricular.  Is  usually  an  extension  of 
the  intracerebral  into  the  ventricle  and  is  very 
uncommon. 

Clinical  types  of  cerebral  injury  are  as  follows: 
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1.  Grave  and  extensive  hemispheral  compression. 
After  severe  injury  concussion  develops,  which 
passes  oflf,  followed  by  a  lucid  interval,  and  then  a 
comatose  state,  with  hemispheric  signs.  Pro- 
gressing pupillary  changes  occur  and,  later,  irri- 
tative bulbar  symptoms.  Operation  is  indicated, 
the  opening  to  be  made  in  the  temporal  fossa  and 
to  be  small.  If  the  brain  bulges  strongly,  a  decom- 
pression is  necessary.  The  dura  should  always  be 
incised  to  discover  a  concealed  haematoma  and  it 
should  not  be  sutured  afterward.  Drainage  usually 
is  not  necessary. 

2.  Grave  injury  without  localizing  signs.  After 
severe  injury  with  fracture  of  the  base  and  external 
haemorrhages,  concussion  occurs,  and  shades  into 
more  or  less  complete  coma  without  a  distinct  inter- 
val. Usually  this  coma  is  not  profound.  There 
is  some  rigidity  of  the  limbs;  reflexes  are  exalted  or 
depressed;  there  is  no  definite  pupillary  change  and 
no  incomplete  bulbar  signs.  Such  a  case,  if  of 
severe  grade,  is  usually  fatal,  but  milder  conditions 
often  recover  spontaneously.  They  are  prone  to 
pneumonia  and  meningitis,  however.  No  direct 
treatment  is  indicated,  because  there  is  no  definite 
focal  lesion.  If  coma  becomes  profound  and  per- 
sistent for  days  or  weeks,  that  in  itself  localizes  the 
pressure  in  the  superior  chamber  and  indicates  a 
temporal  decompression  operation.  The  results 
are  usually  satisfactory. 

3.  Cases  with  mainly  irritative  signs. 

(o)  Severe  head  injuries  with  mental  excitement. 
From  a  state  of  concussion  the  case  passes  into  a 
violent,  uncontrollable  delirium,  as  if  fighting  drunk. 
A  diagnosis  is  often  impossible  immediately,  and 
usually  only  after  observation.  Generally  this 
delirium  is  more  impenetrable  to  external  influences 
and  signs  of  severe  headache  are  present.  As  a 
rule,  it  is  necessary  to  delay  operation  until  some 
definite  paralytic  phenomenon  appears. 

ib)  Classical  ^^ cerebral  irritation.'^  After  concus- 
sion has  passed,  a  typical  state  of  cerebral  irritation 
supervenes.  The  case  is  very  irritable,  pulse  usually 
quick,  temperature  raised,  and  always  a  severe 
headache.  There  is  no  mental  confusion,  but  no 
spontaneous  effort,  mental  or  physical.  Occasion- 
ally, however,  there  is  delirium,  especially  at  night. 


This  is  a  condition  of  moderate  venous  congestion 
with  oedema,  caused  by  multiple  foci  of  contusion 
through  brain  substance.  Spontaneous  recovery 
is  usual,  but  is  generally  followed  by  headache, 
giddiness,  loss  of  memory,  and  even  epilepsy.  If 
severe,  temporal  decompression  is  indicated. 

4.  Cases  with  signs  of  localized  lesion.  These  are 
mainly  cases  of  cortical  haemorrhage  after  direct 
or  polar  contusion.  Symptoms  of  localized  cerebral 
irritation  usually  show  after  several  days  or  a  week, 
and  are  most  common  in  the  motor  area.  Opera- 
tion should  be  performed  as  soon  as  localization  of 
the  haematoma  can  be  made. 

5.  Compound  depressed  fracture.  There  is  a 
remarkable  absence  of  symptoms  of  concussion  or 
distant  injury,  and  the  prognosis  is  surprisingly 
good.  The  diagnosis  is  usually  easy,  but  a  skiagram 
should  always  be  taken.  Unless  the  injury  has 
directly  affected  some  part,  there  will,  as  a  rule, 
be  no  primary  cerebral  symptoms.  All  cases 
demand  operation,  whether  they  display  cerebral 
symptoms  or  not.  The  chief  object  is  to  limit  sep- 
sis, remove  foreign  matter,  and  provide  drainage, 
but  extensive  explorations  into  brain  substance 
must  not  be  done.  Phillips  M.  Chase. 

NECK 

Lilienthal,   H.:    A   Case  of   Mediastinal   Thyroid 
Removed    by    Transsternal    Mediastinotomy. 

Surg.,  Gynec.  b°Obst.,  1915,  xx,  589. 

Lilienthal  reports  a  case  in  which  the  anterior 
mediastinum  was  freely  exposed  by  sagittal  section 
of  the  sternum  so  that  the  enucleation  of  a  large 
retrosternal  thyroid  became  possible.  The  drainage 
of  this  region,  a  difficult  problem,  was  finally  man- 
aged with  the  aid  of  an  automatic  suction  apparatus. 
Auricular  fibrillation  was  an  alarming  and  distress- 
ing phenomenon  induced,  perhaps,  by  the  pressure 
of  a  gauze  packing  upon  the  auricle.  Recovery  was 
complicated  by  an  operation  for  the  relief  of  cystic 
duct  obstruction  by  gall-stone. 

Generalizing  from  this  one  case,  it  may  be  conclud- 
ed that  the  operation  of  exposing  the  anterior 
mediastinum  by  splitting  the  sternum  is  a  simple 
surgical  procedure. 
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CHEST  WALL  AND  BREAST 

Howard,  R.:    Cancer  of  the  Breast.     Practitioner, 
Lend.,  1915,  xciv,  742. 

The  author  gives  a  summary  of  his  experience  in 
100  cases  of  carcinoma  of  the  breast  which  he 
operated  on  in  the  London  Hospital. 

All  the  cases  of  cancer  were  confirmed  by  micro- 
scopical examination.  During  the  time  he  was 
collecting  the  100  cases  of  cancer,  he  operated  on 
only  36  cases  of  other  varieties  of  tumor  including 


cases   of   chronic   interstitial   mastitis.     Cancer  is 
therefore  the  most  common  of  all  breast  tumors. 

The  average  age  was  47.  His  conclusion  is  that 
breast  tumors  occurring  in  women  over  35  are  much 
more  likely  to  be  cancerous  than  not.  There  was 
no  definite  connection  observed  between  cancer  and 
marriage.  Those  with  the  shortest  histories  were 
unmarried.  There  is  no  relationship  between 
abscess  of  the  breast  and  cancer.  In  none  of  his 
cases  was  there  a  definite  history  of  injury  pre- 
ceding the  tumor.     He  thinks  it  is  well  nigh  impos- 
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sible  to  make  a  differential  diagnosis  between 
chronic  interstitial  mastitis  and  carcinoma.  How- 
ever, the  theory  may  be  accepted  that  a  carcinoma 
not  infrequently  arises  in  a  patch  of  chronic  inter- 
stitial mastitis. 

In  67  out  of  100  cases  the  lump  was  discovered  by 
accident.  Absence  of  pain  is  a  marked  feature  in 
the  history  of  cancer  of  the  breast  and  the  primary 
cause  of  a  late  diagnosis.  On  the  other  hand, 
chronic  interstitial  mastitis  causes  pain  usually 
quite  markedly. 

In  general  it  may  be  stated  that  the  more  the 
patient  complains  of  pain  from  a  lump  in  the  breast, 
the  less  dangerous  the  condition.  In  only  four 
cases  did  the  patients  come  for  advice  because  of 
discharge   from    the    nipple. 

If  the  ordinary  clinical  textbook  features  are 
present,  namely,  a  hard  solitary  tumor  in  the 
breast,  adherent  to  the  skin,  fixed  somewhat  to  the 
pectoral  muscle,  causing  retraction  of  the  nipple, 
and  associated  with  a  hard  enlarged  mass  of  glands 
in  the  axilla,  the  prognosis  from  operative  interven- 
tion is  not  good.  The  diagnosis  must  be  made  at 
a  much  earlier  stage  of  the  disease  if  the  mortality 
is  to  be  lessened. 

In  women  over  30  a  lump  in  the  breast  is  usually 
cancer,  especially  if  it  alters  the  contour  of  the 
breast,  and  if  there  is  any  elevation  of  the  nipple. 
The  diagnosis  is  practically  certain.  Two  or  more 
lumps  in  the  same  breast  point  to  a  mastitis,  rather 
than  cancer,  especially  if  they  are  ill  defined.  The 
author  reports  2  cases  out  of  his  100  in  which  there 
was  carcinomata  in  each  breast  when  first  seen. 
In  early  cases  clinical  differentiation  between 
cancer  and  insterstitial  mastitis  is  not  always  pos- 
sible. When  there  is  a  question,  the  author  advises 
treating  for  chronic  inflammation  for  not  longer 
than  three  weeks.  If  the  lump  does  not  disappear 
or  begins  to  grow  smaller  by  this  time,  operation 
is  advised,  and  consent  obtained  to  remove  the 
whole  breast  if  necessary.  In  case  of  doubt  he  cuts  a 
wedge-shaped  piece  out  of  the  breast  and  has  it 
examined  microscopically.  If  cancer  is  found,  the 
complete  operation  is  performed.  He  removes  an 
area  of  skin  the  center  of  which  is  the  tumor,  and  in- 
cludes in  this  the  nipple.  He  takes  the  subcutaneous 
tissue  from  the  middle  of  the  sternum  to  the  latissi- 
mus  dorsi  and  from  the  clavicle  to  well  onto  the  ab- 
domen; the  .breast;  the  pectoralis  major  and  minor 
and  their  fasciae  (the  clavicular  head  of  the  pec- 
toralis major  is  frequently  saved,  the  pectoralis 
minor  is  always  removed) ;  the  whole  of  the  fat  and 
fascia  in  the  axilla;  the  fascia  over  the  serratus 
magnus  and  the  subscapularis.  The  operation 
commences  in  the  axilla  and  works  toward  the  mid- 
line. The  entire  technique  takes  from  three- 
quarters  to  one  and  one-quarter  hours,  depending 
upon  the  fatness  of  the  patient. 

The  author's  mortality  was  3  per  cent:  one  case 
died  of  fatty  degeneration  of  the  heart,  one  of  goiter, 
and  one  from  embolism.  His  patients  complained 
of    little    inconvenience    following    the    operation 


and  were  able  to  resume  their  household  duties. 
He  is  unable  to  give  any  definite  percentage  of 
cures.  He  is  impressed  with  the  great  diflficulty 
in  giving  a  prognosis  in  any  particular  case.  Of 
his  100  cases  he  has  so  far  performed  11  operations 
for  recurrences.  His  experience  in  treating  in- 
operable cases  with  radium  and  with  the  X-ray 
has  been  disappointing.  Harry  G.  Sloan. 

Beck,  C:    Extension  of  the  Limits  of  Operability 
of  Recurrent  Carcinoma  of  the  Breast.    /.  A  m. 

M.  Ass.,  1915,  Ixiv,  1749. 

Experience  shows  that  recurrence  of  carcinoma  of 
the  breast  after  a  skillful  radical  excision  is  mostly 
seen  in  the  axillary  region  and  in  the  neck,  where- 
upon the  vessels,  particularly  the  veins  and  the 
nerves  of  the  arm,  become  blocked  and  compressed. 
The  neuralgic  pains  of  the  arm  and  the  oedema  of 
the  same  are,  for  the  most  part,  the  evidences  of 
such  a  recurrence.  When  this  stage  is  reached, 
most  surgeons  consider  the  case  inoperable  with 
the  view  of  radical  cure,  and  justly  so,  because  it 
is  very  questionable  that  an  elimination  of  the  process 
now  spread  into  a  region  of  great  vessels  and  prox- 
imity to  the  large  nerve-trunks  is  possible.  The 
only  thing  to  do  in  such  cases  is  to  make  the  patients 
comfortable  with  rontgen  rays  or  Coley's  serum 
and  the  most  reliable  morphine.  Such  cases  are 
always  a  source  of  dread  to  the  surgeon. 

In  the  course  of  the  last  few  years  the  author 
has  been  able  to  snatch  a  few  cases  from  such 
certain  death,  and  since  years  have  elapsed  from 
the  time  of  treatment  and  no  recurrence  has  taken 
place,  he  feels  that  there  is  a  possibility  of  doing 
some  good  in  some  of  these  cases  by  a  more  extensive 
operation.  It  consists  in  the  exarticulation  of  the 
whole  shoulder-girdle,  including  the  clavicle, 
arm,  and  scapula,  with  the  plexus  and  the  vessels 
of  the  affected  side,  with  the  ribs,  if  necessary,  should 
they  seem  invaded  by  the  carcinoma. 

The  operation  begins  with  the  formation  of  a 
large  skin-flap  destined  to  cover  the  whole  area  of 
the  defect,  the  exarticulation  of  the  clavicle  follow- 
ing, then  dissection  of  the  tissues  of  the  neck  and 
axilla  in  one  block,  ligation  of  every  vessel  as  it  is 
reached,  cautious  cutting  of  one  nerve  after  the 
other,  and,  lastly,  the  separation  and  excision  of 
the  scapula.  Altogether  the  author  has  done  this 
operation  eight  times  in  nine  years.  All  cases  were 
desperate,  some  of  the  patients  operated  on  several 
times  by  him  or  others  were  considered  inoper- 
able, some  of  them  having  consulted  the  best  oper- 
ators of  the  country,  who  declared  surgical  opera- 
tions useless. 

Eight  cases  are  reported,  with  the  following 
results:  Case  i  died  in  six  months  from  intracranial 
carcinomatosis.  Case  2  lived  three  years  and  dis- 
appeared from  observation.  Case  3  developed 
erysipelas  and  died.  Case  4  died  shortly  after  opera- 
tion from  pleural  complication.  Case  5  had  several 
operations  previous  to  the  exarticulation.  She  has 
been  free  for  five  years.     Case  6  recovered  and  is 
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still  alive  (three  years).  Case  7  died  on  the  operat- 
ing table  following  section  of  the  large  nerves.  Case 
8  is  still  alive,  but  has  a  rib  involved. 

Summing  up  these  results,  the  author  believes 
that,  while  they  are  not  ideal,  considering  the 
desperate  condition  of  the  cases,  they  are  very  good, 
and  the  procedure  seems  commendable. 

Edward  L.  Cornell. 

Wilensky,  A.  O. :  Empyema  of  the  Thorax.  Surg., 
Gyncc.  &"  Obst.,  1915,  xx,  501. 

A  critical  study  is  made  of  299  cases  of  acute 
empyema  which  were  treated  in  Mount  Sinai 
Hospital,  New  York,  in  the  last  ten  years.  The 
subject  is  studied  in  a  very  detailed  manner  and 
under  the  following  headings:  age,  sex,  etiology, 
pathology,bacteriology  including  blood  cultures, com- 
plications, methods    of  treatment,  and  final  results. 

The  pathology  and  bacteriology  of  the  process  is 
studied  in  extenso,  and  the  facts  are  correlated  as 
far  as  possible  with  the  clinical  laboratory  findings, 
especially  with  regard  to  the  examination  of  the 
chest  fluid.  It  is  pointed  out  that  although  tuber- 
culosis of  the  pleura  is  fairly  common,  tuberculous 
empyema  is  comparatively  rare. 

The  complications  met  with  are  very  numerous 
and  are  widely  scattered  throughout  the  body, 
the  pulmonary  system  being  especially  susceptible. 
Complications  are  also  very  common  in  the  struc- 
tures within  the  cerebrospinal  axis.  The  average 
stay  in  the  hospital  was  44  days. 

The  conclusions  drawn  are  as  follows: 

1.  In  the  great  majority  of  cases  empyema  is 
secondary  to  some  other  inflammatory  lesion  in  the 
body. 

2.  The  mortality  for  the  series  was  28  per  cent, 
varying  from  50  per  cent  in  children  to  18  per  cent 
in  adults. 

3.  The  most  favorable  period  for  recovery  is 
between  three  and  ten  years  of  age. 

4.  Twenty  per  cent  of  the  patients  die  as  a  re- 
sult of  the  primary  illness,  or  of  a  recurrence  of  it, 
as  pneumonia,  or  of  some  other  complication  or 
intercurrent  disease.  Only  eight  per  cent  die  be- 
cause of  the  process  in  the  chest. 

5.  Twenty-three  per  cent  of  the  patients  who 
recovered  had  more  or  less  trouble  with  the  healing 
of  the  sinuses. 

6.  Advances  that  will  be  made  in  the  treatment 
of  empyema  will  come  from  improvements  in  the 
operative  technique  or  in  the  after-treatment, 
which  will  tend  to  decrease  the  frequency  of  chronic 
empyema  sinus  to  a  minimum,  or  perhaps  to  elim- 
inate it  altogether. 

TRACHEA  AND  LUNGS 

Davies,  H.  M.:  Bronchiectasis  Treated  by  Liga- 
ture of  Branch  of  Pulmonary  Artery.  Proc. 
Roy.  Soc.  Med.,  1915,  viii,  Clin.  Sect.,  32. 

The  author  reports  a  case  of  bronchiectasis  in  a 
17-year-old  boy.    He  resected  portions  of  the  fourth 


and  fifth  ribs  four  days  after  doing  a  nitrogen  dis- 
placement. The  vagus  was  injected  just  above  the 
hilum  with  novocaine,  and  the  branch  of  the  pul- 
monary artery  to  the  lower  lobe  was  ligated.  Ether 
was  given  by  means  of  a  positive  pressure  apparatus. 

The  incision  was  opened  several  days  later  for 
drainage,  following  which  recovery  was  uneventful. 
Three  months  later  the  patient  was  able  to  work,  and 
had  only  a  slight  cough  occasionally. 

Davies  believes  that  nitrogen  displacement  is  of 
value  only  in  bronchiectasis  so  long  as  a  permanent 
collapse  is  maintained.  He  believes  it  is  of  great 
value  in  abolishing  bronchial  secretion  and  in  lessen- 
ing toxaemia.  J.  R.  Buchbinder. 

PHARYNX  AND  (ESOPHAGUS 

Hirschmann,  C,  and  Frohse,  F.:  Topographical 
Anatomy  of  the  (Esophagus  (Zur  topograph- 
ischen  Anatomie  des  Oesophagus).  Beitr.  z.  klin. 
Chir.,  1915,  xcv,  469. 

Zaaijer  in  Leyden  recently  resected  a  carcinoma 
of  the  cardia  successfully,  and  Torek  in  New  York 
one  of  the  thoracic  part  of  the  oesophagus.  Both 
operated  intrathoracically  and  through  the  pleura 
and  made  an  external  opening  for  the  oral  stump 
of  the  oesophagus.  An  absolutely  indispensable 
condition  to  successful  surgery  of  the  oesophagus 
is  accurate  knowledge  of  its  topographical  anatomy. 
Five  plates  are  given,  accompanied  by  a  detailed 
description  in  the  text  of  the  exact  relation  of  the 
oesophagus  in  all  its  parts  to  the  surrounding 
structures,  and  of  the  position  of  all  nerves,  blood- 
vessels, and  glands  of  the  oesophageal  region. 
These  details  should  be  read  in  the  original  in 
connection  with  the  plates.  A.  Goss. 

Coates,  G.  M.,  and  Goepp,  R.  M.:  A  Case  of  Per- 
foration of  the  (Esophagus  by  Septic  Infection. 

Penn.  M.  J.,   1915,  xviii,  640. 

The  patient,  aged  24,  had  eaten  creamed  chicken; 
in  the  midst  of  the  meal  she  felt  a  violent,  stabbing 
pain  in  the  right  side  of  the  throat  and  was  unable 
to  swallow  thereafter  because  of  the  continuance  of 
the  pain.  She  was  taken  home  and  a  competent 
laryngologist  called,  who  inspected  the  pharynx, 
fauces,  and  larynx,  could  see  no  foreign  body  and 
told  her  that  she  probably  had  swallowed  a  sharp 
piece  of  chicken  bone  which  had  caught  temporarily 
and  then  passed  down,  leaving  the  scratch  which 
caused  the  dysphagia.  When,  however,  48  hours 
passed,  with  the  pain  and  the  inability  to  swallow 
continuing,  he  sent  her  to  the  hospital  for  an  oeso- 
phageal examination. 

A  Jackson  bronchoscope,  without  the  obturator, 
passed  the  obstruction  and  thence  went  easily  almost 
to  the  cardia.  No  foreign  body  was  discovered,  the 
lower  part  of  the  oesophagus,  below  the  level  of  the 
cricoid  cartilage,  being  normal.  On  withdrawing 
the  scope  the  walls  were  inspected  with  great  care 
and  the  inflamed  and  indurated  portion  was  found 
to  be  about   5  centimeters  in  width.     Moreover, 
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at  the  lower  edge  of  this  portion,  on  the  right  side, 
were  two  haemorrhagic  spots,  with  a  small  amount 
of  blood  exuding.  The  scope  was  withdrawn  and 
repassed  with  ease  and  although  there  was  some 
slight  bleeding  from  the  inflamed  area  nothing 
further  was  discovered  and  the  patient  was  returned 
to  bed  after  being  on  the  table  about  50  minutes. 
The  next  day  she  could  swallow  slightly,  the  swelling 
and  pain  in  the  neck  continued,  the  urine  contained 
albumin  and  casts,  the  tongue  continued  coated, 
the  temperature  ranged  from  100°  to  102°  and  she 
said  that  a  small  amount  of  blood-streaked  pus 
had  been  expectorated  which,  she  felt,  had  come 
from  the  sore  spot  in  the  throat.  Twenty-four  hours 
after  the  oesophagoscopy,  she  was  again  unable  to 
swallow  except  with  the  greatest  difficulty.  Two 
days  later  swallowing  was  again  easier,  the  neck 
was  slightly  less  tender,  but  still  much  swollen, 
showing  no  fluctuation;  the  tongue  was  dirty  and 
the  breath  foul.  A  small  amount  of  pus  was  again 
expectorated  and  the  temperature  remained  the 
same.  She  complained  of  pain  in  the  right  abdomen 
and  right  lower  chest. 

From  this  time  on  the  history  of  the  case  may  be 
briefly  summarized:  there  was  an  onset  of  fever 
and  constitutional  disturbance,  with  generalized 
arthritis  and  right-sided  pleurisy,  five  days  after 
the  accident.  The  temperature,  at  first  103°,  con- 
tinued with  remissions  of  the  septic  symptoms  for 
nine  days  and  then  remained  normal  or  subnormal 
untli  the  patient's  discharge  two  weeks  later.  The  ar- 
thritis subsided  for  a  time  after  its  first  appearance, 
but  on  the  eleventh  day  returned  with  increased 
severity  for  about  three  days,  during  which  time 
the  patient  was  rendered  entirely  he  pless  by  the 
pain,  which  was  accompanied  by  intense  itching 
of  the  hands  and  feet.  Pleurisy,  with  severe  pain, 
but  without  effusion,  was  present  from  the  fifth 
to  the  tenth  day.  Albuminuria  was  found  on  the 
seventh  day  and  continued  for  nine  days.  Urticaria 
was  present  practically  from  the  beginning  and 
continued  throughout  the  attack,  the  eruption 
lasting  a  few  hours  or  an  entire  day  at  a  time. 

During  the  three  days  of  the  arthritis  a  daily 
hypodermoclysis  of  600  cubic  centimeters  was  given. 
The  urine  was  reduced  in  quantity  and  heavily 
loaded  with  albumin,  hyaline  casts,  and  leucocytes, 
but  cleared  up  as  the  arthritis  subsided.  The 
urinary  quantity  increased  markedly  under  the 
influence  of  hypodermoclysis,  the  specific  gravity 
falling  from  1.027  to  1.007,  and  this  condition 
persisted  until  the  patient's  discharge. 

The  dysphagia  gradually  subsided;  the  tissues 
of  the  neck  regained  their  normal  outline;  the 
tenderness  disappeared  first  from  the  left  side  of 
the  thyroid,  then  from  the  right  and,  lastly,  from  the 
deeper  structures.  Twelve  days  after  the  accident 
all  local  symptoms  had  disappeared.  The  patient 
was  discharged,  cured,  after  an  illness  of  one  month. 

The  interesting  features  of  the  case  from  the 
medical  standpoint  are  the  number  of  different 
septic  manifestations — urticaria,  pleurisy,  nephritis, 


polyarthritis,  and  severe  secondary  anaemia — the 
rapidity  of  their  onset  and  their  equally  rapid  sub- 
sidence. The  prostration  during  the  height  of  the 
attacks,  that  is,  during  the  period  of  severe  arthritis, 
which  was  the  prominent  clinical  feature  of  the 
case,  was  in  proportion  to  the  severity  of  the  ne- 
phritis and  the  anaemia,  and  for  a  time  the  prognosis 
was  regarded  as  extremely  doubtful.  The  recurring 
attacks  of  intense  and  generalized  urticaria  suggest 
an  effort  at  elimination  of  the  toxins,  and  were 
regarded  as  not  altogether  unfavorable  symptoms. 

Edward  L.  Cornell. 

Torek,  F.:   Operative  Treatment  of  Carcinoma  of 
tlie  CEsaphagus.    Ann.  Surg.,  Phila.,  1915,  Ixi,  385. 

Torek  describes  his  method  of  operating  upon  the 
three  parts  of  the  oesophagus,  going  into  detail 
especially  in  dealing  with  the  intrathoracic  portion. 

He  states  that  with  the  exception  of  some  successes 
in  the  cervical  portion,  treatment  of  cancer  of  the 
oesophagus  has  until  recently  been  a  failure  and 
still  is  unsatisfactory. 

Though  definite  proof  of  the  possibility  of  removal 
of  the  carcinomatous  oesophagus  has  been  furnished 
in  the  last  two  years,  the  cases  brought  to  the 
surgeon  are  past  operation  when  they  seek  relief 
for  difficulty  in  swallowing  solid  food,  as  that  is  a 
late  symptom.  Pain  on  deglutition  or  independently 
of  swallowing  is  a  late  symptom.  In  early  and 
moderately  advanced  cases  there  is,  as  a  rule,  no 
pain.  Pain  indicates  extension  beyond  operative 
limits.  The  fact  that  there  is  no  pain  before  the 
passage  becomes  obstructed  probably  explains  why 
the  early  case  is  unknown  to  the  surgeon.  The 
patient  does  not  pay  attention  to  the  temporary 
disturbance  due  to  the  swelling  in  the  vicinity  of 
the  early  cancer,  and  when  swelling  subsides  and 
he  can  again  swallow  he  will  not  consent  to  a  dan- 
gerous operation. 

Besides  subjective  symptoms  which  Torek  does 
not  give,  the  diagnosis  is  made  from  information 
derived  from  passage  of  sounds,  from  rontgenograms, 
and  from  oesophagoscopy.  He  advises  against 
removal  of  a  section  for  diagnosis. 

Operation  on  the  cervical  portion  has  been  report- 
ed successful  in  a  number  of  cases,  as  far  as  the 
operation  was  concerned,  though  all  cases  died  from 
a  recurrence,  except  a  case  reported  by  von  Hacker, 
which  was  well  one  and  one-half  years  after  opera- 
tion. The  abdominal  portion  has  been  resected 
successfully  three  times:  Volcker  1907,  Kiimmel 
1909,  Zaaijer  1913.  The  first  two  cases  were  can- 
cer of  the  cardia  of  the  stomach  with  resection  of  the 
abdominal  oesophagus.  After  discussing  the  relative 
merits  of  the  operations  of  the  above  men  the  author 
gives  credit  to  Zaaijer  for  the  first  successful  removal 
of  carcinoma  of  the  abdominal  portion  of  the  oesoph- 
agus. 

Carcinoma  of  the  thoracic  portion  has  been 
operated  on  successfully  but  once,  the  author's 
case,  which  is  well  and  free  from  symptoms  twenty 
and  one-half  months  after  operation.     He  mentions 
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that  a  few  cases  have  lived  about  two  weeks  before 
they  succumbed  to  the  results  of  the  operation. 

He  reviews  the  anatomical  points,  calling  atten- 
tion to  the  position  and  relation  of  the  three  portions 
of  the  oesophagus.  The  points  he  brings  out  are 
the  relations  to  the  heart,  aorta,  recurrent  laryngeal 
and  vagus  nerves,  the  thoracic  duct,  and  intercostal 
arteries,  and  the  vena  azygos. 

The  blood  supply  is  from  the  inferior  thyroid 
arteries  in  the  neck,  branches  of  the  bronchial 
arteries  and  aorta  in  the  chest,  and  the  left  gastric 
in  the  abdomen.  The  three  points  of  narrowing 
are:  at  the  beginning  of  the  oesophagus,  at  the  bi- 
furcation of  the  trachea,  and  at  the  hiatus  oesoph- 
agus of  the  diaphragm.  The  average  measurements 
according  to  von  Hacker  are:  males,  incisors  to 
beginning  of  oesophagus,  15  cm.;  to  bifurcation  of 
trachea  25  cm.;  to  cardia  40  to  41  cm.  For  females, 
the  figures  are  respectively  14,  24,  and  38  to  39. 
Variations  of  several  centimeters  are  not  rare. 

He  calls  attention  to  the  fact  that  the  right  pleura 
tends  to  envelope  the  oesophagus  more  than  the 
left  by  insinuating  itself  between  the  oesophagus 
and  the  spinal  column,  especially  at  its  middle 
portion.  The  oesophagus  does  not  stand  out  on 
the  left  side  and  is  manifest  only  by  a  slight  bulging; 
this  may  be  absent.  The  pericardium  is  in  front 
and  the  aorta  behind. 

In  resection  of  the  cervical  portion,  a  preliminary 
gastrostomy  is  done  in  order  that  the  patient  may 
be  nourished,  and  also  to  further  nutrition  before 
the  operation. 

The  tumor  is  removed  by  circular  resection  at 
least  2  cm.  from  each  end  of  the  growth.  Any  deep 
cervical  nodes  involved  are  to  be  removed  at  once 
or  later.  Advanced  cases  occasionally  require 
resection  of  the  larynx  and  trachea. 

Great  care  is  necessary  to  avoid  injuring  recurrent 
laryngeal  nerves,  jugular  and  subclavian  veins,  and 
the  thoracic  duct. 

Methods  of  restoring  the  oesophagus  include  Ach's 
method  of  taking  a  broad  skin-flap  from  the  neck 
and  turning  it  upon  itself  so  as  to  form  a  tube  with 
the  skin  inward.  The  two  ends  of  the  tube  are 
sutured  to  the  upper  and  lower  ends  of  the  oesopha- 
gus. The  angle  formed  by  the  junction  of  the  edge 
of  the  flap  with  the  base  of  the  flap  is  tamponed. 
It  is  closed  two  weeks  later  and  a  plastic  done  sub- 
sequently to  cover  the  skin  defect. 

With  the  von  Hacker  method  in  the  first  stage  the 
skin-flap  is  placed  in  the  depth  of  the  wound  to  form 
the  posterior  wall  of  the  oesophagus;  the  posterior 
halves  of  the  oesophageal  stumps  are  sutured  to  the 
upper  and  lower  borders  of  the  flap,  respectively. 
In  the  second  stage,  a  skin-flap  is  shaped  on  each 
side  of  the  newly  made  posterior  wall  of  the  oesopha- 
gus and  the  two  flaps  are  turned  toward  each  other, 
edge-to-edge,  and  united  to  form  a  tube.  The  tube 
in  turn  is  covered  by  lateral  skin-flaps  mobilized 
for  the  purpose. 

The  mortality  is  about  36  per  cent,  due  to  in- 
sufficient   nutrition,    cardiac    failure,    pneumonia. 


exhaustion,  and  wound  infection,  causing  sepsis, 
peri-ocsophageal  phlegmon,  and  mediastinitis. 
Failure  to  achieve  a  cure  is  due  mostly  to  delay  in 
early  recognition  and  failure  to  remove  all  infected 
lymph-nodes. 

In  resection  of  the  thoracic  portion  of  the  oesoph- 
agus, previous  to  the  era  of  differential  pressure 
in  intrathoracic  surgery,  extrapleural  methods  were 
attempted.  L.  Rehn  devised  a  flap  method  which 
was  unsuccessful  on  the  case  upon  which  it  was 
used.  Extrapleural  methods  are  still  being  used 
and  are  being  watched  with  interest,  but  the  ease 
in  handling  the  lungs  and  preventing  pneumo- 
thorax when  differential  pressures  are  used  makes 
the  transthoracic  the  preferable  method. 

The  differential  pressure  methods  mentioned 
are  the  increases  of  intrapulmonic  pressure,  decrease 
of  extrapulmonic  pressure,  and  the  intratracheal 
insufflation  of  Meltzer-Auer.  The  neck  cuff  of  the 
differential  pressure  chambers  interferes  with  the 
procedure  on  the  neck,  so  Torek  uses  the  Meltzer- 
Auer  insufflation  method. 

Cardiovascular  disease,  anaemia,  and  even  slight 
catarrhal  conditions  of  the  lungs  call  for  considera- 
tion and  careful  preparation  and  treatment  of  the 
patient. 

The  indications  for  intrathoracic  resections  are: 
(i)  No  metastasis  must  exist  after  careful  examina- 
tion of  all  possible  organs.  The  abdomen  can  be 
searched  at  the  time  when  the  preliminary  gastros- 
tomy is  done.  (2)  The  disease  should  be  circum- 
scribed and  limited  to  the  oesophagus.  Any  exten- 
sion that  cannot  be  easily  removed  precludes  success, 
and  this  cannot  be  determined  until  the  thorax  is 
opened. 

Methods  mentioned  other  than  the  author's 
include  Sauerbruch's  for  carcinoma  of  the  lower 
portion  by  anastomosis  of  the  lower  stump  with 
the  fundus  of  the  stomach  by  the  aid  of  Payr's 
tube  or  Tiegel's  button  and  suture  of  the  stomach 
to  the  diaphragm.  The  approach  is  by  means 
of  an  intercostal  incision  and  drawing  the  stomach 
into  the  thorax.  The  "cardinal  error"  in  this 
method  is  the  lack  of  a  serous  coat,  as  in  the  intes- 
tines, necessitating  most  accurate  suturing,  which 
would  even  then  not  prevent  necrosis  of  the  suture 
line  in  the  absence  of  a  plastic  exudate  to  protect  it.- 

Wendel's  abdominothoracic  method  in  cases  of 
cancer  of  the  cardia  consists  in  a  left  rectus  laparot- 
omy with  extension  of  the  incision  through  the  costal 
cartilages  as  far  as  the  fifth,  opening  of  the  thorax, 
division  of  the  diaphragm  from  the  rectus  incision 
back  to  the  oesophagus,  mobilitization  of  the 
stomach  and  oesophagus  so  they  can  be  brought 
forward  and  a  resection  and  anastomosis  done.  The 
diaphragm  is  sutured  to  the  oesophagus  so  that 
abdominal  drainage  can  be  made  for  suture  line. 
When  anastomosis  is  impossible,  resection  and  blind 
closure  of  both  ends  are  done.  This  has  invariably 
resulted  in  leakage  from  the  upper  stump. 

Considerations  leading  to  adoption  of  the  author's 
method  are:  infection,  following  leakage  from  either 
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suture  line  or  stumps  suggested  the  removal  from 
the  pleural  cavity  of  all  except  the  well  invaginated 
lower  stump.  Danger  from  infection  causing  pneu- 
mothorax, from  injury  to  lungs,  led  to  greater  care 
in  handling  lungs  and  in  separating  the  adhesions. 
Collapse  from  vagus  injury  led  to  care  in  handling 
these  nerves.    The  last  two  led  to  thoracic  incision. 

The  operation  is  performed  in  two  stages.  In 
the  first  stage  gastrostomy  is  performed  by  Witzel's 
or  Kader's  method,  and  the  abdomen  examined  for 
metastasis. 

The  second  stage  consists  in  resection  of  the 
oesophagus.  The  patient  lies  on  the  right  side, 
the  left  arm  up  and  well  forward  so  that  the  scapula 
is  out  of  the  way  of  the  incision.  A  cushion  is 
placed  under  the  right  chest.  An  incision  is  made 
the  entire  length  of  the  seventh  left  intercostal 
space  down  to  the  pleura,  but  not  through  it. 
The  incision  extends  from  the  posterior  end  of  the 
seventh  intercostal  space,  between  the  angle  and 
tubercle  of  the  rib,  upward  to  the  third  intercostal 
space.  The  skin  and  muscles  are  divided,  exposing 
the  fourth  to  seventh  ribs,  inclusive.  Towels  are 
fastened  to  the  edges  of  the  incision  by  clamps. 
The  vessels  are  clamped  and  tied.  This  step  is  done 
under  general  or  local  anaesthesia,  and  while  the 
vessels  are  being  tied  general  anaesthesia  is  induced, 
the  patient  intubated,  and  insufflation  anaesthesia 
started.  Moderate  intrapulmonary  pressure  is  used 
while  the  pleura  is  being  opened.  The  pleura  is 
opened  in  the  seventh  intercostal  space  and  the 
operability  of  the  tumor  determined.  To  proceed, 
the  fourth  to  seventh  ribs  inclusive  are  divided  and 
the  intercostal  vessels  ligated. 

This  incision  can  be  modified,  but  preservation 
of  the  ribs  gives  subsequent  support  to  the  thoracic 
wall.  A  Balfour  abdominal  retractor,  made  so  a 
17-cm.  spread  can  be  obtained,  is  used  and  com- 
plete exposure  obtained. 

Any  adhesions  are  carefully  separated  to  avoid 
injury  to  the  lung.  The  lung  is  then  laid  over 
toward  the  front  part  of  the  mediastinum  and 
kept  only  partly  inflated.  Lung  retractors  arie  not 
recommended,  as  their  use  is  dangerous  arid  may 
cause  rupture  of  the  lung  from  pressure  on  the  inflated 
organ.  If  the  right  pleura  is  opened,  increased 
intrapulmonic  pressure  is  indicated  and  lung  retrac- 
tors are  then  needed. 

The  pleura  and  connective  tissue  covering  the 
oesophagus  are  divided  over  some  portion  not  in- 
volved and  the  oesophagus  lifted  out.  A  tape 
thrown  around  it  is  used  as  a  retractor. 

The  oesophagus  is  liberated  from  all  structures 
from  the  diaphragm  to  the  upper  thoracic  aperture, 
except  in  cases  of  a  high  growth  where  the  lower  por- 
tion need  not  be  freed.  Three  centimeters  are 
allowed  on  the  lower  stump  before  division  for  in- 
verting. The  dissection  is  best  done  by  a  Kocher 
goiter  sound  or  by  long  Mayo  dissecting  scissors. 
To  avoid  the  vagi  nerves,  dissection  must  be  kept 
close  to  the  oesophagus.  The  nerves  must  not  be 
picked   up    with   forceps.     Their    anatomical    dis- 


section is  necessary  only  when  they  are  bound 
to  the  tumor.  The  less  they  are  handled  the  better, 
but  one  may  be  cut  if  necessary,  provided  the  other 
is  uninjured. 

There  is  great  danger  of  injuring  the  right  pleura 
in  liberating  the  posterior  surface  of  the  middle 
portion,  and  care  must  be  used  at  this  point. 

The  dissection  of  the  oesophagus  where  it  goes 
under  the  left  bronchus  and  aorta  is  done  by  blunt 
dissection,  using  the  finger.  Great  care  must  be 
used  not  to  press  on  the  aorta,  as  it  tends  to  produce 
cardiac  collapse. 

In  Torek's  successful  case  the  growth  was  situated 
in  the  neighborhood  of  the  arch  of  the  aorta.  The 
latter  was  freed  by  ligating  and  cutting  several 
thoracic  branches  of  this  vessel,  when  it  could  be 
lifted  forward.  The  oesophagus  is  freed  above  the 
arch.  At  the  upper  aperture  of  the  thorax  an  open- 
ing is  made  by  blunt  dissection,  using  the  finger.  The 
dissection  is  carried  upward  into  the  neck  and  out  at 
the  anterior  border  of  the  sternomastoid  muscle,  be- 
ing completed  by  sharp  dissection  under  guidance 
of  the  finger.  A  strong  silk  thread  is  carried  through 
this  incision  into  the  chest,  to  be  used  to  pull  the 
oesophagus  out  by. 

This  method  avoids  injury  to  the  inferior  thyroid 
artery,  one  of  the  sources  of  blood  supply  of  the 
oesophagus. 

Three  ligatures  are  then  applied,  the  upper  one 
at  a  safe  distance  below  the  growth.  Just  below 
this  one  the  oesophagus  is  crushed  with  a  Payr 
clamp  and  a  lighter  ligature  applied.  The  latter  one 
is  invaginated  by  a  purse-string,  placed  i  to  2  cm. 
below  it.  In  case  the  growth  is  too  low  to  permit 
sufficient  length  to  invaginate  the  lower  stump,  the 
diaphragm  is  divided,  the  stomach  is  dislodged  up- 
ward, and  the  invagination  completed. 

The  oesophagus  is  cut  between  the  two  upper 
ligatures  and  the  upper  stump  cauterized.  A 
second  purse-string  is  placed  upon  the  lower  stump 
if  possible   and  any  diaphragm   damage  repaired. 

The  end  of  the  upper  stump  is  then  pushed  up 
under  the  aorta,  and  the  strong  silk  thread,  pre- 
viously introduced  into  the  thorax  through  the 
neck  incisions,  is  attached  to  it  and  the  oesophagus 
and  growth  brought  out  through  the  incision  in  the 
neck.  It  is  wrapped  with  gauze  and  left  alone 
until  the  thoracic  incision  is  closed. 

Several  pericostal  sutures  of  strong  silk  are  now 
placed  around  the  seventh  and  eighth  ribs  to 
hold  these  two  ribs  together.  The  ends  of  the 
remaining  divided  ribs  assume  good  alignment. 
The  muscles  are  closed  by  layer  sutures.  The 
lungs  must  be  inflated  before  a  complete  closure  of 
the  pleura  is  made  to  avoid  pneumothorax,  though 
a  small  amount  of  air  will  do  no  harm.  The  skin 
suture  is  completed. 

The  upper  end  of  the  oesophagus  is  then  held 
down  in  front  of  the  chest,  the  point  of  amputation 
decided,  and  a  transverse  incision  made  through 
the  skin  at  the  site  corresponding  to  this  point. 
This  wound  is  connected  with  the  neck  wound  by 
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undermining  the  skin  by  blunt  dissection.  The 
oesophagus  and  growth  are  drawn  down  through 
this  channel,  the  growth  amputated,  and  the  free 
end  of  the  oesophagus  united  to  the  skin  margin  by 
a  few  interrupted  sutures. 

The  most  comfortable  position  for  the  patient 
is  on  the  right  side  and  partly  on  the  back.  Mor- 
phine and  stimulants  arc  given  as  indicated.  Cam- 
phor, caffeine,  digalen,  and  strophanthus  are  given 
for  acute  cardiac  weakness. 

After  the  end  of  the  oesophagus  has  healed 
to  the  skin  wound,  one  end  of  a  special  gastrostomy 
tube  is  inserted  into  the  oesophageal  opening,  the 
lower  end  into  the  gastrostomy  wound.  Gentle 
massage  in  a  downward  direction  over  the  buried 
oesophagus  aids  movement  of  food  downward.  The 
patient  operated  upon  is  now  able  to  eat  practically 
all  kinds  of  food  twenty  and  one-half  months  after 
operation. 

Two  unsuitable  cases  operated  upon  previously 
died;  one  five  days  after  operation  from  cardiac 
failure;  the  other  the  night  following  the  operation. 

Torek  advises  that  if  the  position  of  the  growth  is 
unknown  the  left  side  is  the  best  to  attack  if  from, 
because  the  right  lobe  of  the  liver  encroaches  so 
much  on  the  right  thorax  that  there  is  not  enough 
room  for  low  amputation  of  the  oesophagus.  How- 
ever, if  the  growth  is  high  the  right  side  may  be 
used,  as  the  only  structure  apt  to  interfere  is  the 
vena  azygos,  which  may  be  divided. 

For  carcinoma  of  the  abdominal  portion  of  the 
oesophagus,  Torek  advises  an  operation  worked  out 
by  himself  in  1913.  It  is  done  in  three  stages:  (i) 
gastrostomy;  (2)  thoracotomy,  as  described  above 
for  carcinoma  of  the  thoracic  oesophagus;  (3)  an 
abdominal  operation  to  resect  the  tumor.  An 
incision  is  made  from  the  ensiform  cartilage  along 
the  whole  length  of  the  left  arch,  dividing  all  the 
muscles,  especially  at  the  posterior  end,  so  that  the 
arch  can  be  raised.  At  the  oesophageal  hiatus  of 
the  diaphgram  the  peritoneum  is  divided  and  the 
stump  of  the  oesophagus  brought  down.  The  tumor 
is  resected  with  as  much  of  the  stomach  as  is  neces- 
sary. 

The  author  briefly  describes  Zaaijer's  method  which 
consists  in  (i)  gastrostomy  at  the  pyloric  portion  by 


Kader's  method;  (2)  resection  of  the  fifth  to  eleventh 
ribs  inclusive  on  the  left  side  through  two  25-cm. 
incisions  so  as  to  bring  the  point  of  operation  nearer 
the  surface;  (3)  resection  of  the  tumor  by  laparo- 
thoracotomy.  The  incision  curves  from  the  mam- 
millary  line  in  the  left  hypochondrium  backward  to 
the  left  posterior  axillary  line,  then  to  just  above  the 
angle  of  the  scapula.  The  peritoneum  and  pleura 
are  opened  and  the  diaphragm  divided  to  the  hiatus 
of  the  oesophagus.  The  stomach  and  oesophagus 
are  mobilized  by  dividing  the  lesser  omentum.  The 
stomach  is  divided  between  the  clamps  and  the 
lower  end  sutured.  The  oesophagus  is  carried  to  the 
neighborhood  of  the  posterior  axillary  line  and  su- 
tured. The  fistula  thus  formed  is  connected  with 
gastrostomy  by  means  of  a  tube. 

Ach  has  proposed  a  method  for  carcinoma  of  the 
cardia,  not  requiring  opening  of  the  thorax.  The 
oesophagus  is  exposed  at  the  anterior  margin  of 
the  sternomastoid  and  the  wound  temporarily  tam- 
poned. Through  an  abdominal  incision  the  oesoph- 
agus is  freed  from  its  diaphragmatic  attachments. 
A  small  portion  of  the  oesophagus  is  pulled  down, , 
tied  with  strong  thread  2  cm.  above  the  tumor  and 
cut  below  the  ligature.  The  two  ends  of  the  liga- 
ture are  left  one-half  meter  long.  A  flexible  steel 
rod  with  a  ring  attached  to  the  lower  end  is  intro- 
duced into  the  oesophagus  through  the  mouth. 
The  end  of  the  oesophagus  and  the  ring  of  rod  are 
transfixed  by  a  needle  carrying  a  strong  thread, 
the  ends  of  which  are  tied  together  12  cm.  below 
the  oesophagus.  The  rod  is  pulled  up,  the  oesopha- 
gus invaginates  and  follows  with  moderate  resistance. 
When  the  lower  end  of  the  invaginated  oesophagus 
can  be  seen  in  the  neck  incision,  the  first  string  is 
pulled,  thereby  invaginating  the  oesophagus  through 
the  neck  incision.  The  fistula  formed  by  suturing 
the  end  of  the  oesophagus  to  the  skin  is  connected 
with  gastrostomy  by  means  of  a  tube. 

Torek  says  that  whether  success  will  crown  this 
beginning  depends  on  the  ability  of  the  profession 
to  operate  while  the  disease  is  strictly  localized.  It 
would  be  a  mistake  to  operate  on  unfavorable  sub- 
jects, as  it  would  throw  discredit  on  the  method  and 
discourage  early  cases  submitting  to  the  operation. 

Donald  S.  Gordon. 
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ABDOMINAL  WALL  AND  PERITONEUM 

Eliot,  E.,  Jr.:    Mesenteric  Thrombosis.     Tr.  Am. 

Surg.  Ass.,  Rochester,  Minn.,  1915,  June. 

The  valuable  contributions  to  the  literature  of 
this  subject  by  Jackson,  Porter,  and  Quimby  in  1904, 
by  Trotter  in  1913,  and  by  A.  Reich  in  1913  and  1914 
render  the  further  elaborated  consideration  unneces- 
sary at  the  present  time. 

The  etiology  of  this  condition  is  both  predispos- 
ing and  exciting.     The  normal  arrangement  of  the 


circulation  of  the  intestinal  tract  is  such  that  only 
relatively  small  segments  are  provided  with  an 
adequate  collateral  supply.  Exceptions  do  occur, 
and  especially  in  those  cases  in  which  the  vascular 
occlusion  develops  slowly,  the  viabiHty  of  large 
segments  of  intestine  may  be  maintained.  Even 
where  the  clot  forms  rapidly,  as  after  the  division  of 
the  larger  branches  of  the  mesenteric  arteries,  ne- 
crosis is  not  inevitable.  Thus  the  accidental  di- 
vision of  the  colica  media  is  not  always  followed  by 
the  death  of  the  transverse  colon,  and  in  one  instance 
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an  artery  and  vein  within  several  inches  of  the  root 
of  the  mesentery  supplying  the  lower  ileum,  that 
had  been  ruptured  by  subcutaneous  trauma,  were 
ligated  by  the  author  without  subsequent  compH- 
cation.  The  exciting  causes  of  mesenteric  throm- 
bosis comprise  those  in  which,  through  thrombosis  or 
embolism,  the  lumen  of  the  vessel  is  occluded, 
shutting  off  the  blood  supply  of  the  corresponding 
part  of  the  intestine.  These  need  not  now  be  con- 
sidered in  detail.  In  a  very  considerable  number  of 
cases,  however,  no  adequate  exciting  cause  can  be 
discovered.  This  is  observed  most  frequently  in 
mesenteric  thrombosis  of  venous  origin  forming  a 
specially  interesting  group  of  cases,  for  the  reason 
that,  although  the  resulting  necrosis  is  usually  com- 
plete, the  affected  loop  does  not  generally  exceed 
12  to  24  inches  in  length,  and  in  the  absence  of  any 
lesion  in  the  vascular  system  the  chances  of  a  suc- 
cessful resection  are  peculiarly  favorable.  While 
the  etiological  importance  of  the  group  of  vascular 
disturbances  associated  with  vascular  occlusion 
must  always  be  recognized,  the  fact  that,  occasion- 
ally, not  one  can  be  identified  must  not  be  overlooked 
and  must  not  lead  to  the  positive  exclusion  of  mesen- 
teric thrombosis  in  the  diagnosis  of  acute  and  sub- 
acute obscure  abdominal  conditions. 

In  explanation  of  these  obscure  cases  only  theories 
can  at  present  be  offered.  Reich  has  advanced  the 
possibility  of  lymphatic  infection  through  the  vasa 
vasarum  lymphatics  of  the  portal  veins.  The 
author  wishes  to  suggest  the  theory  that  there 
may  be  an  intimate  relation  between  abnormal  in- 
testine fermentation  and  the  consequent  absorp- 
tion of  the  chemical  products  by  both  the  lymphatic 
and  venous  channels,  leading,  on  the  one  hand,  to 
peritoneal  irritation  with  the  formation  of  adhesions, 
and  on  the  other,  though  rarely,  to  the  coagulation 
of  venous  blood.  At  least  adhesions  so  extensive 
as  to  lead  to  acute  obstruction  through  strangula- 
tion have  been  observed  with  no  prior  history  to 
account  for  them. 

The  question.  Is  mechanical  pressure  ever  re- 
sponsible for  mesenteric  thrombosis?  may  be  an- 
swered in  the  affirmative,  as  Martin  has  reported  an 
instance  in  which  a  thrombus  in  the  superior  mes- 
enteric vein  was  found,  on  operation,  in  a  patient 
who  gave  a  history  of  very  tight  lacing  on  the  night 
previous  to  the  invasion  of  the  attack.  The  author 
also  refers  briefly  to  an  instance  of  extensive  throm- 
bosis of  the  veins  of  the  great  omentum  that  hc^d 
become  chronically  adherent  to  an  underlying 
fibroid.  In  this  case,  the  thrombosed  vessel,  as 
large  as  the  adult  little  finger,  passed  upward, 
superficially  to  the  transverse  colon,  through  the 
gastrocolic  omentum  to  join  the  gastro-epiploica 
dextra  vein  at  the  greater  curvature  of  the  stomach, 
the  clot  terminating  near  the  junction  of  the  supe- 
rior mesenteric  and  portal  veins.  Subsequent  micro- 
scopical examination  of  that  portion  of  the  thrombos- 
ed vessel  in  the  amputated  omentum  showed  no  ab- 
normality, and  bacteriological  examination  of  the  clot, 
which  was  soft  and  not  organized,  showed  no  organism . 


A  detailed  account  of  the  lesions  of  mesenteric 
thrombosis  is  quite  unnecessary.  The  author 
wishes  merely  to  call  attention  to  the  possibility  of 
temporary  circulatory  interference  by  the  formation 
of  small  thrombi  which  would  account  for  the  brief 
attacks  of  severe  abdominal  pain  so  frequently 
given  in  the  histories  of  these  patients;  these  attacks 
may  occur  weeks,  months,  or  even  years  before 
the  onset  of  the  final  attack,  in  which  laparotomy  or 
autopsy  reveals  a  condition  of  complete  necrosis. 

The  grouping  of  the  clinical  symptoms  of  mesen- 
teric thrombosis  into  a  picture  that  may  be  con- 
sidered fairly  characteristic  meets  with  the  greatest 
difficulty.  The  generally  accepted  classification 
adopted  by  Reich,  and  substantiated  by  the  analy- 
sis of  262  cases,  divides  mesenteric  thrombosis  into 
two  distinct  groups: 

1.  A  group  characterized  by  the  classic  symptoms 
of  acute  intestinal  obstruction  in  which  there  is  circu- 
latory disturbance;  pain,  vomiting,  and  complete 
constipation  being  especially  prominent  symptoms. 

2.  A  second  group  in  which  the  pain  and  vomiting 
are  associated  with  the  occurrence  of  repeated 
watery  stools,  occasionally  containing  blood. 

Reich,  in  his  analysis,  states  that  diarrhoea  occurs 
in  41  per  cent  of  the  cases  and  that  in  26  per  cent 
the  stools  contain  blood.  He  also  states  that  in 
16  per  cent  the  vomitus  contains  blood. 

The  physical  signs  are  much  more  constant  than 
the  clinical  symptoms  and  are  of  special  importance 
in  the  second  group  of  cases  in  which  the  bloody 
diarrhoea,  should  it  be  present,  is  suggestive  of  a 
colitis.  They  are  the  result  of  peritoneal  irritation, 
and  vary  in  their  position  according  to  the  position 
of  the  affected  loop.  They  comprise  diminished 
and  at  times  asymmetrical  respiratory  movement 
of  the  abdominal  wall,  rarely  visible  peristalsis 
(especially  in  the  subacute  cases),  equally  rarely 
localized  meteorismus,  and  the  all-important  symp- 
tom of  muscular  rigidity  which,  even  in  mesenteric 
thrombosis  of  limited  extent,  is  apt  to  be  more 
diffuse  than  localized.  In  the  acute  cases  marked 
resistance  usually  obscures  a  tumor,  while  in  the 
subacute  cases  the  rigidity  is  less  intense,  and  a 
tumor  is  occasionally  felt  either  through  the  abdom- 
inal wall  or  the  rectum.  Occasionally  the  fluid 
in  the  peritoneal  cavity  is  sufficiently  abundant 
to  give  dullness,  especially  with  the  aid  of  ausculta- 
tion, but  the  author  does  not  believe  in  the  advis- 
ability of  eliciting  shifting  dullness,  as  movement  of 
the  patient  predisposes  to  the  spread  of  the  infection 
to  distant  parts  of  the  peritoneal  cavity.  The 
leucocyte  count  is  very  important  and,  as  in  other 
infectious  processes  in  the  peritoneum,  an  increase 
in  both  the  general  and  polymorphonuclear  count 
is  usually  obtained. 

It  must  be  remembered  that  the  intensity  of  the 
physical  signs  varies  within  wide  limits.  In  the 
acute  case  the  abdomen  may  be  retracted  and  the 
extension  of  the  peritonitis  be  most  rapid;  converse- 
ly, in  cases  of  slow  development,  the  clinical  symp- 
toms may  be  so  insignificant  that  the  patient  con- 
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tinues  at  his  occupation,  and  the  physical  signs  may 
not  indicate  the  serious  character  of  the  abdominal 
lesion  until  several  weeks  have  elapsed. 

Operation  is  indicated  in  all  cases  uncomplicated 
by  serious  or  advanced  visceral  changes.  The 
presence  of  a  diffuse  and  persistent  abdominal 
rigidity,  alone,  is  sufficient  warrant  for  prompt  ex- 
ploration. In  this  connection  the  leucocyte  count 
is  of  considerable  value.  The  difficulty  in  diagno- 
sis and  the  consequent  likelihood  of  confusing 
this  condition  with  some  more  common  infectious 
process  makes  the  operation  chiefly  exploratory 
and,  in  the  larger  number  of  cases,  the  actual  con- 
dition is  recognized  only  after  the  opening  of  the 
abdomen.  An  infected  appendix,  a  gastroduodenal 
perforation,  or  an  acute  cholecystitis  are  excluded 
by  the  serosanguinolent  or  bloody  exudate.  Such 
an  exudate  points  to  some  form  of  obstruction  as- 
sociated with  circulatory  disturbance  and  indicates 
the  exploration  of  the  intestinal  tract,  preferably 
from  the  ileocaecal  junction  in  either  direction. 
In  the  earliest  stages  it  may  be  difficult  to  recognize 
the  affected  intestine,  as  the  color  changes  are  not 
always  marked,  or  the  lines  of  demarcation  are 
frequently  indistinct,  and  the  glistening  appearance 
of  the  serous  coat  may  remain  unimpaired  for  some 
time.  That  the  operation  as  suggested  by  Reich 
should  be  postponed  on  account  of  this  difficulty 
until  the  second  or  third  day,  when  the  changes  have 
become  marked,  is  not  advisable,  in  fact  it  is  imprac- 
ticable, as  the  diagnosis  is  rarely  made,  and  such 
delay  would  be  most  dangerous  in  the  more 
common  infectious  processes  already  mentioned 
for  which  a  mesenteric  thrombosus  is  ordinarily 
mistaken. 

When  the  nature  of  the  lesion  has  been  deter- 
mined, resection  of  the  affected  loop  is  indicated 
where  there  is  a  reasonable  prospect  of  success. 
Reich  states  that  resection  is  contra-indicated  by 
the  presence  of  portal  thrombosis,  multiple  infarcts, 
infarcts  of  the  descending  colon  and  sigmoid,  and 
extensive  infarcts  of  the  small  intestine  without 
a  sharp  line  of  demarcation.  After  the  removal 
of  the  necrotic  intestine,  further  procedure  depends 
upon  the  general  condition  of  the  patient,  the  site 
of  the  infarct,  and  the  choice  of  the  operator.  A 
consideration  of  this  question  leads  to  the  follow- 
ing conclusions: 

1.  A  secondary  anastomosis  (the  operation  advo- 
cated as  the  operation  of  choice  by  Jackson,  Porter, 
and  Quimby)  is  indicated  when  the  serious  con- 
dition of  the  patient  demands  the  completion  of 
the  operation  in  the  shortest  possible  time. 

2.  Where  the  line  of  demarcation  on  either  side 
of  the  infarct  is  not  sharply  defined. 

3.  Where  the  extreme  length  of  the  infarct 
warrants  for  obvious  reasons  the  division  of  the 
intestine   at   a   point   which   may   be    cedematous. 

4.  Where  the  infarct  does  not  involve  the  upper 
end  of  the  jejunum.  Should  the  lesion  involve  this 
part  of  the  intestine  it  is  self-evident  that  a  primary 
anastomosis  can  alone  preclude  the  rapid  loss  of 


strength  which  would  follow  the  establishment  of  an 
artificial  anus. 

Conversely,  immediate  anastomosis  after  resec- 
tion may  be  done  in  cases  where  there  is  a  sharp 
line  of  demarcation,  where  the  infarct  does  not 
exceed  10  or  12  inches  in  length,  where  the  infarct 
involves  the  ileum,  and  where  the  general  condition 
of  the  patient  warrants  the  necessary  extension  of 
the  operation.  In  every  case  of  primary  anastomosis, 
post-operative  leakage  is  to  be  avoided  by  excising 
well  beyond  the  limit  of  normal  circulation,  by 
reinforcing  the  line  of  anastomosis,  if  possible,  with 
an  omental  flap,  and  by  leaving  the  sutured  loop 
approximately  near  the  anterior  abdominal  wall, 
a  short  non-rigid  drain  being  previously  inserted  to 
its  immediate  proximity,  so  that,  in  the  event  of 
leakage,  the  discharge  will  be  conducted  away  from 
the  peritoneal  cavity. 

The  methods  of  reestablishing  the  continuity  of 
the  intestinal  canal  do  not  differ  materially  from 
those  ordinarily  in  use  after  resection  of  strangu- 
lated intestine  from  any  cause.  Lateral  anastomosis 
is  always  the  operation  of  choice  where  the  divided 
ends  are  of  unequal  caliber,  or  where  one  or  both 
are  distinctly  cedematous.  In  cases  in  which  the 
small  extent  of  the  infarct  enables  the  resection  to 
be  carried  out  in  small  intestine,  unquestionably 
healthy,  an  end-to-end  anastomosis  is  not  contra- 
indicated.  In  a  case  of  infarct  involving  the  begin- 
ning of  the  jejunum,  Kolbing  has  done  an  anterior 
gastro-enterostomy  with  success,  and  in  one  in- 
stance of  infarct  in  the  end  of  the  ileum,  Weil  has 
done  an  end-to-side  anastomosis  between  the 
ileum  and  the  transverse  colon.  The  comparative 
value  of  lateral  and  end-to-end  anastomosis  is  diffi- 
cult to  establish,  owing  to  the  small  number  of  suc- 
cessful cases. 

To  Reich's  tabulated  list  of  18  recoveries  must 
now  be  added  the  successful  cases  of  Weil  and 
Davis  and  the  cases  reported  in  this  paper  by 
Wheelwright,  Jameson,  and  the  author,  making  a 
total  of  23  recoveries  in  about  100  operated  cases. 
In  five  instances  a  secondary  anastomosis  was  done 
by  the  end-to-end  suture  method.  In  the  others, 
end-to-end  and  lateral  anastomoses  were  variously 
done  by  both  suture  and  button.  It  is  interesting 
to  note  that  in  both  secondary  and  primary  anasto- 
mosis, post-operative  faecal  fistula  has  occurred  in  no 
less  than  8  cases,  and  that  each  method  of  anastomo- 
sis has  been  followed  by  at  least  one  instance  of  this 
complication.  The  fatalities  included  21;  in  14  of 
which  a  primary  anastomosis  was  done  as  follows: 
in  5  by  the  end-to-end  suture,  in  4  by  the  end-to-end 
button,  and  in  4  by  the  side-to-side  suture  method. 
There  were  7  fatalities  following  secondary  anasto- 
mosis. 

Other  post-operative  complications,  besides  the 
justly  feared  leakage,  that  have  occurred  in  cases 
which  recovered  include  gastromesenteric  ileus, 
acute  obstruction  from  adhesions,  retention  of  the 
button,  the  formation  of  a  gradually  shrinking 
mesenteric  tumor,  parotitis,  and  the  occurrence  of 
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persistent  bloody  stools.  The  late  results  in  the  suc- 
cessful cases  should  be  investigated.  Where  the 
cause  of  the  thrombosis  cannot  be  discovered  or 
where  the  thrombosis  is  the  result  of  some  vascular 
lesion  which  persists  necessarily  after  the  operation, 
a  recurrence  does  not  seem  to  be  at  all  unlikely.  In 
the  3  cases  herewith  reported,  Wheelwright's  is  well 
and  strong  after  lo  months,  with  the  exception  of  a 
slight  attack  of  colitis  which  occurred  recently. 
Jameson's  patient  is  in  excellent  condition  20 
months,  and  the  author's  patient  is  well  two  years, 
after  the  operation. 

Of  the  successful  cases  collected  by  Reich,  the 
condition  of  Delatour's  patient  three  and  one-half 
years  after  the  operation  was  entirely  satisfactory. 
There  had  been  no  recurrence  of  any  abdominal 
symptom.  An  equally  favorable  condition  may  be 
reported  of  the  patients  of  Schley  and  Green  almost 
four  years  after  the  operation.  During  this  time, 
however.  Green's  patient  has  had  a  localized  in- 
flammatory process  in  the  apex  of  one  lung,  which 
has  entirely  disappeared. 

GASTRO-INTESTINAL  TRACT 

Jefferson,   G.:    A  Note  on  the  Passage  of  Fluid 
Through  the  Body  of  the  Human  Stomach. 

Arch.  Rontg.  Ray,  1915,  xix,  414. 

In  the  normal  prthotonic  stomach  the  barium 
(or  bismuth)  meal  usually  passes  down  the  lesser 
curvature  in  a  narrow  stream  from  the  cardiac  end 
of  the  oesophagus,  instead  of  streaming  impartially 
over  the  walls  of  the  stomach.  The  author  under- 
took to  find  an  anatomical  explanation  for  this  con- 
finement of  the  bismuth  stream  to  the  lesser  curva- 
ture. He  examined  22  adults  of  both  sexes,  in  82 
per  cent  of  which  the  bismuth  descended  in  this 
manner. 

No  gross  indication  of  a  canal  along  the  lesser 
curvature  can  be  seen  on  inspection  of  the  ordinary 
adult  stomach,  though  Lewis  has  shown  on  his 
reconstruction  models  that  such  a  canal  is  present 
in  the  human  foetus,  which  he  has  named  the 
"  canalis  gastricus."  This  canal  reaches  its  most  per- 
fect form  in  ruminants,  and  its  presence  in  the 
human  stomach  has  been  hinted  at  since  the  days  of 
Willis.  While  the  adult  human  stomach  shows  no 
external  sign  of  such  a  canal,  the  mucosa  is  thrown 
into  longitudinal  folds  along  the  lesser  curvature, 
three  of  which  are  especially  prominent.  Waldeyer 
thought  these  folds  formed  a  path  whereby  fluids 
gained  the  pars  pylorica,  and  named  it  the  Magen- 
strasse.  Jefferson  found  it  difficult  to  believe, 
however,  that  these  mucosal  folds  alone  could  pos- 
sess the  power  of  confining  ingesta  to  the  lesser 
curvature  without  help  from  the  underlying  muscle. 
Accordingly  he  has  made  dissections  which,  he  thinks, 
show  that  the  oblique  muscle  is  arranged  so  as  to 
form  an  inverted  U  over  the  stomach,  and  by  its 
specialized  construction  is  capable  of  shutting  off, 
with  the  help  of  the  mucosal  ridges,  a  physiological 
canal  along  the  lesser  curvature.    Albert  Miller, 


Hamann,  C.  A.:  Fistulous  Communication  Be- 
tween Stomach  and  Colon  Following  Gastro- 
Enterostomy.  Tr.  Am.  Surg.  Ass.,  Rochester, 
Minn.,  1915,  June. 

A  gastrojejunal  ulcer,  following  gastro-enteros- 
tomy,  may  result  in  a  fistulous  communication  be- 
tween the  stomach  and  transverse  colon.  There 
are  some  thirteen  of  such  cases  upon  record. 

The  leading  symptoms  of  such  a  condition  are 
fa;cal  odor  of  the  gastric  eructations  and  perhaps 
fajcal  vomiting,  diarrhoea  (sometimes  lienteric  in 
character),  and  loss  of  weight.  As  there  is  usually 
an  opening  into  the  jejunum  also,  the  term  "gastro- 
jejunocolic"  is  an  appropriate  one. 

The  author  reports  a  case  in  which  this  con- 
dition ensued  after  gastro-enterostomy  and  partial 
gastrectomy.  The  patient  recovered,  after  separa- 
tion of  the  stomach,  jejunum,  and  colon  from  one 
another,  closure  of  the  openings  in  the  stomach  and 
jejunum,  resection  of  four  inches  of  the  colon,  and 
the  making  of  a  new  gastro-enterostomy. 

Zwaluwenberg,  J.  J.:  The  X-Ray  Diagnosis  of 
Peptic  Ulcer.     J.  Mich.  St.  M.  Soc,  1915,  xiv,  230. 

Workers  in  the  field  of  rontgenologic  diagnosis  of 
the  digestive  tract  are  divided  into  two  main  camps. 
One  places  greater  emphasis  upon  the  screen  exam- 
ination and  a  system  of  syndromes  built  upon  the 
size,  shape,  position,  mobility,  peristalsis,  and  motility 
of  the  stomach,  in  conjunction  with  clinical  and  lab- 
oratory findings.  This  method  is  especially  popular 
in  Europe  and  has  able  exponents  in  America.  The 
other  camp  depends  largely  upon  the  perfection  of 
its  plates  and  pretends  to  make  a  more  nearly  pure 
anatomical  diagnosis.  Each  method  has  its  obvious 
advantages  and  disadvantages. 

The  X-ray  findings  of  ulcer  differ  according  to  its 
character,  whether  simple,  perforating,  or  compli- 
cated. The  crater  of  an  ulcer  which  has  perforated 
or  is  about  to  perforate  can  be  visualized.  Simple 
ulcers  can  be  diagnosed  only  by  altered  function. 
They  may  show  (i)  reduced  motility,  (2)  spasm 
of  the  pylorus,  (3)  localized  spasm  of  the  muscularis 
at  the  level  of  the  ulcer,  (4)  localized  tenderness  over 
the  ulcer,  (5)  normal  or  reduced  peristalsis,  and 
(6)  possibly  dilatation. 

Duodenal  ulcer  may  manifest  hypermotility, 
hyperperistalsis,  dilatation  of  the  antrum,  and  ten- 
derness over  the  duodenum.  An  important  sign 
is  deformity  of  the  bulb,  as  pointed  out  by  L.  G.  Cole. 

Gastric  ulcer  and  advanced  carcinoma  can 
scarcely  be  confounded,  but  carcinomatous  degenera- 
tion of  a  peptic  ulcer  is  impossible  of  differentiation. 

Albert  Miller. 

Peck,  C.  H.:    Gastric  and  Duodenal  Ulcer.     Ann 

Surg.,  Phila.,  1915,  Ixi,  406. 

The  author  reviews  120  cases  of  non-malignant 
ulcer  of  the  stomach  and  duodenum  operated  on 
by  members  of  the  surgical  staff  of  the  Roosevelt 
Hospital  of  New  York,  between  January,  1910,  and 
January,  191 5. 
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The  report  is  chiefly  analytical  and  statistical. 
Of  the  total  number  of  ulcers,  73.3  per  cent  were 
duodenal,  and  26.7  per  cent  gastric.  Of  the  88 
duodenal  ulcers,  71  were  of  the  chronic  indurated 
type  and  17  were  acute  perforations.  Of  30  gastric 
ulcers,  17  were  chronic  non-perforative  and  13 
acute  perforations. 

Considering  the  group  as  a  whole,  78.3  per  cent 
were  males,  21.7  per  cent  females.  In  the  duodenal 
group  83  per  cent  were  males,  and  in  the  gastric 
group  70  per  cent. 

All  of  the  17  acute  perforated  duodenal  ulcers 
occurred  in  males  between  23  and  52  years  of  age. 
Of  the  13  acute  perforated  gastric  ulcers,  9  were 
males  and  4  females,  ranging  from  23  to  49  years  of 
age. 

All  cases  together,  the  number  occurring  in  each 
decade  from  20  to  50  years  was  almost  equal;  from" 
50  to  60  years  somewhat  less,  and  between  60  and 
70  fewer,  but  still  a  goodly  number." 

Studied  in  groups,  in  71  cases  of  chronic  duodenal 
ulcer,  all  verified  by  operation,  posterior  gastro- 
enterostomy was  performed.  In  44  the  site  of  ulcer 
was  anterior,  generally  close  to  the  pylorus;  19  were 
posterior,  2  multiple,  i  in  the  second  portion  of  the 
duodenum,  5  not  stated. 

Where  possible,  in  addition  to  gastro-enterostomy, 
the  ulcer  was  enfolded  by  Lembert  sutures,  causing 
some  pyloric  occlusion.  Only  one  pyloric  exclusion 
was  done.  This  case  bled  before  and  after  gastro- 
enterostomy, and  the  exclusion  was  performed  one 
year  after  the  gastro-enterostomy.  Three  years 
later  the  patient  was  still  troubled  with  pus  and 
occasional  haemorrhages.  Appendectomy  was  done 
in  25  of  these  71  cases;  cholecystostomy  for  gall- 
stones in  2  cases. 

The  symptoms  of  this  group  were:  haematemesis 
in  13  cases,  intestinal  haemorrhage  in  43  per  cent 
of  the  observations,  coinciding  with  the  experience 
of  others  that  it  occurs  in  less  than  50  per  cent; 
pain  occurring  two  to  four  hours  after  eating,  re- 
lieved by  food  and  alkalines,  noted  in  24  cases,  less 
than  50  per  cent.  In  26  additional  cases,  pain  was 
irregular,  had  no  relation  to  food,  or  in  more  than 
50  per  cent  the  character  of  pain  departed  from  the 
classic  duodenal  type.  Pain  of  some  sort  was  a 
constant  symptom. 

Vomiting  was  present  in  about  one-half  the  cases; 
.in  a  few  it  was  persistent  and  frequent. 

Gastric  analyses  on  40  cases. 

20  cases  free  HCl — below  40,  equals  50  per  cent. 

13  cases  free  HCl — between  40  and  60. 
7  cases  free  HCl — above  60. 
6  cases  free  HCl — above  90. 

In  no  case  was  absence  of  free  HCl  noted. 

The  red  blood  counts  on  30  cases  showed  4  cases 
above  6,000,000,  8  cases  between  5,000,000  and 
6,000,000,  making  12  cases,  or  40  per  cent,  with 
some  polycythaemia.  Eighteen  cases,  60  per  cent, 
had  a  count  of  5,000,000  or  less.  Making  allowance 
for  possible  secondary  anaemia,  the  above  would 
seem  to  indicate    that  polycythaemia   is   of   only 


limited  diagnostic  value.  Of  the  71  cases,  65  recov- 
ered and  6  died.  The  mortality  of  8.4  per  cent 
being  explained  by  poor  operative  risks  on  account 
of  age,  extreme  cachexia,  and  alcoholism.  A  table 
is  given  of  the  causes  of  deaths.  Definite  reports 
on  36  cases  were  obtained,  only  4  being  unsatis- 
factory: One  still  had  pain  and  hajmorrhage  referred 
to  above;  one  had  a  slow,  but  satisfactory  conva- 
lesence  after  secondary  entero-anastomosis  for 
recurring  vomiting;  two  cases  are  much  improved, 
but  have  pain  and  indigestion  at  times.  Relief 
from  pain,  after  years  of  suffering,  has  been  striking 
in  many  cases.  In  19  cases  of  chronic  gastric  ulcer 
the  results  were  less  satisfactory  than  in  the  duodenal 
type;  gastro-enterostomy  was  performed  in  12 
cases;  partial  gastrectomy  in  3;  excision  of  ulcer 
with  gastro-enterostomy  was  performed  in  i; 
exploratory  coeliotomy  in  i.  There  were  3  deaths, 
and  one  patient  died  from  pneumonia  shortly  after 
discharge.  The  position:  12  on  the  lesser  curvature 
some  distance  from  the  pylorus,  2  on  the  posterior 
wall,  4  pyloric,  i  not  stated. 

Haematemesis  was  present  in  10  cases;  absent  in 
7;  not  mentioned  in  3.  Pain,  a  constant  symptom, 
was  made  worse  by  ingestion  of  food;  relieved  by 
vomiting.  The  pain  varied  in  intensity;  seldom 
was  there  a  free  interval  of  several  days  and  weeks 
as  in  duodenal  ulcer;  on  the  contrary  it  was  more 
constant  and  severe  than  in  duodenal  ulcer. 

Gastric  analysis  of  12  cases  showed  8  cases  free 
HCl,  40  or  below;  2  cases  free  HCl,  60;  2  cases  free 
HCl,  absent. 

These  findings  emphasize  the  fact  that  gastric 
analysis  is  of  limited  diagnostic  value. 

As  to  the  treatment,  the  series  is  too  small  to 
draw  positive  conclusions,  but  Peck  believes  that, 
in  general,  ulcers  near  the  pylorus  with  induration 
and  which  are  difficult  to  differentiate  from  car- 
cinoma should  be  excised  by  pylorectomy  or  gas- 
trectomy. When  situated  near  the  middle  of  the 
lesser  curvature  or  the  cardiac  end  one  may  con- 
sider: (i)  V-resection  with  suture  with  or  without 
gastro-enterostomy;  (2)  Balfour's  cautery  puncture 
of  the  ulcer  with  closure  of  the  hole  by  suture  with 
or  without  gastro-enterostomy;  (3)  gastro-enter- 
ostomy alone  without  direct  attack  on  ulcer. 

Peck  speaks  of  the  ease  of  cautery  puncture  for 
ulcers  high  on  the  lesser  curvature  not  suitable  for 
V-excision  as  a  simple  and  quick  means  of  dealing 
with  this  kind. 

He  deems  it  wise  to  do  a  gastro-enterostomy  in 
every  case,  whether  cautery  puncture  or  V-excision 
is  done,  as  it  is  possible  that  the  chemical  change  in 
the  gastric  juice  or  its  contents  has  a  favorable  in- 
fluence on  the  ulcer.  Of  3  cases  of  partial  gastrec- 
tomy, 2  recovered,  i  died  of  shock.  The  two  cases 
which  recovered  are  well  and  free  from  symptoms 
more  than  two  and  a  half  years  after  operation. 

Of  12  cases  of  gastro-enterostomy  alone,  there 
were  3  deaths:  i  from  persistent  vomiting;  i  from 
pneumonia  and  pulmonary  embolism  on  the  eighth 
day;  the  other  died  from  pneumonia  after  discharge 
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from  the  hospital.  Of  the  9  which  recovered,  3  are 
known  to  be  free  of  symptoms  at  21,  14,  and  4 
months  after  operation;  2  have  pain  and  indiges- 
tion at  12  and  18  months  after  operation;  4  cases 
are  not  traceable. 

The  group  is  too  small  to  draw  conclusions  other 
than  to  say  it  is  evident  that  gastro-enterostomy  for 
gastric  ulcer  without  excision  is  less  satisfactory 
than  in  duodenal  ulcer. 

There  has  been  no  development  of  carcinoma  in 
a  gastric  ulcer  unless  in  some  of  the  non-traceable 
cases  or  in  one  which  refused  secondary  operation 
for  persistent  symptoms  and  marked  cachexia. 

Of  the  17  cases  of  perforated  duodenal  ulcer,  i 
died  of  pneumonia  on  the  seventeenth  day;  i  after 
secondary  operation  for  subphrenic  abscess  22  days 
after  primary  operation;  2  others  died  shortly  after 
leaving  the  hospital:  i  of  pulmonary  tuberculosis 
lighted  up  by  operation,  i  from  ulcer  on  the  inferior 
wall  against  the  head  of  the  pancreas.  The  primary 
operation  in  the  latter  case  showed  a  large  abscess 
with  gas,  and  as  the  perforation  could  not  be  located, 
closure  was  impossible. 

No  case  died  from  extension  of  the  peritonitis. 
The  author  feels  that  gastro-enterostomy  does  not 
seem  to  have  an  unfavorable  influence  on  mortality. 

As  to  the  time  between  symptoms  and  operation, 
I  case  had  symptoms  for  3  days,  death  from  pneu- 
monia: I  for  5  hours,  death  from  subphrenic  abscess. 
Of  15  recoveries,  9  were  operated  upon  within  12 
hours;  4  in  12,  27,  31,  and  48  hours,  respectively: 
in  2  the  history  indicated  perforation  several  days 
before,  with  partial  sealing  by  adhesions  and  fresh 
symptoms  from  leakage  for  a  few  hours  before 
operation. 

Of  17  cases,  10  were  closed  without  drainage,  7 
drained.    One  fatal  case  was  drained,  i  was  not. 

It  may  be  concluded  from  this  study  that  cases 
of  acute  perforated  duodenal  ulcer,  if  operated  upon 
promptly,  should  rarely  die  of  peritonitis;  that 
drainage  can  be  safely  omitted  in  the  average  case, 
but  should  be  used  if  the  closure  of  the  perforation 
is  insecure,  or  if  the  abscess  is  present  or  likely  to 
form;  that  gastro-enterostomy  should  not  increase 
mortality  when  used  in  properly  selected  cases. 
Though  opinions  are  divided  regarding  the  per- 
formance of  gastro-enterostomy  in  the  presence  of 
acute  perforation.  Peck  thinks  it  reasonable  to 
suppose  that  a  permanent  cure  would  be  aided  there- 
by, though  many  undergo  spontaneous  cure  and 
remain  well  after  perforation  and  suture. 

Peritonitis  present  at  the  time  of  operation  varied 
from  a  moderate  amount  of  fluid  in  the  upper  abdo- 
men to  a  generalized  process  involving  both  flanks 
of  the  pelvis.  Drainage  of  the  pelvis  or  flanks  was 
resorted  to  in  one  case  only.  Of  6  cases,  4  had  gas- 
tro-enterostomy performed  and  are  reported  well 
over  periods  of  from  one  and  a  quarter  to  four  years; 
one  had  pain  and  gastric  symptoms  after  three 
years.  One  case  operated  upon  two  years  previously 
without  gastro-enterostomy,  suffers  from  pain  and 
indigestion  constantly. 


Of  13  cases  of  perforated  gastric  ulcer,  7  recovered, 
6  died.  The  6  fatal  cases  died  of  peritonitis  and 
complications;  4  of  the  6  were  operated  upon  from 
one  to  five  days  after  perforation,  with  peritonitis 
already  developed;  2  cases  were  operated  on  under 
thirteen  hours  after  perforation.  Gastro-enteros- 
tomy was  not  performed  in  any  of  the  fatal  cases, 
but  was  done  in  addition  to  suture  closure  in  5  of 
the  7  cases  which  recovered. 

In  5  cases  the  perforation  was  prepyloric;  in  5 
on  the  lesser  curvature  at  some  distance  from  the 
pylorus;  in  3,  2  of  which  were  fatal  cases  with 
advanced  peritonitis,  perforation  was  not  accurately 
located. 

Of  the  7  cases  which  recovered,  3  were  operated 
on  within  6  hours,  one  12  hours,  2  localized  epigastric 
abscesses;  in  i  the  perforation  was  partly  sealed 
by  adhesions. 

In  the  prepyloric  group,  the  indications  for  opera- 
tion were  the  same  as  in  duodenal  ulcer:  gastro- 
enterostomy when  the  patient  is  in  good  condition 
and  there  is  a  probability  of  pyloric  obstruction.  In 
perforation  on  the  anterior  wall  or  the  lesser  curv- 
ature, simple  closure  is  sufficient — gastro-enteros- 
tomy can  be  performed  later.  Only  2  cases  out  of  17 
of  duodenal  perforation  did  not  give  a  history  of 
previous  indigestion.  Practically  all  the  gastric 
cases  had  had  previous  symptoms  of  ulcer. 

X-ray  is  of  great  aid  in  the  chronic  cases,  for 
diagnosis  and  also  as  an  aid  in  eliminating  negative 
explorations.  Donald  S.  Gordon. 

Graham,  C:  Notes  on  Gastric  and  Duodenal 
Ulcers.  Tr.  Marshfield  Clin.  Meeting,  Marshfield, 
Wis.,  1915,  June. 

After  carefully  reviewing  the  histories  of  his 
cases  of  peptic  ulcers,  Graham  states  that  he  is 
unable  to  obtain  any  pathognomonic  symptoms  or 
combination  of  symptoms  whereby  the  exact  loca- 
tion of  the  lesion  might  reasonably  be  determined. 
In  the  clinical  diagnoses  in  a  series  of  approximately 
1,300  cases  of  operatively  demonstrated  duodenal 
ulcers  there  were  702  cases,  54  per  cent,  primarily 
called  duodenal  ulcer,  while  323,  24.8  per  cent, 
were  classified  as  gastric  ulcer.  One  hundred 
seventy- five  cases,  13.5  per  cent,  were  primarily 
considered  as  gall-stone  disease.  In  64  cases  ap- 
pendicitis entered  largely  into  the  diagnosis,  while 
cancer  was  considered  in  1.5  per  cent  and  about 
I  per  cent  were  unclassified.  In  107  of  these,  gastric 
or  duodenal  ulcer  was  given  as  a  secondary  diagno- 
sis. Of  450  cases  of  operatively  demonstrated  gas- 
tric ulcer,  248,  55  per  cent,  were  classified  as  gastric, 
119,  26.5  per  cent,  as  duodenal,  and  in  31,  6.5  per 
cent,  the  gastric  diagnosis  was  placed  second.  In 
40,  or  .8  per  cent,  the  gall-bladder  was  considered  dis- 
eased. Cancer  was  considered  in  4.8  per  cent  of 
the  cases,  appendicitis  in  1.7  per  cent,  those  not 
classified  about  2.5  per  cent.  He  states  further 
that  in  the  diagnoses  of  these  cases,  extrinsic  causes, 
such  as,  gall-stone,  appendicitis,  and  tuberculosis, 
should  be  kept  particularly  in  mind,  since  they  may 
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give  the  regular  gastric  syndrome  or  they  may 
give  an  irregular  history,  all  of  which  is  confusing  and 
leads  to  provisional  diagnoses. 

He  divides  the  clinical  syndrome  into  three 
groups:  (i)  The  regular  type  of  duodenal  ulcer  in 
which  pain  or  distress  comes  within  2  to  5  hours 
after  meals,  accompanied  by  gas,  sour  stomach,  and 
vomiting;  one  or  all  of  which  appear  at  about  the 
same  hour  and  continue  until  the  next  meal,  or  until 
food,  an  alkali,  vomiting,  or  irrigation  brings  relief 
from  the  acid  condition  of  the  stomach.  (2)  The 
regular  type  of  gastric  ulcer  which  has  the  same 
periodicity  and  the  same  group  of  symptoms,  not 
so  clear-cut  as  in  the  duodenal  lesions,  though  in  at 
least  one-fourth  of  the  cases  the  difference  is  quite 
indistinguishable.  Pain  or  distress  comes  sooner 
after  meals,  and  does  not  continue  so  clearly  to  the 
next  meal.  It  is  often  eased  by  food,  though  not 
so  often  as  the  pain  of  duodenal  ulcer.  Fear  of 
food-pain  is  fnore  often  noted.  Food  in  small 
amounts  gives  ease,  while  in  large  amounts  it  gives 
pain.  (3)  The  irregular  type  of  peptic  ulcer  in 
which  the  history  of  the  distinctive  time  of  onset 
of  symptoms  and  their  control  has  been  lost.  Such 
histories  are  found  in  cases  of  obstruction,  perfora- 
tion with  adhesions,  hour-glass  stomach,  saddle 
ulcer,  lesions  of  large  areas,  or  in  any  condition  where 
function  and  movement  are  limited. 

Though  duodenal  and  gastric  ulcers  are  apparent- 
ly so  nearly  similar  in  their  final  analysis  there  are 
some  points  which  aid  in  their  differentiation. 
Each  case  necessarily  calls  for  its  own  careful 
consideration  because  no  symptom  can  more 
than  suggest  location  and  often,  as  the  histories 
show,  the  gastric  case  may  have  a  pure  duodenal 
syndrome,  and  the  duodenal  case  may  quite  as  clearly 
give  the  gastric  type  of  symptoms.  However,  the 
diagnosis  of  a  gastric  lesion  being  made  the  question 
of  its  exact  location  is  not  paramount.  How  best 
to  treat  the  lesion  and  to  conserve  the  patient's 
health  is  the  vital  point. 

Hamburger,  W.  W.,  and  Leach,  J.  J.:  Gastric  and 
Duodenal  Ulcer;  the  Influence  of  Operative 
Procedures  on  Gastric  Motility  and  Secretion. 

J.  Am.  M.  Ass.,  1915,  xliv,  1745. 

Nine  gastric  and  eight  duodenal  ulcer  cases  form 
the  basis  for  this  study.  Of  the  17  patients,  8 
received  no  or  only  partial  relief  from  their  com- 
plaints; 9  cases  resulted  in  marked  benefit  or  com- 
plete cure.  The  patients  were  examined,  for  the 
most  part,  on  an  average  of  from  three  months  to 
two  years  following  the  operation;  one  patient  as 
early  as  five  weeks,  one  as  late  as  twelve  years.  So 
far  as  possible,  all  patients  were  submitted  to  com- 
plete physical  examination,  test  breakfast  and  motor 
meal,  fluoroscopy  and  rontgen-ray  examination  be- 
fore and  after  operation. 

Two  cases  of  gastro-enterostomy  without  pyloric 
exclusion  showed  a  rapid  (two-hour)  discharge  of 
bismuth  up  to  and  by  way  of  the  gastro-enterostomy 
opening,  with  delay  (six  hours)  of  food  beyond  the 


opening,  the  bismuth  finally  passing  out  through  the 
pylorus.  This  was  true  of  the  motor  meal  plus 
bismuth,  as  well  as  the  regular  bismuth-buttermilk 
meal.  In  one  case  the  delay  of  the  contents  beyond 
the  opening  amounted  to  a  true  stasis.  Another 
case  showed  rapid  early  discharge  up  to  the  level  of 
the  opening,  but  delay  of  the  residue  in  the  small  sac 
below  the  level  of  the  gastro-enterostomy  opening. 
Placing  the  patient  in  a  recumbent  position  allowed 
this  residue  to  discharge. 

As  in  the  case  of  gastric  ulcer,  pyloric  exclusion 
plus  gastro-enterostomy  was  attended  by  the  best 
results.  In  two  cases  with  the  pylorus  left  patent, 
marked  stasis  occurred  in  the  overfilled  and  distend- 
ed duodenum  at  the  site  of  the  ulcer.  In  this  case, 
in  spite  of  the  wide,  well-placed  enterostomy  open- 
ing, the  maximum  discharge  occurred  through  the 
patent  pylorus. 

Cases  with  normal  pre-operative  findings  devel- 
oped post-operative  stasis  and  hypersecretion  similar 
to  that  of  gastric  ulcer. 

Two  duodenal  ulcer  cases  showed  late  —  four  and 
twelve  years,  respectively — gradual  closing  of  the 
gastro-enterostomy  opening,  necessitating  a  second 
anterior  operation. 

The  authors'  conclusions  are  as  follows: 

1.  Operative  procedures  on  stomachs  with  normal 
motility  and  secretion  frequently  produce  stasis, 
hypersecretion,  or  both. 

2.  Stasis  may  be  caused  by  pylorospasm,  by  con- 
tents stranded  below  the  level  of  the  gastro-enteros- 
tomy opening,  or  by  contents  held  between  the 
opening  and  the  pylorus. 

3.  Hypersecretion  may  occur  coincidentally  or 
secondarily  to  stasis,  but  also  independently  as  a 
true  post-operative  hypersecretion,  similar  to  the 
same  conditions  in  dogs.  This  hypersecretory 
period  is  probably  due  to  operative  trauma  and  is 
likely  to  be  temporary.  Post-operative  hyper- 
secretion explains  certain  discrepancies  between 
bismuth  and  motor  meal  findings. 

4.  Operative  procedures  on  stomachs  with  de- 
layed motility  and  hypersecretion  usually  reduce 
motility  to  normal  (but  not  beyond),  and  lower 
hyperacidity.  This  is  particularly  true  if  the 
pylorus  is  closed.  If  the  pylorus  is  left  patent,  vicious 
circle,  stasis  in  the  duodenum,  spasm,  or  second- 
ary contracture  of  the  opening  are  liable  to  continue 
the  abnormal  gastric  function  or  to  increase  it. 

5.  Non-relief  from  surgical  interference  in  gastric 
and  duodenal  ulcer  is  due  to  (i)  lack  of  properly 
placed  surgical  indications;  (2)  lack  of  thorough  and 
prolonged  pre-operative  medical  treatment;  (3) 
failure  to  devise  the  proper  surgical  procedure  to 
meet  the  individual  case;  and  (4)  lack  of  prolonged 
post-operative  treatment.         Edward  L.  Cornell. 

Martin,  F.,  and  Carroll,  A.  H.:    Role  of  Gastro- 
Enterostomy   in   Treatment   of   Ulcers.     Ann. 

Surg.,  Phiia.,  1915,  Ixi,  557. 

The  authors  report  a  case  coming  under  their 
care  which  had  previously  been  operated  upon  by 
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another  surgeon  for  gastric  ulcer,  without  relief  of 
the  symptoms,  and  in  addition  the  patient  noticed 
that  food  recently  .ingested  was  passed  by  the  rec- 
tum. The  X-ray  pictures  showed  that  bismuth 
passed  from  the  stomach  by  the  stoma  and  also 
by  the  pylorus. 

Upon  exploring  the  abdomen  a  chronically 
inflamed  appendix  was  found  and  removed,  and 
also  it  was  fourid  that  an  anastomosis  had  been 
made  between  the  posterior  wall  of  the  stomach  and 
the  ileum  about  20  to  24  inches  from  the  ileocecal 
valve.  On  account  of  the  patient's  condition  the 
normal  relation  was  not  restored  between  these 
organs  until  a  subsequent  operation,  since  which 
time  the  patient  has  been  in  good  health. 

The  authors  point  out  that,  considering  that 
almost  the  entire  small  intestine  was  sidetracked, 
the  bulk  of  the  food  must  have  passed  through  the 
pylorus,  notwithstanding  the  opening  in  the  lower 
part  of  the  stomach,  where  gravity  drainage  would 
have  been  effective  if  possible. 

The  good  accomplished  by  gastro-enterostomy  is 
either  the  diverting  of  the  contents  of  the  stomach 
away  from  the  pylorus  for  a  time  or  permitting  a 
reflux  of  the  alkaline  contents  of  the  jejunum  into 
the  stomach.  The  great  number  of  recurrences 
following  gastro-enterostomies  and  the  fact  that 
statistics  show  that  70  per  cent  of  cases  of  cancer  of 
the  stomach  give  a  history  of  gastric  ulcer  would 
seem  to  warrant  excision  of  the  ulcer-bearing  area, 
and  this  the  authors  think  is  best  done  by  a  pylo- 
rectomy.  They  have  done  this  in  5  cases  successfully, 
and  in  3  of  these  cases  the  microscopic  examination 
showed  beginning  malignancy.  I).  L.  Despard. 

Thaysen,  T.  E.  H.:  Typical  Rontgen  Pictures  of 
Carcinoma  of  the  Stomach  (Das  Ventrikel- 
karzinom  in  typischen  Rontgenbildern).  Arch. 
/.  Verdauungskr.,  191 5,  xxi,  47. 

There  are  two  chief  forms  of  stomach  cancer  to 
be  considered:  diffuse  infiltrating  carcinomata  and 
those  in  which  there  is  a  circumscribed  tumor. 
In  the  tumor-forming  varieties  the  cancer  appears 
as  a  defect  in  the  stomach  shadow,  with  jagged  ill- 
defined  edges.  In  cancers  of  the  pylorus  the  pyloric 
part  of  the  shadow  is  lacking.  The  boundary 
line  is  ill-defined  and  passes  gradually  over  into  the 
surrounding  shadows.  As  a  rule  in  spite  of  active 
peristaltic  motion,  the  stomach  contents  is  not 
emptied  into  the  duodenum,  because  this  form  "oi 
carcinoma  generally  causes  stenosis  of  the  pylorus. 
In  tumorous  carcinoma  of  the  fundus  there  is  a  more 
or  less  circular  defect  in  the  descending  part  of  the 
stomach  shadow.  There  are  often  tongue-shaped 
projections  or  irregular  strips  of  shadow  running 
from  one  edge  of  the  defect  to  the  other.  Generally 
there  is  no  peristaltic  movement  immediately 
around  the  defect.  The  stomach  contents  is  emptied 
normally  through  the  pylorus. 

The  prototype  of  diffuse  infiltrating  cancer  of  the 
stomach  is  scirrhus  carcinoma.  This  does  not 
change  the  form  of  the  stomach  but  causes  contrac- 


tion of  its  walls  so  that  the  lumen  of  the  organ  is 
markedly  decreased.  The  rontgen  picture  shows 
only  a  small  stomach,  situated  high  up  with  irregular 
and  ill-defined  edges.  If  the  cancer  has  infiltrated 
the  entire  stomach,  peristalsis  is  decreased  or  even 
stopped,  but  considerable  quantities  of  the  barium 
meal  can  be  seen  in  the  small  intestine  soon  after 
the  meal,  probably  due  to  insufficiency  of  the 
pylorus.  Scirrhus  carcinoma  generally  begins  at 
the  pylorus  and  may  remain  limited  to  this  region  for 
a  long  time.  In  such  cases  the  pylorus  is  narrower 
than  it  should  be  and  peristalsis  is  stopped,  but  the 
barium  is  seen  in  the  small  intestine;  instead  of 
being  emptied  as  it  is  normally,  however,  it  flows 
in  in  a  small  continuous  stream.  The  pylorus  has 
been  transformed  into  a  rigid  tube  through  which 
the  stomach  contents  flows  continuously.  This 
phenomenon  of  insufficiency  of  the  pylorus  can 
be  demonstrated  only  in  diffuse  carcinoma  which  has 
infiltrated  the  pylorus,  or  rarely  in  tumorous  cancers 
which  have  not  entirely  occluded  the  pylorus. 

There  are  various  transition  forms  between  these 
two  extremes  including  the  medullary  and  gelatinous 
cancers,  in  which  the  shadow  often  takes  very  pe- 
culiar forms  which  are  illustrated. 

A  defect  in  the  pyloric  shadow  may  sometimes  be 
caused  by  conditions  outside  the  stomach  such  as 
tumors  in  the  gall-bladder,  pancreas,  or  even  the 
colon,  and  adhesions  which  cover  the  pylorus  and 
prevent  it  from  appearing  in  the  picture.  These 
conditions  however  can  generally  be  diagnosed 
clinically.  Spastic  contraction  of  the  pylorus  may 
simulate  tumor  of  the  stomach,  and  to  avoid  this 
error  repeated  examinations  should  be  made;  the 
tumor  will  sometimes  disappear  if  it  is  due  to  spastic 
contraction.  To  an  inexperienced  observer  a  small 
normal  stomach  may  look  like  a  case  of  diffuse  scir- 
rhus carcinoma.  This  will  offer  no  difficulty  after 
enough  experience  has  been  gained. 

Of  course  rontgen  examination  should  be  used  in 
connection  with,  not  to  the  exclusion  of,  clinical 
methods  of  diagnosis.  Case  histories  are  given 
of  3  cases  of  scirrhus  carcinoma  and  4  of  cancer  of 
the  fundus  in  which  rontgen  examination  was 
especially  valuable. 

The  value  of  rontgen  examination  in  the  diagno- 
sis of  cancer  of  the  stomach  is  considerably  limited 
by  the  fact  that  it  gives  no  information  as  to  pos- 
sible metastases,  for  there  may  be  a  very  small 
primary  tumor  and  enormous  metastases.  On  the 
other  hand  rontgen  examination  may  show  that  a 
cancer  is  inoperable  and  thus  an  exploratory  opera- 
tion may  be  avoided.  A.  Goss. 

Gibson,  C.  L.,  and  Beekman,  F.:  Occlusion  of  the 
Pylorus.     Ann.  Surg.,  Phila.,  1915,  Ixi,  423. 

From  experimental  work  on  dogs,  employing 
several  methods  of  pyloric  occlusion,  the  authors 
come  to  the  following  conclusions: 

For  the  border-line  cases,  where  occlusion  would 
seem  to  be  indicated  more  as  a  matter  of  expediency 
than  of  actual  necessity,  they  recommend  the  less 
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severe  measures,  such  as  constriction  or  infolding 
with  sutures.  Of  the  former  method,  they  believe 
at  present  that  the  application  of  a  free  flap  of 
fascia  (Wilms),  when  it  can  be  applied,  promises 
the  best  result.  If,  however,  the  adhesions  around 
the  pylorus  are  such  that  it  would  be  inadvisable 
to  separate  them,  the  authors  recommend  that  the 
constriction  be  produced  by  one  of  the  methods  of 
infolding  with  peritoneal  sutures  (W.  J.  Mayo  and 
Moynihan).  They  would  reserve  the  more  radical 
procedures,  such  as  the  Eiselsberg  unilateral  exclu- 
sion, for  the  severe  lesions  which  call  unquestionably 
for  certainty  of  results.  They  feel,  however,  that 
even  in  these  cases  this  particular  operation  will 
seldom  be  indicated,  for  as  a  general  rule  these 
severe  lesions  would  probably  be  better  treated  by 
resection,  which  in  severity  but  little  exceeds  the 
unilateral  exclusion.  I.  Gerber. 

Lier,  E.  H.  Van:  Exclusion  of  the  Pylorus  and 
Treatment  of  Ulcer  of  the  Duodenum  (Pylorus- 
ausschaltung  und  Therapie  des  Ulcus  duodeni). 
Beitr.  z.  klin.  Chir.,  1915,  xcv,  459. 

Van  Lier  performed  a  number  of  experiments  on 
dogs  to  test  the  comparative  value  of  the  various 
methods  of  excluding  the  pylorus  that  have  been 
proposed  in  the  treatment  of  ulcer  of  the  duodenum. 
The  object  in  excluding  the  pylorus  is  to  prevent  the 
ingesta  from  passing  into  the  pylorus  and  thus 
prevent  the  irritation  of  the  duodenum  by  the 
gastric  juice. 

The  Wilms  method  and  the  method  of  crushing 
the  stomach  and  duodenum  on  either  side  of  the 
pylorus  and  bringing  the  ends  together  give  tolerably 
good  results,  but  the  pylorus  still  permits  the  passage 
of  stomach  contents,  while  longitudinal  plication 
closes  the  pylorus  so  effectively  that  it  will  not  pass 
water  or  bismuth  for  three  months.  Duodenal 
plication  is  the  simplest  and  therefore  the  best  meth- 
od. If  it  is  impossible  on  account  of  adhesions  of 
the  duodenum,  Kelling's  method  is  indicated.  He 
makes  a  fold  in  the  stomach  with  two  button  sutures 
and  then  brings  this  fold  over  and  sutures  it  to  the 
duodenum,  thus  producing  kinking  and  stenosis  of 
the  pylorus.  Various  methods  of  constricting  the 
pylorus  by  means  of  ligatures,  strips  of  fascia,  or 
other  means  have  been  proposed,  but  these  fre- 
quently do  not  hold  permanently  and  the  pylorus 
becomes  patent  again. 

In  some  cases  in  which  there  has  been  severe 
inflammation  around  the  duodenum  and  the  intes- 
tine is  firmly  fixed  by  adhesions  it  is  impossible  to 
exclude  the  pylorus  absolutely,  and  yet  these  cases 
frequently  react  well  after  gastro-enterostomy.  To 
understand  ^hy  this  is  true,  the  effect  of  the 
different  methods  of  gastro-enterostomy  must  be 
considered.  The  Y  method  has  the  advantage  of 
never  producing  a  vicious  circle,  but  it  has  the  great 
disadvantage  of  often  giving  rise  to  peptic  ulcers, 
and  this  danger  is  especially  great  in  ulcer  of  the 
duodenum,  because  there  is  usually  marked  hyper- 
acidity.   In  the  Y  method  Uttle  bile  flows  back  into 


the  stomach,  while  in  the  X  method  the  stomach  is 
flooded  with  bile,  causing  neutralization  of  the 
acidity  of  the  gastric  juice.  This  neutralization  is  a 
great  benefit,  for  if  the  pylorus  is  not  completely 
occluded  the  ulcer  is  not  so  much  irritated  as  it 
would  be  by  an  acid  stomach  content. 

Peptic  ulcers  seldom  appear  after  an  X  anastomo- 
sis, and  a  vicious  circle  can  be  avoided  by  making 
the  loop  very  short.  Therefore  the  best  method 
of  treating  duodenal  ulcer  is  a  von  Hacker  gastro- 
enterostomy followed  by  Moynihan's  infolding  of 
the  ulcer,  because  it  neutralizes  the  acidity  of  the 
stomach  contents  and  effectively  occludes  the  pylor- 
us, the  two  necessary  conditions  for  the  healing  of  the 
ulcer.  A.  Goss. 

McGlannan,  A.:  Intestinal  Obstruction  Due  to 
Sigmoid  Volvulus;  Report  of  a  Case  Occurring 
in  a  Child.     J.  Am.  M.  Ass.,  1915,  Ixiv,  1744. 

To  the  series  of  191  cases  reported  in  191 2,  the 
author  has  added  the  records  of  66  cases  of  intestinal 
obstruction,  making  the  present  number  257. 
Among  the  new  cases  is  one  of  sigmoid  volvulus 
occurring  in  a  child  of  six  years. 

Acute  obstruction  is  much  more  common  in  the 
small  than  in  the  large  intestine,  201  to  56  being 
the  proportion.  Volvulus  of  the  sigmoid  occurred 
10  times  in  the  series,  making  about  18  per  cent  of 
the  large  intestine  cases  and  3.8  per  cent  of  all  forms 
of  obstruction.  Volvulus  of  the  small  intestine 
occurred  11  times,  twice  in  children.  Of  the  257 
cases,  41  occurred  in  children  under  12.  Eighteen 
of  these  cases  were  ileocaecal  intussusceptions  and 
6  were  intussusceptions  of  the  small  intestine  proper. 
Intussusception,  therefore,  makes  up  more  than  half 
of  all  the  cases  occurring  in  children  and  is  eight 
times  as  common  as  all  forms  of  volvulus  in  this 
class  of  patients. 

The  following  case  is  reported:  The  patient,  a 
white  girl,  aged  6,  gave  a  history  of  two  days' 
illness,  the  onset  with  cramps  and  diarrhoea,  fol- 
lowed by  vomiting  and  tenesmus.  No  blood  was 
in  the  movements.  The  patient  was  anaemic,  toxic, 
extremely  listless,  pulse  rapid  and  thin,  respirations 
thoracic  and  shallow.  The  abdomen  was  generally 
distended  and  tender.  Muscle  spasm  and  rigidity 
were  most  marked  in  the  right  lower  quadrant. 
There  was  dullness  in  both  flanks.  The  white 
blood  count  was  41,500,  polynuclears  91  per  cent. 

Operation  was  performed  immediately  under 
novocaine  infiltration  and  ether  anaesthesia.  A 
long  right  rectus  incision  was  made.  When  the 
peritoneum  was  opened,  a  large  quantity  of  straw- 
colored  fluid  poured  out.  The  small  and  large 
intestines  were  distended,  but  not  inflamed.  A 
hasty  exploration  of  the  right  iliac  fossa  showed  a 
healthy  appendix  and  a  greatly  distended  caecum. 
A  much  dilated  loop  of  large  bowel  extended  from 
the  left  over  into  the  right  lower  abdomen.  This 
loop  was  followed  into  the  left  fossa  and  proved  to 
be  the  fundus  of  a  sigmoid  volvulus,  which  had 
twisted  on  its  footpoints  through  an  arc  of  about 
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300  degrees.  This  was  untwisted  and  a  rectal  tube, 
passed  through  the  anus  by  an  assistant,  was  guided 
by  a  hand  in  the  abdomen  up  into  the  dilated  loop. 
There  was  an  immediate  expulsion  of  gas  and  watery 
faeces  through  the  tube,  with  relief  of  the  distention 
of  the  bowel.  The  abdomen  was  closed  in  layers, 
using  fine  silk  sutures.  The  stomach  was  washed 
out  and  an  ounce  of  castor  oil  given  through  the 
tube.  Five  hundred  ccm.  of  salt  solution  and  one 
dose  of  1/200  grain  atropine  were  given  subcuta- 
neously. 

The  patient  was  quite  toxic  for  the  first  24  hours 
after  the  operation  and  lavage  of  the  stomach  was 
required.  After  this  she  improved  steadily  and  in 
ten  days  was  out  of  bed,  the  wound  having  healed. 

Six  weeks  after  the  relief  of  the  obstruction,  the 
second  operation  of  resection  and  anastomosis  was 
performed  for  the  removal  of  the  redundant  sigmoid. 
The  divided  ends  of  the  bowel  were  turned  in  and 
the  anastomosis  made  by  the  method  described  by 
Bloodgood.  The  turned-in  ends  were  sutured 
outside  the  parietal  peritoneum  and  drains  carried 
down  to  them.  The  muscles,  fascia,  and  skin  were 
closed  up  to  the  drains. 

Leakage  from  one  end  of  the  bowel  occurred  on 
the  fifth  day  and  prevented  primary  healing.  The 
sinus  closed  spontaneously  on  the  twenty-second 
day  and  the  wound  healed  tight  a  week  later. 
When  discharged  from  the  hospital,  the  patient's 
bowels  moved  daily  without  cathartics,  her  digestion 
was  unimpaired,  and  she  was  in  perfect  health. 

Edward  L.  Cornell. 

Winthrop,  G.  J.:  Chronic  Enteric  Intussusception 
Due  to  Intestinal  Tumors.  J.  Am.  M.  Ass.,  1915, 
xliv,  1303. 

Winthrop  discusses  chronic  intussusception  briefly 
and  gives  a  report  of  two  cases,  one  of  which  was 
multiple.  He  apparently  accepts  Treves'  theory 
that  the  tumor  causes  the  condition  by  exciting 
an  intense  peristalsis  at  the  point  of  attachment 
of  the  tumor  and  not  by  the  tumor  preceding  and, 
as  it  were,  drawing  on  the  intussusception,  as  the 
tumor  usually  forms  the  apex  of  the  intussusception, 
as  in  the  cases  he  reports. 

He  states  that  the  lateral  implantation  of  the 
growth^  and  the  fact  that  the  processes  were  of  the 
ascending  variety  would  lead  to  the  view  that  the 
portion  of  the  intestine  bearing  the  tumor  prolapsed 
toward  the  intestinal  lumen,  excited  energetic  peri- 
stalsis, and  was  then  "swallowed"  by  peristalic 
waves  from  above. 

He  gives  casual  reference  to  a  small  amount  of 
literature  by  Van  Hook,  Kanavel,  and  Moynihan. 

His  first  case  was  a  colored  man  of  26  years, 
with  negative  family  history,  and  whose  past  his- 
tory suggested  nothing.  For  a  period  extending 
over  several  months  he  had  had  a  series  of  attacks 
simulating  acute  intestinal  obstruction.  These 
attacks  were  acute  in  onset  and  subsided  quickly. 
He  was  free  from  the  attacks  for  two  years,  when 
he  was   seized   with  one   which   lasted    ten    days 


previous  to  his  being  seen  by  the  author.  The 
pain  would  start  in  the  right  iliac  fossa  of  the 
abdomen  and  travel  up  toward  the  liver.  He 
would  feel  a  "hard  lump"  in  the  region  of  the  pain, 
would  become  nauseated  and  vomit.  Vomiting 
would  relieve  the  pain,  and  the  "lump"  would 
disappear.  The  matter  vomited  was  recently 
ingested  food,  and  never  distinctly  faecal.  Consti- 
pation almost  approached  obstipation.  Examina- 
tion showed  him  to  be  well  nourished;  heart  and 
lungs  negative;  Wassermann  negative. 

Marked  peristaltic  waves  were  present  in  the  left 
hypochondriac,  lumbar,  and  iliac  regions.  The 
waves  were  slow  and  moved  downward.  A  rounded 
firm  and  slightly  tender  mass,  variable  in  size,  at 
times  was  felt  in  the  left  lower  quadrant.  The 
mass  was  freely  movable,  was  absent  between  at- 
tacks, but  returning  in  the  same  position  with  on- 
set of  pain,  it  would  grow  larger,  extending  from  the 
left  lower  quadrant  to  the  splenic  area.  Its  great- 
est size  was  six  inches  long  and  three  to  four  inches 
wide.  Rectal,  digital,  and  proctoscopic  examina- 
tions were  negative. 

Operation  revealed  an  iliac  intussusception  six 
inches  in  length,  about  eight  feet  from  the  caecal 
end  of  the  intestine.  The  invagination  was  easily 
reduced  and  at  its  apex  was  found  a  hard  tumor 
mass  within  the  intestine.  The  associated  intes- 
tinal nodes  were  enlarged.  Six  inches  of  tlie  small 
intestine,  including  the  growth,  were  resected  and  a 
side-to-side  anastomosis  made.  The  recovery  was  ra- 
pid, the  patient  leaving  the  hospital  on  the  tenth  day. 

The  pathological  report  was  a  papillary  adenoma 
wit.T  no  invasion  of  the  wall  of  the  gut  beneath  the 
new-growth. 

The  second  case  was  a  colored  man  of  20  years, 
who  had  a  similar  history  of  a  series  of  attacks  of 
intestinal  obstruction  lasting  over  a  period  of  three 
months.  A  mass  would  appear  with  the  onset  and 
disappear  with  cessation  of  the  attack  of  pain. 
There  was  a  considerable  loss  of  weight.  Examina- 
tion was  negative  except  for  a  mass  in  the  left 
lower  abdominal  quadrant. 

Operation  revealed  an  intussusception  four  inches 
long  and  a  papillomatous  tumor  projecting  into  the 
lumen  of  the  gut.  Three  inches  of  the  intestine, 
including  the  tumor,  were  resected  and  a  lateral 
anastomosis  was  done.  Three  feet  proximal  to 
the  first  a  second  invagination  was  found.  Six 
inches  of  the  upper  ileum  were  removed  with  the 
tumor,  and  an  end-to-end  anastomosis  done  with 
suture. 

The  largest  invagination  was  two  feet  below 
the  duodenojejunal  junction.  It  involved  three  feet 
of  intestine  and  was  reduced  with  difficulty.  Its 
apex  was  formed  of  a  portion  of  intestine  sixteen 
inches  long  containing  six  papillomata.  This  por- 
tion including  growths  was  resected  and  the  ends 
united  by  means  of  a  Murphy  button.  A  fourth  in- 
vagination was  found  still  higher  in  the  jejunum, 
but  was  easily  reduced.  Shock  precluded  further 
resection. 
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The  wound  healed  perfectly,  but  the  patient 
died  on  the  iifteenth  day  from  pulmonary  embolism. 
Necropsy  revealed  a  small  walled  of!  abcess  at  the 
site  of  the  end-to-end  anastomosis,  caused  by 
leakage.  There  was  a  compound  pendunculated 
new-growth  in  the  duodenum,  each  unit  of  which 
was  mushroom  shaped.  There  was  an  intussuscep- 
tion at  the  junction  of  the  duodenum  and  jejunum, 
five  centimeters  long,  at  the  apex  of  which  was  a 
tumor  mass. 

Death  occurred  from  pulmonary  embolism,  in- 
tussusceptions, and  abdominal  abcess. 

The  pathological  report  was  multiple  adenoma 
and  adenocarcinoma  with  metastases  to  mesenteric 
glands.  Donald  S.  Gordon. 

Ashbury,  H.  E. :    Rontgenological  Aspect  of  Intes- 
tinal Stasis.     Hasp.  Bull.,  igis,  xi,  ig. 

The  rontgen  ray  has  taken  the  foremost  place 
in  the  diagnosis  of  stasis  in  the  alimentary  tract. 
Stasis  when  due  to  mechanical  obstruction  shows 
an  increase  of  the  normal  time  for  the  passage  of 
the  opaque  meal  through  the  intestinal  tract;  re- 
tention at  the  point  of  obstruction  and  at  the 
various  sphincters  from  below  upward;  dilatation 
on  the  oral  side  of  the  obstruction;  displacement  of 
portions  of  the  neighboring  hollow  viscus  when  the 
cause  of  the  obstruction  is  adhesive  bands.  The 
conditions  producing  stasis  not  associated  with 
mechanical  obstruction  are:  incompetent  ileocaecal 
valve  allowing  a  return  reflex  of  the  caecal  contents 
into  the  ileum;  spasm  of  the  ileocaecal  valve  pre- 
venting the  contents  of  the  ileum  from  passing  into 
the  caecum;  sagging  of  the  transverse  colon  causing 
sharp  angulation  at  the  splenic  flexure;  dilatation 
of  the  colon,  either  congenital  or  acquired;  redund- 
ancy of  the  pelvic  colon,  with  lengthening  and 
atony. 

In  the  260  cases  examined,  the  author  found  88 
instances  of  stasis:  73  ileal  and  16  colonic.  A  meal 
should  be  followed  through,  and  an  enema  should 
also  be  given.  The  opaque  meal  (character  and 
quantity  not  stated)  is  seen  in  the  duodenum  after 
a  half-hour,  after  four  hours  in  the  ileum  and  caecum; 
shows  a  trace  in  the  ileum  after  six  hours,  and  should 
be  out  of  the  ileum  after  nine  hours.  The  average 
time  for  the  opaque  meal  to  fill  the  colon  is  24  hours, 
and  normally  the  caecum  is  clear  of  the  bismuth 
meal  after  48  hours,  though  it  frequently  remains 
in  this  locality  from  60  to  105  hours.  This  delay 
is  termed  stasis. 

The  conclusions  drawn  from  rontgen  observa- 
tions should  be  carefully  verified  and  modified  in 
certain  instances  by  recognizing  the  numerous 
idiosyncrasies  of  the  patients,  nervous  phenomena 
being  apt  to  lead  one  astray.  Albert  Miller. 

Pfeiffer,  D.  B.:    Appendicular  Obliteration.     Ann. 
Surg.,  Phila.,  1915,  Ixi,  438. 

From  an  analysis  of  100  cases  of  obliterative 
chronic  appendicitis  operated  upon  by  Deaver, 
the    author   comes   to    the   following   conclusions: 


Appendicular  sclerosis  and  its  terminal  stage, 
appendicular  obliteration,  differ  pathologically  and 
clinically  from  chronic  active  appendicitis.  In  the 
latter  there  is  either  a  persistent  low-grade  infection, 
or  recurring  attacks  separated  by  intervals  of 
latency.  In  the  former  there  is  no  active  or  latent 
inflammatory  process  present,  merely  the  end- 
results  of  such  a  process. 

With  appendicular  obliteration,  three  types  of 
symptoms  are  to  be  considered:  (i)  reflex,  due  to 
irritation  of  the  nervous  mechanism  of  the  appendix, 
the  "dyspeptic"  type  of  appendix;  (2)  local,  due 
to  mesenteric  and  peritoneal  contraction,  and  in- 
flammatory bands  or  adhesions  affecting  the  appen- 
dix, caecum,  ileum,  or  ascending  colon;  (3)  consecu- 
tive symptoms,  general  and  local,  consequent  upon 
disturbed  function  of  the  ileocaecal  region. 

Simple  appendectomy  avails  for  reflex  symptoms, 
but  in  local  and  consecutive  symptoms  only  insofar 
as  the  operation  permanently  frees  symptom-pro- 
ducing contractions,  sclerosis,  or  adhesions. 

The  determination  of  these  latter  conditions  and 
the  appropriate  treatment  therefore  awaits  further 
observation  and  experience.  I.  Gerber. 

Beach,  W.  M.:  The  Extraperitoneal  Operation  in 
Stricture  of  the  Sigmoid  Colon.  Penn.  M.  J., 
1915,  xviii,  611. 

To  remove  growths  of  the  pelvic  colon  by  the 
extraperitoneal  method  and  thereby  reduce  the  high 
mortality  attendant  upon  immediate  anastomosis  is 
the  plea  of  the  author.  Accessible  records  show 
that  immediate  end-to-end  or  lateral  unions  are 
followed  by  more  than  50  per  cent  mortality;  hence 
it  is  certainly  desirable  that  some  procedure,  even 
though  not  so  brilliant  in  technique,  be  evoked 
that  will  enable  the  surgeon  to  extirpate  the  disease 
successfully,  with  a  much  reduced  mortality. 

The  following  case  is  reported:  The  patient, 
aged  42,  complained  of  obstinate  constipation  for 
two  years.  During  the  last  six  months  he  had 
passed  bloody  stools  frequently  and  had  so  much 
bladder  irritation  that  he  had  been  taking  treatment 
for  it  for  a  year.  Palpation  revealed  a  movable 
mass  to  the  left  of  the  median  line  in  the  hypo- 
gastrium  and  extending  into  the  left  iliac  region. 
Sigmoidoscopy  verified  a  large  scirrhous  ulcer  in 
the  lower  loop  of  the  pelvic  colon.  At  operation  a 
tumor  was  found  involving  the  entire  circuit  of  the 
pelvic  colon  four  inches  above  the  rectosigmoid 
junction,  adherent  to  the  posterior  wall  of  the 
bladder.  Upon  separating  the  tumor  from  the 
bladder  the  latter  was  ruptured,  and  later  was 
sutured.  The  tumor,  an  adenocarcinoma,  was  dis- 
posed of  by  the  three-step,  extraperitoneal  operation. 
Owing  to  the  malignancy,  the  third  step  has  been 
postponed  indefinitely.  The  patient  has  regular 
stools  daily,  partly  a  via  natura.  His  bladder  symp- 
toms have  subsided,  his  appetite  is  normal,  his 
weight  has  increased,  and  he  is  able  to  follow  his 
occupation  with  a  reasonable  degree  of  comfort. 

Edward  L.  Cornell. 
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Goflfey,  R.  C:  The  Major  Procedure  First  in  the 
Two-Stage  Operation  for  Relief  of  Cancer  of 
the  Rectum.    Ann.  Surg.,  Phila.,  1915,  Ixi,  446. 

The  author  believes  that  the  great  reduction  in 
mortality  in  the  past  three  years  following  operations 
for  cancer  of  the  rectum  is  due  to  the  employment 
of  the  two-stage  operation.  He  has  modified  the 
operation  so  that  the  separation  of  the  sigmoid  and 
the  entire  intraperitoneal  part  of  the  operation  is 
done  at  the  first  stage. 

A  rectal  tube  is  passed  up  beyond  the  growth  and 
the  contents  are  allowed  to  drain  during  the  opera- 
tion. The  abdomen  is  then  opened  in  the  median 
line,  the  sigmoid  mobilized  down  into  the  pouch 
of  Douglas,  clamped,  and  cut  by  a  cautery.  The 
ends  are  treated  with  tincture  of  iodine,  and  the 
distal  end  is  then  inverted  by  means  of  the  contained 
rectal  tube,  through  which  sutures  have  been 
passed.  The  cut  mesosigmoid  is  then  closed  over 
with  peritoneum,  at  which  time  the  superior  haemor- 
rhoidal  artery  and,  in  some  of  the  cases,  both  internal 
iliac  arteries  are  ligated.  The  proximal  end  is 
drawn  through  an  opening  in  the  middle  of  the  left 
rectus,  just  below  the  umbilicus,  where  it  is  sutured 
in  separate  layers.  The  end  of  the  sigmoid  which 
protrudes  from  the  anus  is  clamped  and,  24  to  48 
hours  later,  is  cauterized  external  to  the  clamp  and 
the  clamp  removed. 

Coffey  has  performed  this  operation  in  eight  cases 
during  the  past  year.  He  found  the  patients  ap- 
parently in  the  best  state  for  the  second  operation, 
from  twelve  to  twenty  days  after  the  first. 

The  second  operation  consists  of  removing  the 
coccyx  and  last  sacral  vertebra,  and  very  radical 
excision  of  the  entire  rectum  and  surrounding  con- 
nective tissue  and  fat,  also  the  sphincter.  At  this 
time  the  second  operation  produces  practically  no 
shock  and  may  almost  be  said  to  be  a  minor  opera- 
tion. The  peritoneum  was  not  opened  except  in 
one  case,  and  in  this  case  the  cancer  extended  so  far 
up  that  the  operation  should  not  have  been  at- 
tempted. This  was  the  only  death  in  the  eight 
cases  operated  upon  by  this  method. 

The  author  feels  that  this  operation  is  less  shock- 
ing than  any  other  that  he  has  tried,  and  that  it  is 
particularly  applicable  to  cancers  of  the  rectum 
proper,  even  those  cases  involving  the  sphincter. 
The  operation  of  course  is  not  applicable  in  cases  of 
total  obstruction.  The  second  stage  of  the  opera- 
tion is  particularly  suited  to  either  spinal  or  gas 
anaesthesia.  I.  Gerber. 

Morris,  R.  T,:    The  Angiotribe  in  Haemorrhoids. 

Internal.  J .  Surg.,  1915,  xxviii,  143. 

The  angiotribe  is  considered  by  Morris  to  possess 
special  advantages  in  the  removal  of  haemorrhoids. 

1.  The  blood-vessels  and  lymphatics  being 
absolutely  crushed,  there  is  no  haemorrhage. 

2.  The  blood-vessels  are  so  thoroughly  crushed 
that  embolism  is  averted. 

3.  The  nerves  being  completely  crushed,  a  mini- 
mum of  pain  follows  operation. 


4.  Other  tissues  are  so  thoroughly  crushed  that 
their  residue  does  not  invite  dangerous  infection. 

The  instrument  is  applied  in  the  long  axis  of  the 
rectum,  and  the  redundant  tissue  clipped  off.  On 
removal,  a  thin  membrane  is  left,  which  is  not  to 
be  touched.  Powder  is  applied  and  the  bowels  kept 
locked  for  2  or  3  days.  There  may  be  some  separa- 
tion of  the  edges  of  the  wound,  but  nothing  is 
required  beyond  a  drying  powder. 

The  author  has  never  seen  a  case  of  bladder  or 
anal  sphincter  spasm  follow  this  method,  and  he 
even  uses  it  in  prolapse  of  the  bowel. 

Phillips  M.  Chase. 

LIVER,  PANCREAS,  AND  SPLEEN 

Graff  and  Weinert,  A.:  Why  are  Disturbances 
After  Cholecystectomy  Still  so  Common  (Warum 
bleiben  nach  Exstirpation  der  Gallenblase  so 
haufig  Beschwerden  zuriick)?  Beitr.  z.  klin.  Chir., 
T914,  xcii,.  Festschr.  Hamburg-Eppendorf,  339. 

The  authors  sent  out  question  sheets  to  130 
patients  on  whom  cholecystectomy  had  been  per- 
formed for  gall-stones  and  personally  investigated  and 
examined  the  great  majority  of  those  who  still  have 
disturbances.  They  received  answers  from  124 
patients — 109  women  and  15  men.  Of  these,  87 
have  been  well  ever  since  the  operation  or  imme- 
diately after,  and  have  remained  so  to  this  day. 
Four  others  have  had  one  attack  after  each  opera- 
tion (2  true  colics  followed  by  icterus)  but  have 
remained  well  ever  since,  so  that  a  total  of  91 
(73.4  per  cent)  are  cured. 

The  others  who  still  have  disturbances  are  classi- 
fied into  five  groups: 

1.  Those  who  have  symptoms  pointing  to  the 
possibility  of  a  stone  being  left  behind  (4  cases) . 

2.  Those  with  disturbances  of  a  gastro-intestinal 
nature  (8  cases).  They  are  caused  principally  by 
kinks  of  the  stomach  or  bowel  due  to  adhesions. 

3.  True  adhesion  disturbances  (12  cases).  Of 
these  the  symptoms  in  some  of  them  may  be  due  to 
changes  in  the  pancreas,  found  at  operation. 

4.  Disturbances  due  to  a  ventral  hernia  following 
operation. 

5.  General  nervous  disturbances  having  probably 
no  connection  with  the  gall-stone  disease  (6  cases). 

Adhesion,  therefore,  is  the  most  prominent 
factor  in  post-operative  disturbances.  It  is  there- 
fore essential  to  prevent  their  formation  as  much  as 
possible.  The  authors  recommend  the  subserous 
enucleation  of  the  gall-bladder  and  tamponade  with 
the  Dreesman  glass  drain  as  especially  useful. 

L.  A.  JuHNKE.  ■ 

Dietrich,  H.  A.:  Acute  Pancreatitis  (Pancreatitis 
acuta).  Beitr.  z.  klin.  Chir.,  1914,  xcii.,  Festschr. 
Hamburg-Eppendorf,  322. 

In  Kiimmel's  clinic  1 7  cases  of  acute  pancreatitis 
have  occurred  within  the  last  five  years,  one  of 
traumatic  origin.  In  the  etiology  of  non-traumatic 
pancreatitis  gall-stone  disease  is  important,  either 
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due  to  infection  or  to  the  action  of  ferment.  Pre- 
disposing factors  are  diabetes,  alcoholism,  arterio- 
sclerosis, and  adiposity.  The  disease  always  appears 
suddenly  and  usually  with  pain  in  the  region  of  the 
stomach,  vomiting,  and  sensitiveness  in  the  region 
of  the  pancreas.  The  clinical  picture  later  becomes 
confused  and  resembles  that  of  diffuse  peritonitis 
or  ileus.  Temperature  as  a  rule  is  not  present;  the 
pulse  is  small  and  rapid.  The  pancreatic  reaction 
of  Cammidge  is  not  reliable. 

The  treatment  consists  in  early  laparotomy  in 
the  midhne,  irrigation  with  normal  salt  solution, 
exposure  of  the  pancreas  through  the  ligamentum 
gastrocolicum,  incision  of  the  capsule,  and  drainage. 
In  the  presence  of  gall-stones,  cholecystectomy  or 
cholecystostomy  is  done,  if  the  condition  permits. 
Stimulants  are  used,  especially  normal  saline  infu- 
sion. In  16  cases  a  cloudy  haimorrhagic  exudate  was 
found  in  the  abdomen  at  operation,  fat  necrosis  in 
the  omentum  and  mesentery  in  nearly  every  case. 
The  pancreas  was  usually  infiltrated,  containing 
haemorrhagic  areas,  and  in  three  cases  there  was 
extensive  necrosis  and  destruction  of  tissue. 
Another  characteristic  point  is  that  the  subcutaneous 
fat  is  converted  into  a  firm,  layer  resembling  bacon  fat. 

A  mortality  of  77  per  cent  occurred  — unusually 
high,  but  undoubtedly  due  to  the  fact  that  over 
half  of  the  cases  were  received  in  the  most  severe 
stages  of  collapse.  L.  A.  Juhnke. 

Dowd,  C.  N. :   Cavernous  Angioma  of  the  Spleen. 

Tr.  Am.  Surg.  Ass.,  Rochester,  Minn.,  1915,  June. 

Angiomata  of  the  spleen  are  very  uncommon  — 
some  of  them  have  ruptured  and  have  been  reported 
as  blood  cysts,  others  have  undergone  such  changes 
as  to  be  classified  under  carcomata.  A  tabulation 
of  13  cases  of  cavernous  angioma  is  given.  In  six 
of  these  cases  other  organs  beside  the  spleen  were 
involved  in  the  growth,  especially  the  liver.  The 
author  reports  one  case,  a  woman  of  37,  who  for 
6  months  had  noticed  a  splenic  tumor  which  had 
extended  into  the  epigastrium  across  the  median 
line.  Splenectomy  was  done,  and  at  the  operation 
angiomatous  spots  were  noticed  in  the  liver.  The 
patient  recovered  from  the  splenectomy  but  13 
days  later  suffered  from  liver  haemorrhage  similar 
to  that  which  had  occurred  in  the  spleen.  The 
liver  enlarged  greatly  and  the  patient  died  6  weeks 
later. 

Pictures  of  the  enlarged  spleen  with  its  blood 
cyst  were  shown,  also  microphotographs  of  the 
cavernous  angioma  which  had  replaced  practically 
all  of  the  splenic  tissue.  The  histogenesis  of  the 
growth  was  discussed;  it  was  supposed  to  be  of 
embryonic  origin. 

Upcott,  H.:  Splenic  Jaundice:  a  Contribution  to 
the  Surgery  of  the  Spleen.  Bril.  J.  Surg.,  1915, 
ii,  673. 

The  author  gives  a  good  short  description  of  this 
condition  with  report  of  a  successful  case.  Accord- 
ing to  his  definition  it  is  an  affection  whose  features 


are  chronic  jaundice,  anaemia,  enlarged  spleen,  and 
an  excess  of  urobilin  in  the  urine  and  faeces.  It  is 
a  jaundice  which  may  commence  in  childhood, 
occasionally  with  a  history  of  it  in  the  family,  which 
does  not  tend  to  produce  either  pruritus  or  brady- 
cardia. 

The  blood  shows  a  lowered  haemoglobin  content. 
The  serum  is  bile-tinged,  and  the  red  cells  are  dimin- 
ished. Polychromatophilia,  granular  degeneration 
of  red  cells,  is  occasionally  present.  There  is 
occasional  leucocytosis  in  contrast  to  splenic 
anaemia  and  there  may  be  a  relative  lymphocytosis. 
There  is  an  increased  fragility  of  the  red  cells,  shown 
by  diminished  resistance  to  the  haemolizing  effect 
of  a  weak  saline  solution. 

The  spleen  may  be  just  palpable  or  may  extend  to 
the  iliac  fossa,  and  as  a  rule  is  not  tender.  At  opera- 
tion there  are  usually  few  evidences  of  perisplenitis. 
The  faeces  are  normal  in  color,  no  bile  pigment  is  pres- 
ent in  the  urine,  but  the  urobilin  content  is  increased. 
The  urobilin  output  in  the  stools  may  rise  from 
0.15  gram  to  4  grams  per  diem. 

The  patients  complain  of  weakness,  languor,  loss 
of  appetite,  nausea,  headache,  and  epigastric  pain, 
but  rarely  of  pain  in  the  region  of  the  spleen  and 
left  scapula. 

Periodical  exacerbations  are  liable  to  occur  with 
rise  in  temperature  and  increase  in  pain  and  tender- 
ness.    There  is  a  tendency  to  cholelithiasis. 

The  two  types  are  familial  and  acquired.  The 
familial  is  the  more  common  and  the  symptoms  are 
milder  in  this  type. 

Physiologically  the  bile  is  formed  by  the  phago- 
cytes of  the  spleen  and  liver  taking  up  the  dead  or 
dying  red  cells;  the  haemoglobin  thus  liberated 
is  absorbed  by  the  hepatic  cells,  its  iron  split  off, 
and  the  resulting  bilirubin  excreted  into  the  bile 
capillaries. 

Adami  regards  jaundice  as  a  regurgitation  of 
bile  pigment  into  the  blood  and  lymph-vessels 
from  a  surplus  in  the  liver.  Excessive  haemolysis 
gives  haemoglobinuria. 

In  experimental  obstructive  jaundice  the  terminal 
bile  capillaries  are  dilated;  this  is  not  the  case  in 
the  haemolytic  icterus  produced  by  injection  of 
toluylenediamine. 

The  source  of  the  bile  pigment  in  the  blood  is  from 
the  spleen. 

Through  an  increased  haemolysis  the  spleen  pro- 
duces bilirubin  or  an  intermediate  body  in  excess; 
the  increase  is  beyond  the  power  of  the  hepatic  cells 
to  dispose  of,  and  a  marked  jaundice  with  choluria 
results.  "If  the  haemolysis  is  long  continued  and 
gradual  in  onset,  the  liver-cells  have  time  to  adapt 
themselves  to  the  extra  amount  of  bilirubin,  or  its 
intermediate  precursor,  brought  them  from  the 
spleen,  and  are  able  to  excrete  the  greater  part  of  it 
into  the  intestine,  thus  leading  to  an  increase  in 
urobilin.  A  variable  but  small  amount  of  bilirubin 
passes  the  liver-cells  and  reaching  the  general  cir- 
culation produces  a  moderate  icterus,  but  is  not 
sufficient  to  lead  to  choluria." 
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He  suggests  that  the  "threshold  value"  of  the 
kidneys  is  so  raised  that  bile  will  not  be  excreted 
until  cholaemia  has  reached  a  greater  degree  than 
usual,  and  this  may  explain  the  mechanism  of 
splenic,  or  acholic,  jaundice. 

Arguing  from  the  above  facts,  it  may  be  inferred 
that  the  disease  is  due  to  an  excessive  destruction 
of  red  blood  corpuscles,  and  physiological  data 
point  to  the  spleen  as  the  seat  of  the  haemolytic 
overactivity. 

It  may  be  suggested  that  the  increased  fragility 
of  the  red  cells  is  due  to  some  substance  produced 
in  excess  by  the  spleen  which  renders  the  red  cells 
an  easy  prey  to  the  splenic  pulp.  The  fragility  of  the 
red  cells  has  been  noted  to  disappear  after  splenec- 
tomy. 

Splenectomized  dogs  show  increased  resistance  of 
the  red  cells  and  a  lessened  tendency  to  haemolytic 
jaundice  after  the  injection  of  haemolytic  serum. 

The  spleen  is  generally  much  enlarged  and  shows 
evidences  of  perisplenitis  with  a  diffuse  fibrosis  of 
the  splenic  tissue. 

Gibson  has  described  a  streptothricial  invasion 
and  he  suggests  that  infection  by  an  extraneous  or- 
ganism must  be  excluded  before  attributing  the 
condition  to  perverted  metabolism  of  the  splenic 
cells. 

After  splenectomy  the  icterus  usually  fades  in  a 
few  days,  with  slight  leucocytosis  for  a  few  days, 
followed  by  gradual  recovery  from  the  anaemia. 

The  disease  is  not  progressive  and  operation  need 
be  advised  only  when  the  patient  complains  of  its 
symptoms. 

The  author's  case  was  that  of  a  young  woman 
35  years  of  age,  who  had  suffered  from  jaundice 
since  childhood.  Eleven  years  previous,  after  an 
operation  for  gall-stones,  she  was  troubled  with 
biliary  fistula  for  ten  months.  She  was  troubled 
with  headache,  poor  appetite,  and  loss  of  weight; 
she  often  felt  chilly  and  at  times  had  rises  in  tempera- 
ture. 

The  author  operated  for  calculus  in  the  common 
duct  and  did  an  anastomosis  of  the  gall-bladder  and 
duodenum,  following  which  the  patient  was  free 
from  jaundice  for  three  weeks,  but  it  returned  when 
she  was  able  to  be  up. 

When  seen  one  year  later  she  was  moderately 
jaundiced,  at  times  a  deep  orange,  had  attacks  of 
shivering,  nausea,  and  pain  in  the  epigastrium 
along  the  left  costal  margin  to  the  left  shoulder. 
The  faeces  were  always  colored,  but  the  urine  was 
dark  brown;  tests  for  bile  pigment  were  negative. 
The  spleen  was  palpable  one  inch  below  the  costal 
margin  and  tender. 

Inquiry  revealed  the  fact  that  her  father  had 
died  from  an  operation  for  gall-stones,  after  suffer- 
ing from  jaundice  for  ten  years.  One  sister  was 
suffering  from  an  enlarged  spleen  and  anaemia. 

Eight  months  later  the  patient's  condition  was 
unchanged.  Wassermann  test  negative.  Through 
an  error,  the  results  of  faeces  and  urine  examinations, 
red  and  white  blood-cell  counts  were  not  obtained. 


The  differential  count  was  normal.  The  fragility 
test  showed  haemolysis  to  0.5  per  cent  saline  solu- 
tion. 

At  this  time  the  spleen  was  removed.  There 
were  a  few  adhesions  at  the  junction  of  the  phrenic 
and  renal  surfaces.  The  patient  went  home  on  the 
thirteenth  day.  The  jaundice  was  markedly  less 
on  the  fifth  day,  and  gone  on  the  sixth.  Seven  days 
after  operation,  red  blood-cells,  4,475,000;  white 
blood-cells,  11,100;  3  percent  eosinophiles.  Fragility 
test:  haemolysis  with  0.5  per  cent  saline;  normal 
control  0.45  per  cent.  The  faeces  contained  no  ex- 
cess of  urobilin.  Two  months  after  operation  she 
had  a  haematemesis,  and  epigastric  pain  after  food 
for  several  weeks.  Three  months  after  operation 
she  was  moderately  anaemic  but  clear  of  jaundice. 
She  had  a  dragging  pain  in  the  left  side  after  walk- 
ing; leucocytosis  of  12,440;  fragility  of  red  cells  the 
same  as  at  the  last  examination. 

Gibson's  pathological  report  on  the  spleen  was  as 
follows : 

Macroscopical.  The  organ  was  enlarged  to  about 
three  times  the  adult  size  and  presented  a  normal 
shape.  The  surface  was  smooth  with  slight  thick- 
enings where  the  trabeculae  met  the  surface.  Some 
old  localized  perisplenitis  was  seen  on  the  concave 
surface,  and  there  was  some  recent  perisplenitis 
along  the  anterior  border.  The  color  was  dark 
red.  On  cross-section  the  organ  was  firm  and 
fleshy;  the  malpighian  corpuscles  could  be  recognized 
embedded  in  a  red  matrix.  On  careful  examination 
of  a  number  of  cut  surfaces  there  could  be  seen  here 
and  there  buff-colored  pinhead  areas,  usually  in  or 
touching  a  trabecula.  They  did  not  occupy  more 
than  a  millimeter  of  the  length  of  the  trabecula. 

Microscopical.  There  was  a  diffuse  fibrosis  and 
the  trabeculae  were  thickened.  The  pigmented 
spots  seen  by  the  naked  eye  showed  a  diffuse  black 
staining  with  Wheal  and  Chown's  stains,  and  some 
irregular,  curved,  and  angular  thick  threads  only 
partially  stained  black.  There  were  clear  un- 
stained bands  interrupting  the  threads,  short  forms, 
and  bacilli  present.  There  was  much  yellow  pig- 
ment here  and  elsewhere.  In  two  of  the  sections,  a 
black  irregular  network  was  present  under  the 
capsule  in  places  which  showed  a  buff-pigmented 
spot  to  the  naked  eye. 

On  histological  grounds,  there  was  an  undoubted 
invasion  of  the  organ  by  a  filamentous  organism  of 
the  streptothrix  type.  Cultures  have  been  made, 
and  from  them  have  been  obtained  pure  growths  of 
an  organism  which  belongs  to  the  streptothrices. 

Studies  of  the  reactions  and  pathogenicity  of  this 
organism  are  not  yet  complete.     Donald  Gordon. 

Wilson,  L.  B. :    Pathology  of  Spleens  Removed  for 
Certain  Abnormal  Conditions  of  the  Blood. 

Tr.  Am.  Surg.  Ass.,  Rochester,  Minn.,  1915,  June. 

This  study  is  a  continuation  of  a  previous  report 
which  covered  the  pathologic  examination  of  26 
spleens  removed  at  operation  or  autopsy  in  the 
Mayo    Clinic    between    November    14,    1905,    and 


GENERAL  SURGERY  —  SURGERY  OF  THE  ABDOMEN 


271 


Hi  November  i,  191 2,  from  patients  on  whom  a  more 
I.  or  less  positive  diagnosis  of  splenic  anaemia  had 
been  made,  and  of  two  "wandering  spleens"  re- 
moved at  operation  within  the  same  period. 

The  present  preliminary  report  covers  the  exam- 
ination of  31  more  spleens  removed  at  operations 
between  December  3,  191 2,  and  June  9,  1915. 
Further  study  of  several  groups  will  be  reported 
later.  -The  cases  have  been  studied  clinically  by 
GifRn,  whose  grouping  is  observed  in  the  abstracts 
of  the  pathologic  protocols  given. 

Pathologic  analyses  of  15  cases  of  clinically  diag- 
nosed splenic  anaemia  are  given.  The  average  age 
of  the  patients  at  the  time  of  operation  was  36 
years.  The  average  duration  of  symptoms  was  32 
months.  The  average  weight  of  the  spleen  was 
1,130  grams.  This  is  a  little  higher  than  the  average 
weight  (975  grams)  of  the  spleens  reported  in  1913. 
The  average  of  the  two  groups  is  1,045  grams.  Few 
of  the  specimens  equal  the  weights  given  by  Lyon, 
who  states  that  the  average  weight  is  62  ounces 
(1,860  grams).  This  discrepancy  is  probably  due 
to  the  fact  that  Lyon's  figures  are  drawn  largely 
from  autopsy  reports,  while  those  of  the  Mayo 
Clinic  are  from  operative  material,  the  spleen  con- 
tinuing to  enlarge  until  death.  In  general  the 
change  in  the  shape  of  the  spleen  is  not  so  marked 
as  the  change  in  size.  In  other  words,  the  hyper- 
trophy is  evenly  diffuse  except  in  those  cases  in 
which  infarcts  have  occurred.  The  maintenance  of 
the  notch  is  important  from  the  standpoint  of 
clinical  diagnosis. 

Histologically,  the  most  constant  features  are 
the  marked  reduction  of  the  pulp  and  lym|)hoid 
tissue  with  the  great  increase  of  reticulum  and 
the  almost  constant  presence  of  amyloid  degenera- 
tion and  arteriosclerosis.  Whether  the  diffuse 
hypertrophic  fibrosis  is  the  result  of  inflammatory 
changes  has  not  been  accurately  determined.  The 
author  sees  no  reason  at  present,  however,  to  change 
from  the  commonly  accepted  theory  that  the  process 
is  one  of  low-grade  chronic  inflammation.  In  this 
connection  it  may  be  noted  that  Bunting  has  iso- 
lated a  diphtheroid  organism  in  pure  culture  in  4 
out  of  12  tubes  sown  from  the  spleen  in  one  of  their 
cases. 

Analyses  of  the  pathologic  findings  in  7  spleens 
from  cases  of  pernicious  anaemia  are  given.  The 
average  age  of  these  patients  was  44  years  at  the 
time  of  operation.  The  average  duration  of  symp- 
toms was  27  months.  The  average  weight  of  the 
spleens  removed  was  463  grams.  Only  one  was 
less  than  normal  (195  grams).  The  increase  in 
weight  is  out  of  harmony  with  the  conception  of  the 
atrophy  usually  found  in  the  spleen  in  cases  of 
pernicious  anaemia.  Here  again  the  discrepancy  is 
probably  accounted  for  by  the  fact  that  in  the  last 
stages  of  pernicious  anaemia  the  spleen  becomes 
atrophic,  while  the  author's  figures,  based  on  opera- 
tive cases,  show  an  increased  weight  of  the  organ. 

Cytologically  the  increase  is  mostly  in  the  lym- 
phoid tissue,  though  it  is  worthy  of  note  that  in 


one  case  there  was  a  well-marked  fibrosis,  the 
weight  of  this  spleen  being  almost  twice  the  average 
weight  of  the  glands  in  the  series.  The  almost 
entire  absence  of  pigments  in  these  relatively  early 
stage  cases  is  again  in  contradiction  to  the  usually 
accepted  statement  that  the  spleen  in  pernicious 
anaemia  cases  is  pigmented. 

The  remaining  10  spleens  are  from  cases  scattered 
in  seven  different  clinical  groups.  The  one  case  of 
haemolytic  anaemia,  two  of  lues,  and  two  of  haemolytic 
jaundice  resemble  pathologically  the  cases  of  splenic 
anaemia.  The  one  case  of  secondary  infection,  one 
of  lymphosarcoma,  one  of  acute  febrile  non-septic 
(?)  splenomegaly,  and  one  of  splenomegaly  with 
eosinophilia  have  little  pathologic  relationship  to 
either  splenic  or  pernicious  anaemia.  The  lympho- 
sarcoma case  was  a  typical  lymphoma  whose  malig- 
nancy was  shown  clinically.  The  other  three  cases 
gave  the  general  picture  of  an  intense  acute  or  sub- 
acute infection  causing  hypertrophy  and  hyperplasia 
of  all  the  parenchymal  elements  of  the  spleen  with- 
out material  increase  in  the  reticulum. 

Our  knowledge  of  the  pathology  of  splenomegaly 
associated  with  chronic  changes  in  the  blood  has 
made  slow  progress  largely  because,  except  in  rare 
instances,  we  have  been  unable  to  study  spleens 
from  such  cases  until  the  later  or  terminal  stages 
of  the  diseases  have  been  reached.  Now  that 
splenectomies  are  becoming  more  common,  it  is 
fair  to  assume  that  clinicians  will  be  on  the  lookout 
for  large  spleens  in  all  cases  of  pathologic  conditions 
of  the  blood  and  we  may  hope  for  an  opportunity 
to  study  early  pathologic  changes  in  the  glands 
removed  at  operation.  If  any  progress  is  to  be 
made,  however,  we  must  sharply  differentiate  the 
relative  changes  in  the  various  histologic  elements 
of  the  spleen  and  these  changes  must  be  studied  in 
correlation  with  accurately  observed  clinical  phe- 
nomena. At  present  the  clinical  diagnoses  of  splenic 
anaemia,  pernicious  anaemia,  secondary  infectious 
anaemia,  haemolytic  jaundice,  Gaucher's  disease, 
etc.,  are  all  lacking  in  clearness,  a  condition  which 
must  be  materially  improved  upon  before  an  in- 
structive parallel  may  be  shown,  if,  indeed,  any 
exists,  between  the  several  clinical  syndromes  in 
their  various  stages  and  the  pathologic  picture 
present  in  the  spleen. 

MISCELLANEOUS 

Willis,  A.  M.:   The  Management  of  Septic  Condi- 
tions in  the  Abdominal  Cavity.     N.  V.  M.  J., 

1915,  ci,  1117. 

The  question  as  to  when  to  operate  in  certain 
forms  of  peritonitis  is  still  an  open  one.  In  the 
majority  of  cases  Nature  if  left  to  her  own  resources 
tends  to  localize  the  infection.  After  this  has 
occurred  and  the  patient  has  developed  a  certain 
degree  of  immunity,  operation  can  be  performed 
with  comparative  safety.  The  author  believes  in 
the  "watchful  waiting"  policy  advocated  by  Ochs- 
ner.   Limitation  of  peristalsis  is  essential  to  successful 
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localization  of  the  infection,  and  this  is  accomplished 
by  absolute  bowel  and  body  rest  and  the  adminis- 
tration of  morphine.  Saline  proctoclysis  and 
hypodermoclysis  aid  by  reducing  thirst  and  by  dilut- 
ing the  toxiins.  Cessation  of  pain  and  contraction 
of  the  pupils  are  the  best  indications  of  the  effect  of 
morphine.  Glucose  added  to  saline  proctoclysis 
helps  to  maintain  the  nutrition  of  the  patient  and 
prevents  the  -appearance  of  dangerous  derivatives 
of  oxybutyric  acid  in  the  urine,  otherwise  met  with 
during  starvation. 

The  use  of  cathartics  in  constipation  associated 
with  pain  is  distinctly  dangerous.  Vomiting  before 
or  after  operation  calls  for  gastric  lavage. 

Appendicitis  cases  are  operated  upon  within  the 
first  forty-eight  hours  of  attack,  if  possible;  other-' 
wise  localization  is  waited  for  and  if  an  abscess 
forms  it  is  drained.     The  appendix  is  removed  at 


a  subsequent  operation  —  usually  after  about  3 
months.  Cholecystitis  aad  salpingitis  cases  are 
operated  upon  only  after  the  acute  stage  has  sub- 
sided. Stomach  or  intestinal  perforation,  due  to 
any  cause  whatsoever,  calls  for  immediate  opera- 
tion, unless  the  patient  is  moribund. 

The  Fowler  posture  is  indicated  exclusively  in 
septic  conditions  in  the  pelvis.  To  insure  proper 
drainage,  the  patient  should  be  placed  on  the  affected 
side,  and  once  or  twice  daily  should  be  turned  on  the 
abdomen  to  allow  the  pus  to  gravitate  toward  the 
drainage  opening.  The  drain  should  always  reach 
the  most  dependent  part  of  the  abscess. 

Solid  food  is  withheld  for  a  week  or  ten  days  after 
operation;  food  should  be  given  frequently,  but  in 
small  quantities.  Small  enemata  are  used,  but 
cathartics  are  withheld  for  at  least  a  week  after 
operation.  Lester  Tuholske. 
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DISEASES  OF  THE  BONES,  JOINTS,  MUSCLES, 

TENDONS.     CONDITIONS  COMMONLY 

FOUND  m  THE  EXTREMITIES 

Burk,  W. :  Treatment  for  Infected  Injuries  of  the 
Soft  Parts  (Die  Behandlung  infizierter  Weich- 
teilwunden).    Med.  Klin.,  Berl.,  1915,  xi,  325. 

Every  gunshot  wound,  even  if  not  primarily  in- 
fected, involves  the  danger  of  secondary  infection; 
therefore  it  should  be  kept  in  the  best  possible 
physical  and  mechanical  condition  for  the  avoidance 
of  infection.  The  most  absolute  possible  quiet 
of  the  injured  limb  should  be  maintained,  if  neces- 
sary, by  means  of  splints  or  plaster.  The  life  of 
the  patient  sometimes  depends  on  this  if  there  are 
signs  of  phlegmon.  The  limb  should  be  kept 
elevated  to  avoid  venous  stasis.  If  the  injury  is  on 
the  lower  limb  the  patient  should  be  kept  in  bed; 
otherwise  there  is  danger  of  lymphangitis,  throm- 
bophlebitis, or  possibly  pyogenic  infection.  For  the 
sake  of  mobility  of  the  joints,  as  soon  as  inflamma- 
tion has  subsided  active  and  passive  movements 
should  be  begun.  If  the  healing  takes  weeks  or 
months  the  position  of  the  limb  should  be  changed 
on  dressing,  and  hot  air,  massage,  and  medico- 
mechanical  treatment  be  given  the  joints. 

If  ankylosis  of  the  joint  must  be  counted  on — 
which  occurs  chiefly  in  cases  complicated  by  frac- 
ture— the  greatest  care  should  be  exercised  to  place 
the  joint  in  the  most  favorable  position  possible; 
for  instance,  the  knee  in  complete  extension,  the 
elbow  at  a  right  angle.  Of  course  incisions  must  be 
made  at  the  most  dependent  point  for  the  discharge 
of  wound  secretion,  and  in  case  of  phlegmon  of  ten- 
don sheaths  the  central  end  of  the  diseased  area 
is  laid  bare.  Foreign  bodies  must  be  removed  as 
far  as  possible  without  too  much  injury  to  the  tis- 
sues; probing  and  opening  of  blood  and  lymph- 
vessels  must  be  avoided  as  far  as  possible.  Wounds 
should  not  be  irrigated  with  antiseptic  fluids;  paint- 


ing with  tincture  of  iodine  is  preferable.  Pockets 
may  be  irrigated  with  hydrogen  peroxide.  When 
abscesses  have  been  opened  they  may  be  washed 
out  with  carbolic  acid,  which  is  neutralized  after  one- 
half  to  one  minute  with  alcohol. 

In  the  course  of  severe  phlegmons  there  are  often 
copious  haemorrhages  due  to  a  haemorrhagic  diathe- 
sis; the  granulations  bleed  like  a  sponge,  though 
no  bleeding  vessels  can  be  found.  In  such  cases 
subcutaneous  or  intravenous  injection  of  5  ccm. 
human  blood  serum  is  effective.  If  the  bleeding  is 
from  a  vessel  it  must  be  ligated  some  distance  above 
the  injury,  or  there  is  apt  to  be  recurrent  bleeding 
from  erosion.  General  septic  infection  may  often  be 
avoided  by  amputation   at  just  the  proper  time. 

The  author  has  not  found  Bier's  hyperaemia 
very  effective.  In  gas  phlegmon  there  is  a  charac- 
teristic brownish  red  discoloration  of  the  skin  with 
crepitation  from  the  gas  collected  under  the  skin. 
This  is  best  treated  by  numerous  small  incisions, 
abundant  use  of  hydrogen  peroxide,  and  intramus- 
cular insufflation  of  oxygen.  In  gas  gangrene  the 
only  possible  treatment  is  amputation  well  into  the 
sound  tissue;  in  spite  of  it  the  mortality  is  fearfully 
high.  A.  Gcss 

Pfender,  C.  A.:    The  Rontgen  Ray  a  Diagnostic 
Factor   in  Myositis  Ossificans  Circumscripta. 

Wash.  M.  Ann.,  1915,  xiv,  146. 

The  term  "myositis  ossificans  circumscripta" 
has  been  proposed  for  local  bone  formation  to  dif- 
ferentiate it  from  "myositis  ossificans  progressiva." 
The  present  paper  is  based  to  a  great  extent  on  the 
monograph  by  Herman  Kiittner. 

Myositis  ossificans  circumscripta  may  be  (i) 
traumatic;  (2)  non-traumatic;  (3)  neurotic. 

The  traumatic  type  may  be  due  to  chronic  or 
occupational  traumatisms,  repeated  severe  trau- 
matism, and  single  severe  traumatisms. 
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Five  cases  of  sharp  traumatism  have  been  re- 
ported. It  also  occurs  after  dislocations,  notably 
in  the  brachialis  anticus. 

Non-traumatic  cases  are  rare;  only  12  cases  have 
been  reported.  Usually  they  are  in  the  thigh  and 
upper  arm. 

In  the  neurotic  cases  the  condition  is  found 
associated  with  spina  bifida,  tabes  dorsalis,  syringo- 
myelia, transverse  myelitis,  paralytic  dementia,  and 
others.  Ossification  of  the  musculature  of  the  joints 
predominates.  The  psoas  is  involved  quite  frequent- 
ly in  these  cases  and  those  of  non-traumatic  origin. 

The  first  two  types  occur  in  early  life,  the  third 
in  later  life. 

In  non-traumatic  cases  symptoms  may  be  absent. 
In  neurotic  forms  the  nervous  symptoms  overshadow 
all  else.  In  the  traumatic  form  there  is  usually  a 
history  of  muscle  rupture  or  contusion,  accom- 
panied by  haematoma,  and  local  pain.  This  may 
subside  or  disappear,  to  reappear,  usually  in  a  less 
degree,  as  bone  formation  occurs.  If  nerves  or 
blood-vessels  are  pressed  upon  the  pain  may  be 
quite  severe.     The  ossification  may  be  quite  rapid. 

In  the  X-ray  the  shadow  varies  with  the  develop- 
ment of  the  growth.  At  first  it  is  hazy,  resembling 
new  callus,  gradually  becomes  denser  and  then 
linear,  the  lines  running  in  the  same  direction  as  the 
muscle  fibers.  Lighter  areas  are  present  which 
may  be  cysts.  When  complete  ossification  has 
occurred  the  process  may  remain  stationary  or  intro- 
gress.  The  X-ray  may  not  show  any  connection 
with  the  skeleton. 

In  the  differential  diagnosis  progressive  myositis 
ossificans,  muscle  syphilis,  periosteal  sarcoma,  car- 
tilaginous exostoses,  floating  cartilage,  chronic  in- 
flammatory bone  diseases  may  be  excluded  on  their 
history,  their  development,  duration,  and  by  the 
X-ray. 

The  growth  may  react  its  maximum  in  a  relatively 
short  time,  and  may  remain  so  for  many  years,  or  it 
may  tend  to  undergo  absorption.  Connection  with 
the  skeletal  bone  makes  the  prognosis  more  favorable. 
The  tendency  to  spontaneous  recovery  is  quite 
pronounced.  Treatment  may  be  prophylactic, 
conservative,  and  surgical. 

The  important  point  in  prophylaxis  is  to  prevent 
traumatism  in  reducing  dislocation — especially  to 
the  brachialis  anticus  muscle. 

Conservative  measures  in  the  development  of 
bone  are  of  use,  such  as  rest,  elevation  of  the  ex- 
tremity, hydrotherapeusis,  compresses,  etc.  Mas- 
sage is  contra-indicated.  Moderate  motion  should 
be  allowed. 

Operative  treatment  is  not  advisable  unless  to 
relieve  pain,  or  for  pressure.  When  used  the  ex- 
cision should  be  complete. 

The  author  reports  a  case  in  which  there  was 
extensive  bone  formation  following  an  injury  to  the 
deltoid.  Under  conservative  treatment  this  had 
greatly  diminished  at  the  end  of  a  year,  and  was 
progressing  toward  a  spontaneous  recovery. 

Archer  O'Reilly. 


George,  W.  S.,  and  Todd,  A.  H.:  Myeloid  Sarcoma 
of    the   Femur,    with    Pathological    Fracture. 

Brit.  M.  J.,  1915,  i,  592. 

The  authors  report  a  case  of  endosteal  sarcoma 
occurring  some  three  months  after  a  fall  on  the 
knee.  A  pathological  fracture  was  sustained  later 
while  stepping  down  from  a  moderate  height.  The 
rontgenograms  showed  a  clear,  well-defined  cavity 
in  the  internal  condyle  of  the  femur,  which  was 
somewhat  expanded,  and  also  a  fracture  of  the 
internal  condyle  which  had  almost  escaped  notice. 
Examination  of  the  specimen  after  amputation 
showed  a  cyst  in  the  internal  condyle  filled  with 
blood  and  lined  with  a  dark,  soft  membrane  showing 
the  typical  changes  of  a  spindle-cell  sarcoma.  From 
the  standpoint  of  diagnosis  the  authors  attribute 
much  importance  to  a  persistence  of  localized  ten- 
derness over  the  internal  condyle.  F.  J.  Gaenslen. 

Davis,  J.  S. :  The  Celluloid  Tube  in  Finger  Injuries. 

/.  Am.  M.  Ass.,  1915,  Ixiv,  1647. 

Davis  divides  partial  traumatic  amputations  into 
two  classes,  clean  cuts  or  crushing  off,  with  much 
bruising  of  remaining  parts.  When  the  bone  is 
exposed,  it  may  be  shortened  to  make  a  pad  over  its 
end,  but  in  certain  skilled  workmen,  as  much  of  the 
terminal  phalanx  as  possible  must  be  saved.  He 
thought  some  means  to  do  this  could  be  devised, 
and  the  first  thing  that  occurred  was  transplantation 
of  tissue.  This  would  demand  more  supervision 
than  possible  in  an  out-patient  department  where 
most  of  the  injuries  must  be  treated.  To  stimulate 
growth  of  granulation  tissue  on  the  end  of  the  stump, 
he  hit  upon  1/200  inch  transparent  sheet  celluloid. 

A  summary  is  given  of  15  cases  with  varying 
degrees  of  injury,  from  a  little  to  all  of  the  first 
phalanx;  not  one  has  a  painful  stump,  and  all  have 
a  movable  pad  over  the  end  of  the  bone.  The 
injury  is  painted  with  tincture  of  iodine.  The 
celluloid,  soaked  in  i  :iooo  bichloride,  is  washed  with 
ether  or  alcohol,  then  wrapped  around  the  finger  and 
fastened  with  adhesive  strips.  This  makes  a  tube 
a  little  smaller  at  the  free  end  than  at  the  base. 
The  granulations  are  all  thus  made  to  grow  past  the 
end  of  the  bone.  Cleaning  and  dressing  is  done 
through  the  end  of  the  tube.  In  early  cases,  a 
blood-clot  is  allowed  to  form,  and  serves  to  aid 
granulations.  Lacerated  parts  are  gathered  to- 
gether inside  the  tube.  Only  a  very  small  gauze 
dressing  is  needed  around  the  tube.  The  wound 
can  be  watched  through  the  celluloid,  which  should 
be  removed  every  two  or  three  days,  since  the  skin 
becomes  moist  from  sweat.  It  does  not  stick  to  the 
surfaces.  The  sooner  the  case  is  seen  after  the 
accident  the  better  the  chance  of  recovery.  The 
healing  takes  about  33  days.  C.  A.  Stone. 

Brickner,  W.  M.:    Shoulder  Disability;  a  Further 
Study  of  Its  Varieties  and  Their  Treatment. 

I  titer  si.  M.  J.,  191 5,  xxii,  331. 

The  author  lists  the  causes  of  shoulder  disability 
as  follows:  (i)   subacromial  bursitis;   (2)   subacro- 
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mial  bursitis  with  injury  to  the  supraspinatus  or, 
occasionally,  the  infraspinatus  tendon,  and  cal- 
careous deposit;  (3)  spinatus  tendon  injury  with 
slight  or  perhaps  no  associated  bursitis;  (4)  frac- 
ture of  the  greater  tuberosity  of  the  humerus;  (5) 
subluxation  (forward)  of  the  humerus;  (6)  spon- 
taneously reduced  dislocation;  with  which,  of  course, 
may  be  grouped  disability  following  surgically  re- 
duced dislocation;  (7)  sprain  or  tear  of  the  capsule 
without  dislocation;  (8)  subcoracoid  bursitis;  (9) 
biceps  tendovaginitis;  (10)  traumatic  periostitis; 
(11)  developing  syphilis,  tuberculosis,  and  neo- 
plasm of  the  head  of  the  humerus;  (12)  true  brachial 
neuritis;  (13)  unclassifiable  cases,  most  of  which 
probably  belong  to  one  or  another  of  the  above 
groups  but  some  of  which  perhaps  remain  to  be 
accounted  for  otherwise. 

I,  2,  and  3.  The  first  three  conditions  are  con- 
sidered together.  The  author  regards  as  the  most 
nearly  characteristic  combination  of  signs  and 
symptoms — pain  in  the  upper  arm  extending  toward 
the  elbow  and  at  some  time  or  other  in  the  shoulder 
region  itself,  as  on  abduction  or  internal  rotation; 
marked  tenderness  over  the  lesser  tuberosity  of 
the  humerus  and  more  or  less  limitation  of  abduc- 
tion and  of  internal  rotation.  This  limitation  is 
usually  due  to  spasm,  but  not  infrequently  is  me- 
chanical. A  rontgenogram  may  show  lime  deposit. 
Open  operation  is  advised  in  acute  cases,  while  in 
chronic  cases  much  can  be  accomplished  by  the 
author's  abduction  treatment. 

4.  Fracture  of  the  greater  tuberosity  of  the  hu- 
merus, when  due  to  external  violence,  may  be  recog- 
nized by  local  pain,  tenderness,  swelling,  and  ec- 
chymosis.  When  resulting  from  internal  violence 
the  symptoms  are  similar  to  subacromial  bursitis, 
and  a  positive  diagnosis  is  made  only  by  a  rontgeno- 
gram. The  treatment  consists  either  of  the  ab- 
duction method  in  bed  or  fixation  of  the  arm  in 
moderate  abduction. 

5.  Subluxation  of  the  humerus,  traumatic  in 
origin,  shows  no  pathology  in  the  rontgenograph. 
There  is  pain  in  the  shoulder  radiating  down  the 
arm  and  inability  to  abduct;  a  slight  prominence  of 
the  head  of  the  humerus,  but  no  apparent  flattening 
of  the  deltoid  muscle.  Continued  abduction  for 
ten  to  fourteen  days  effects  a  cure. 

6.  After  the  spontaneous  or  deliberate  reduction 
of  a  dislocation,  disability  is  to  be  overcome  by  ab- 
duction treatment,  passive  movements,  and  mas- 
sage. 

7.  Sprains  and  lesser  tears  of  the  capsule  are 
diagnosed  in  old  cases  chiefly  by  exclusion.  The 
condition  is  best  treated  by  abduction. 

8.  Subcoracoid  bursitis  is  not  a  common  affec- 
tion. There  is  distinct  tenderness  below  and  to  the 
outer  side  of  the  coracoid  process;  also  pain  on  ab- 
duction and  forward  movement  of  the  arm  as  in 
pulling  on  an  overcoat  sleeve.  Iodine,  asperine, 
and  resting  the  arm  in  a  sling  effect  a  cure. 

9.  Biceps  tendovaginitis  is  manifested  by  ten- 
derness in  the  bicipital  groove,  pain  on  strongly 


flexing  the  supinated  forearm,  and  pain  when  the 
arm  is  swung  back  and  forth,  the  head  of  the  hu- 
merus then  gliding  under  the  biceps  tendon.  Treat- 
ment is  by  local  rest  and  anodynes. 

10.  Traumatic  periostitis,  unless  acute,  can  be 
recognized  in  the  rontgenograph. 

11.  Syphilis,  tuberculosis,  and  new-growths  of 
the  head  of  the  humerus  in  their  early  stages .  may 
present  only  the  features  of  a  stiff  and  painful 
shoulder.  Rontgenography  is  the  most  valuable 
diagnostic  aid  in  differentiating  between  these 
conditions. 

12.  Brachial  neuritis  is  rare.  Shoulder  dis- 
ability of  other  types  is  often  mistaken  for  neuritis, 
especially  when  there  is  atrophy  of  the  deltoid  and 
spinate  and  radiation  of  the  pain  toward,  or  into, 
the  hand. 

13.  The  unclassified  cases  are  those  presenting 
the  general  picture  of  shoulder  disability  in  which 
neither  physical  signs  nor  rontgenography  point 
definitely  to  any  of  the  lesions  above  considered. 
They  respond  admirably  to  abduction  treatment. 

Brickner's  abduction  treatment  consists  in  placing 
the  patient  in  bed  in  a  semirecumbent  position,  .sup- 
ported on  pillows,  not  too  soft.  The  patient  then 
abducts  the  affected  arm  on  the  pillow  as  far  as  he 
can  comfortably.  A  muslin  bandage  is  then  looped 
lightly  about  the  wrist  or  elbow  and  carried  to  a 
convenient  spot  on  the  headpiece  of  the  bed,  where  it 
is  fastened.  The  upper  end  of  the  bed  is  then 
raised  on  "  chock  blocks"  or  chairs.  As  the  patient's 
body  little  by  little  slides  down  in  bed,  his  arm 
travels  (relatively)  further  and  further  up,  and  thus 
a  shoulder  that  obstinately  resists  forcible  efforts 
at  abduction  yields  steadily,  painlessly,  to  this 
gradual  countertraction  which  the  patient  often 
does  not  even  feel.  The  author  states  that  it  is 
striking  to  observe  that  a  person  whose  shoulder 
for  months  has  not  been  abducted,  actively  or 
passively,  beyond  45°,  put  thus  to  bed  in  the  after- 
noon, may  be  found  the  next  morning  with  his  arm 
alongside  his  head.  Few  cases  respond  so  quickly, 
however.  The  treatment  may  require  a  week  or 
even  more  to  restore  full  abduction. 

Charles  M.  Jacobs. 

Loffeltnann:  Shoulder  Pain — Referred  Phrenic 
Nerve  Symptom — in  Acute  Surgical  Diseases 
of  the  Abdomen  (Der  Schulterschmerz — das 
Fernsymptom  des  N.  phrenicus — bei  den  akuten 
chirurgischen  Erkrankungen  der  Bauchhohle). 
Beitr.  z.  klin.  Chir.,  1914,  xcii,  Festschr.  Hamburg- 
Eppendorf,  225. 

The  author  investigated  all  acute  abdominal 
cases  in  Kimmel's  clinic  in  regard  to  referred  shoul- 
der pain.  The  typical  shoulder  pain  occurs  in  the 
nape  of  the  neck,  in  the  supraclavicular  region,  and 
in  the  upper  arm,  far  from  the  focal  disease.  It 
may  appear  simultaneously  with,  before,  or  after 
the  onset  of  the  abdominal  pain.  According  to 
Mackenzie  it  is  referred  along  the  sympathetic 
from  the  phrenic  nerve  to  the  cervical  nerves.     The 
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cause  of  the  phrenic  nerve  irritation  may  be  me- 
chanical, chemical,  or  inflammatory,  in  general  a 
combination  of  the  several  factors.  The  severity 
of  the  shoulder  pain  depends  upon  the  intensity 
of  the  phrenic  irritation,  upon  the  rapidity  and 
duration  of  the  irritation,  and  upon  the  susceptibility 
of  the  individual.  The  appearance  of  the  shoulder 
pain  in  acute  abdominal  conditions  is  due  to  an 
irritation  of  the  diaphragm,  the  side  on  which  the 
pain  appears  usually  corresponding  to  the  side  in 
which  the  lesion  exists.  The  symptom,  however, 
does  not  appear  in  every  case  of  irritation,  therefore 
there  must  be  other  factors  which  enter  into  its 
production. 

In  1 6  cases  of  perforation  of  the  stomach  and 
duodenum,  only  once  did  the  symptom  fail  to  appear 
(adhesions  between  diaphragm  and  liver).  It  is  of 
importance  in  the  differential  diagnosis  of  appen- 
dicitis, as  it  occurs  in  this  disease  only  if  the  ap- 
pendix is  situated  near  the  diaphragm.  It  was  also 
absent  in  3  cases  of  acute  pancreatic  disease.  Only 
in  2  cases  of  ruptured  pyosalpinx  was  the  symptom 
present  and  in  both,  the  right  subphrenic  space  was 
filled  with  pus.  Liver  abscess  at  the  convexity 
produces  the  symptom  early;  likewise  perinephritic 
abscesses  if  they  reach  the  diaphragm.  In  ruptured 
tubal  pregnancy  the  symptom  appeared  on  the 
right  side  in  each  of  6  cases.  In  2  cases  of  injuries 
to  the  spleen  and  i  to  the  liver,  the  symptom  occurred 
on  the  left  side  twice  and  on  the  right  side  once. 

The  author  believes  that  referred  shoulder  pain 
is  frequently  a  valuable  diagnostic  aid. 

L.  A.  JUHNKE. 

Heineck,  A.  P.:    Contribution  to  Study  of  Joint- 
Bodies.    Chicago  M.  Recorder,  1915,  xxxvii,  216. 

The  author  states  that  he  has  reviewed  all  cases 
of  joint-bodies  originally  reported  in  English, 
French,  and  German  literature  between  1890  and 
1913  found  at  the  Crerar  Library.  The  age  of 
greatest  incidence  is  in  the  third  decade.  Males 
are  affected  much  more  frequently  than  females, 
the  proportion  being  9  to  i.  Of  303  cases  the  knee 
was  affected  in  250,  the  elbow  in  41.  Trauma  was 
noted  in  the  history  in  218  cases.  The  bodies  owed 
their  origin  either  to  detachment  of  portions  of 
bone  or  cartilage,  to  organization  of  blood-clot 
following  injury,  to  pedunculated  lipomata,  to  free 
or  pedunculated  fibromata,  to  enchondromata  or 
to  osteomata.  Hypertrophied  synovial  fringes 
occurring  after  injury  may  also  produce  joint- 
bodies. 

The  symptoms  are  referable  first  to  the  injury 
responsible  for  the  formation  of  the  joint-body  in 
the  traumatic  cases,  and  second  to  those  produced 
by  the  joint-body  itself.  Symptoms  vary  greatly 
from  slight  discomfort  to  severe  functional  dis- 
turbance. The  X-ray  is  often  of  value  in  distinguish- 
ing between  free  bodies  and  displaced  semilunar 
cartilage,  as  the  latter  do  not  show  in  the  X-ray 
plate.  For  the  removal  of  bodies  from  the  knee- 
joint    situated   posteriorly,    the    posterior   incision 


should  be  used.  Post-operative  fixation  combined 
with  traction  is  advised  for  knee  cases.  Operation 
is  the  only  treatment  to  be  considered,  as  secondary 
joint  changes  will  otherwise  occur  with  increased 
impairment  of  function. 

The  X-ray  findings  are  not  always  conclusive, 
depending  upon  the  amount  of  lime  salts  contained 
in  the  joint-body.  Joint-bodies  invariably  impair 
the  structure  and  function  of  a  joint.  Intra-articu- 
lar  manipulation  at  operation  should  be  reduced  to 
a  minimum.  F.  J.  Gaenslen. 

Porter,  J.  L.:  The  Treatment  of  Rheumatoid 
Arthritis  of  the  Hypertrophic  Type  (Osteo- 
Arthritis).    Am.  J.  Orth.  Surg.,  1915,  xii,  718. 

The  author  states  that  the  promiscuous  removal 
of  various  organs,  thereby  attempting  to  lessen  the 
toxaemia,  has  in  some  cases  been  effective  in  curing 
the  condition,  but  it  is  not  effective  in  all  cases. 

He  considers  that  any  sensitive  joint  should  have 
rest.  The  hypertrophic  condition  responds  poorly 
to  any  treatment,  but  with  an  intra-articular  injec- 
tion of  2  per  cent  formalin  in  sterile  olive  oil,  filling 
the  joint  to  moderate  capacity  and  immobilizing 
for  two  to  eight  weeks,  good  functional  results  are 
obtained. 

He  gives  one-quarter  grain  of  morphine  with 
atropine  five  minutes  before  the  injection  and  infil- 
trates the  point  of  puncture  with  novocaine.  Little 
pain  is  experienced.  A  general  anaesthesia  is 
necessary  only  for  very  nervous  patients. 

H.  W.  Maltby. 

McGavin,  L.:  Tuberculosis  of  the  Right  Knee- 
joint.     C/z«. /.,  1915,  xliv,  161. 

The  author  gives  an  interesting  case  report  of 
tuberculosis  of  the  knee  and  discusses  the  case  at 
length,  going  into  the  anatomy,  etiology,  clinical 
findings,  and  treatment. 

Ruling  out  other  conditions  and  condemning 
palliative  measures  as  useless  in  this  case  which  has 
become  extra-articular,  he  recommends  excision 
and,  failing  in  this,  amputation  can  always  be  done. 
Spinal  anaesthesia  is  given  absolute  precedence  and 
the  use  of  a  broad  Esmarch  tourniquet  advised. 

Extensive  removal  of  diseased  tissue  and  swab- 
bing with  pure  carbolic  or  lysol,  securing  an  angle 
of  175°  to  178°,  and  preservation  of  the  greater 
length  of  the  internal  condyle  are  advised.  If  the 
patella  is  involved  it  should  be  removed  and  in  any 
case  its  articular  cartilage  removed.  The  tourni- 
quet is  left  on  until  a  firm  dressing  has  been  applied 
according  to  the  Howse  method.  W.  H.  Meyerding. 

FRACTURES  AND  DISLOCATIONS 

Coues,  W.  P.:  The  Diagnosis  and  Treatment  of 
Some  Rare  Fractures.    Boston  M.  6*  5.  /.,  1915, 

clxxii,  705. 

Coues  emphasizes  the  necessity  of  careful  study 
of  all  injuries  in  order  that  slight  or  unusual  frac- 
tures may  be  discovered  and  properly  treated. 
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¥  He  first  discusses  fractures  in  the  upper  extrem- 
ity: (i)  fracture  of  the  trochlea  of  the  humerus,  (2) 
subperiosteal  Colles'  fracture  in  children,  (3)  separa- 
tion of  the  epiphysis  of  the  first  metacarpal  bone, 
(4)  fracture  of  the  carpal  cuneiform  bone.  Those  of 
the  lower  extremity  he  classifies:  (i)  fracture  of  the 
fifth  metatarsal  bone  as  differentiated  from  the 
occurrence  of  the  bone  of  Vesalius,  (2)  separation 
of  the  lower  epiphysis  of  the  fibula,  (3)  fracture  of 
the  middle  and  external  cuneiform. 

All  these  fractures  are  difficult  of  diagnosis,  but 
the  author  believes  the  diagnosis  can  be  made  by 
careful  physical  examination  even  before  the  X-ray 
is  taken.  F.  C.  Ktoner 

Trawick,  J.  D.,  and  Keith,  D,  Y.:  The  Medicolegal 
Aspect  of  Radiograms  in  Diagnosis  and  Treat- 
ment of  Fractures  and  Joint  Injuries.  Lancet- 
Clin.,  1915,  cxiii,  489. 

Trawick  and  Keith  discuss  the  relation  of  X-ray 
to  other  findings  in  fractures  and  joint  injuries. 
The  radiogram  conveys  the  "fact  of  injury,"  but 
cannot  give  a  satisfactory  impression  as  to  the 
effect  of  injury  upon  function.  They  say  we  are 
often  misled  by  the  X-ray  in  the  direction  of  attempt- 
ing to  obtain  results  that  give  a  good  X-ray  picture 
without  a  proper  regard  to  resulting  function. 

They  advocate  the  universal  use  of  X-ray  in 
fractures,  but  emphasize  that  the  sources  of  error 
and  possibilities  of  misjudgment  of  the  findings  of 
the  radiogram  must  be  kept  in  mind. 

The  possibility  of  errors  resulting  from  faulty 
X-ray  technique  are  discussed  in  detail. 

The  treatment  of  an}'^  case  must  rest  upon  the 
surgeon's  ability  to  properly  interpret  the  plate 
and  the  clinical  findings.  The  X-ray  enables  us 
primarily  to  recognize  the  fracture  and,  second,  to 
classify  our  fractures  into  groups  for  methods  of 
treatment  much  more  accurately  than  formerly. 

Court  decisions  are  quoted  to  illustrate  the  legal 
status  of  the  X-ray  in  certain  injury  cases.  In  one 
case,  for  example,  the  skiagraph  was  admitted  as  evi- 
dence that  a  certain  patient  had  a  bullet  in  his  body, 
but  it  was  not  admitted  that  the  pictures  might  show 
which  of  two  courses  the  bullet  might  have  taken. 

In  a  second  case  the  court  admitted  X-ray  pictures 
to  give  the  jury  a  more  intelligent  idea  of  the  injury 
than  could  have  been  conveyed  by  description. 

In  another  case  X-ray  plates  of  a  fracture  of  the 
neck  of  the  femur  were  admitted  as  evidence  simply 
to  illustrate  or  make  clear  the  testimony  of  experts. 

The  authors  conclude  that  whether  for  judge  or 
jury,  the  X-ray  photograph  of  a  bone  or  joint  lesion 
is  evidence  simply  of  an  actual  condition,  and  only 
the  expert  is  capable  of  drawing  conclusions  as  to 
the  meaning  of  such  a  condition  and  to  interpret  the 
probable  effect  of  such  a  lesion  upon  the  possessor. 
Before  the  jury  a  radiogram  is  purely  secondary 
evidence,  a  mere  representation  of  a  condition 
existing,  and  from  that  radiogram  alone  no  judge 
or  jury  can  draw  conclusions  as  to  the  probable 
results  on  ultimate  function.        H.  Winnett  Okr. 


Neuhof,  H„  and  Wolf,  H.  F.:  The  End-Results 
of  Treatment  of  One  Hundred  Cases  of  Frac- 
ture of  the  Elbow;  Immobilization  in  Hyper- 
flexion  Combined  with  Early  Passive  Move- 
ments and  Massage.  Surg.,Gynec.  &rObsL,  1915, 
XX,  295. 

Cases  sent  from  different  surgical  departments  of 
a  large  out-patient  clinic  were  studied  to  determine 
results  of  various  methods  of  treatment  for  fracture 
of  the  elbow.  No  selection  of  material  was  made, 
those  in  which  the  final  outcome  could  be  determined 
being  taken  in  succession  to  the  number  of  one 
hundred.  Results  were  classified  very  simply  into 
"perfect"  and  "imperfect,"  the  former  consisting 
in  the  full  and  normal  range  of  motion. 

With  this  rigid  standard  "perfect"  results  vary 
from  23  to  81  per  cent  in  different  statistics. 
Of  the  authors'  one  hundred  cases  the  results  were 
"perfect"  in  53.  Their  statistics  demonstrate 
clearly  that  the  outlook  for  perfect  results  depends, 
not  upon  the  type  of  fracture  to  any  great  extent, 
but  upon  how  soon  massage  and  mobilization  are 
begun.  If  the  elbow  is  fixed  in  hyperflexion  and 
mobilization  and  massage  are  instituted  early, 
perfect  results  may  be  expected  almost  invariably  — 
they  were  found  in  22  of  the  authors'  23  cases. 
Early  physical  therapy  is  also  important  from  an 
economic  standpoint;  the  sooner  it  is  begun  the 
shorter  the  duration  of  the  treatment  and  the  loss  of 
function  of  the  elbow.  Six  of  the  patients  in  the 
authors'  series  were  operated  upon;  none  yielded 
perfect  results.  Such  excellent  results  have  been 
observed,  even  in  very  difficult  cases,  by  combining 
hyperflexion  with  early  mobilization  that  the 
authors  are  exceedingly  conservative  in  their  in- 
dications for  operation. 

The  rationale  and  technique  of  hyperflexion  are 
discussed  in  detail.  Any  flexion  short  of  hyperflexion 
does  not  abolish  the  lever  action  of  the  forearm  or 
the  distorting  influence  of  muscular  action. 

Additional  reasons  for  fixation  in  hyperflexion 
are:  (i)  The  triceps  acts  as  a  natural  splint  around 
the  lower  end  of  the  humerus.  (2)  The  carrying 
angle  is  maintained  perfectly  because  the  elbow 
is  fixed  with  the  forearm  and  arm  in  alignment. 
(3)  If  limitation  of  motion  does  follow  fracture,  the 
elbow  is  in  the  most  favorable  position. 

There  are  two  important  objections  to  immobiliza- 
tion in  extension :  (i)  The  slightest  lateral  movement 
may  rotate  the  broken  fragment  from  the  correct 
position.  (2)  Tendency  to  backward  displacement 
existing  in  most  elbow  fractures  is  in  no  way  pre- 
vented. 

In  the  technique  of  hj^erflexion  the  authors 
lay  especial  stress  upon  minimal  manipulations  in 
examining  and  setting  the  fracture.  They  are 
strongly  opposed  to  those  who  believe  that  crepitus, 
etc.,  must  be  elicited  in  order  to  make  the  examina- 
tion complete.  It  is  not  always  possible  to  entirely 
reduce  the  fracture,  yet  the  results  of  hyperflexion 
may  be  perfect.  Hyperflexion  means  the  most 
acute  flexion  possible  without  obliteration  of  the 
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radial  pulse;  the  sooner  after  fracture  it  is  carried 
out,  the  better  the  result.  A  simple  roller  bandage 
is  described;  it  securely  fixes  the  elbow  in  the 
hyperflexed  posture. 

The  object  of  massage  and  mobilization  is  the 
prevention  of  joint  stiffness,  whether  from  muscle 
atrophy,  changes  in  the  joint  capsule,  or  mechanical 
interference  of  bone  fragments.  The  authors  found 
that  the  two  objections  to  this  treatment  —  danger 
of  displacing  fragments  and  of  formation  of  ex- 
cessive callus  —  are  eliminated  by  scrupulous  ob- 
servance of  one  principle;  i.e.,  massage  and  mobiliza- 
tion must  be  painless.  This  is  especially  important 
in  children.  Massage  may  be  begun  very  soon 
after  fracture,  but  an  absolute  rule  for  the  com- 
mencement of  mobilization  cannot  be  made.  The 
X-ray  picture  and  freedom  from  pain  in  the  first 
attempts  are  the  best  guides.  The  authors  term 
mobilization  "early"  if  begun  within  two  weeks. 
Treatments  are  given  daily,  the  elbow  being  re- 
turned to  hyperflexion  after  each  treatment.  It 
is  rarely  necessary  to  maintain  hyperflexion  for 
more  than  three  weeks.  The  authors  conclude  with 
a  detailed  description  of  their  cases. 

Wyeth,  J.  A.:  Fracture  of  the  Patella;  an  Original 
Method  of  Retaining  the  Fragments  in  Apposi- 
tion.   /.  Am.  M.  Ass.,  1915,  Ixiv,  1752. 

Wyeth  describes  a  simple  method,  which  has  been 
successful,  for  holding  in  apposition  the  fragments 
of  a  fractured  patella.  The  edges  of  the  fragments 
are  exposed  by  a  transverse  incision  over  the  center 
of  the  separation  and  the  clot  washed  out  with  hot 
salt  solution.  The  edges  of  the  overhanging  con- 
nective tissue  are  stitched  with  a  continuous  fine 
linen  suture  and  the  skin  incision  closed  with 
running  chromicized  gut. 

The  holding  device  is  as  follows:  A  strong,  quar- 
ter-curved needle  (Hagedorn),  threaded  with  extra 
large  linen  (No.  5),  is  carried  across  the  lower  border 
of  the  lower  fragment,  dipping  deep  into  the  sub- 
stance of  the  patella  ligament  just  along  its  expanded 
attachment  to  the  patella.  The  joint  of  entrance 
and  exit  of  this  needle  should  be  about  1.25  inches 
apart,  and  the  thread  ends  left  8  inches  long. 

This  same  procedure  is  carried  out  along  the  upper 
edge  of  the  upper  fragment,  the  needle  not  going 
into  the  bursa  under  the  madricep  muscle.  The 
transverse  incision  is  then  covered  with  gauze  and 
the  ends  of  the  sutures  tied  tightly  together,  holding 
the  fragments  in  good  apposition.  A  cast  is  then 
applied,  which  is  to  be  worn  for  six  weeks;  walking 
on  crutches  being  allowed  at  the  end  of  a  week.  At 
the  end  of  six  weeks  the  threads  are  removed.  There 
is  no  danger  from  ankylosis,  and  the  results  from 
the  operation  have  been  good.  J.  W.  Sever. 

Hauke:    Treatment  of   Fractures  of   the  Patella 

(Zur    Behandlung    der    Patellarfrakturen).      Beiir. 
z.  klin.  Chir.,  1915,  xcv,  548. 

Until  within  the  past  year  and  a  half  Hauke 
treated  cases  of  fracture  of  the  patella  in  which 


operation  was  indicated  by  suturing  with  wire. 
He  gave  up  this  method  because  the  operation 
was  so  frequently  followed  by  arthritic  changes  in 
the  joint.  Among  15  cases,  4  were  treated  con- 
servatively with  3  good  results  and  one  poor;  the 
latter  case  had  been  earnestly  advised  to  have  an 
operation  but  refused.  There  were  no  signs  of 
arthritis  in  any  of  these  4  cases.  Of  the  11  cases 
operated  upon  6  healed  with  good  function;  there 
was  bony  union  in  only  one  however,  fibrous  in  the 
rest,  with  an  average  separation  of  the  fragments 
of  1.5  cm.  In  4  cases  the  results  were  moderately 
good  and  in  one  poor.  Of  the  15  patients,  4  were 
awarded  permanent  damages.  In  8  of  the  11  cases 
there  was  more  or  less  pronounced  arthritis  after 
the  operation,  which  caused  subjective  symptoms, 
sometimes  permanent,  sometimes  only  on  change  of 
weather. 

Since  he  has  given  up  wire  suture  he  follows  the 
method  recommended  by  Thiem,  Lauenstein,  and 
others.  The  joint  capsule  is  sutured,  and  also  the 
auxiliary  extensor  apparatus,  that  is,  the  periosteum 
and  peripatellar  ligaments.  In  old  cases  and  also 
in  recent  cases  with  wide  separation  of  the  frag- 
ments a  plastic  operation  is  added;  a  flap  is  formed 
of  quadriceps  fascia,  with  its  base  attached  to  the 
upper  fragment,  it  is  then  brought  over  and  at- 
tached to  the  lower  fragment.  He  thinks  it  is  not 
necessary  to  attain  bony  union,  as  good  functional 
results  are  often  obtained  when  there  is  only  fibrous 
union.  Four  cases  have  been  operated  upon  by  the 
new  method  with  good  results  in  3  and  moderately 
good  in  one.  There  have  been  no  signs  of  arthritis 
in  any  case.  A.  Goss. 

Riedl,  H.:  Fracture-Dislocation  of  the  Upper 
Tibia  Without  Injury  to  the  Fibula  —  a  Typical 
Injury  (Verrenkungsbruch  des  oberen  Schienbeins 
mit  Erhaltung  des  Wadenbeins  —  cine  typische 
Verletzung).    Zentralhl.  f.  Chir.,  1915,  No.  3,  33. 

Riedl  discusses  this  type  of  fracture  first  reported 
by  him  several  years  ago  and  adds  four  more  cases 
to  the  ones  reported.  The  fracture  is  really  a 
fracture-dislocation  of  the  knee-joint;  fracture  of 
the  upper  joint  surface  of  the  tibia  longitudi- 
nally, the  outer  condyle  of  the  femur  being  driven 
between  the  split  condyles  of  the  tibia  without 
injury  to  the  fibula. 

The  injury  in  each  case  was  due  to  a  fall  upon 
an  abducted,  extended  limb.  Apparently  two  forces 
are  necessary  in  the  production  of  the  injury,  one 
a  compressing  force  in  the  axis  of  the  limb,  and  a 
second  acting  from  without  inward  as  manifested 
by  the  weight  of  the  body  being  thrown  outward 
over  the  limb. 

External  examination  reveals  swelling  of  the 
knee  extending  downward  for  a  distance  on  the 
tibia,  a  definite  protrusion  on  the  outer  side  below 
the  joint,  slight  flexion  and  more  or  less  valgus 
position  of  the  leg;  there  is  usually  fixation  in  the 
position,  but  some  lateral  motion  is  permitted. 
The  radiograph  shows  the  tibia  split  between  and 
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separating  the  two  condyles,  the  fracture  extending 
downward  for  several  inches.  The  condyles  are 
separated  so  far  that  one  or  both  may  even  be 
entirely  broken  off.  The  separation  is  due  to  the 
fact  that  the  external  femoral  condyle  is  driven 
between  the  two  more  or  less  into  the  epiphysis 
of  the  tibia.  In  all  cases  the  outer  condyle  of  the 
tibia  is  displaced  without,  however,  having  lost 
its  connection  with  the  fibula.  The  patella  is 
likewise  dislocated  outward  to  the  same  extent. 
In  all  cases  several  small  pieces  of  bone  are  also 
found  in  the  neighborhood  of  the  joint. 

The  treatment  consists  in  applying  extension, 
and  after  the  muscle  spasm  has  been  overcome 
reduction  may  be  done.  Anaesthesia  is  to  be 
employed.  Traction  applied  to  the  limit  and  slight 
flexion  with  lateral  pressure  to  return  the  fragments 
to  their  places  is  the  method  of  reduction.  Occa- 
sionally, however,  the  outer  condyle,  supported  by 
the  fibula,  cannot  be  returned  to  its  normal  place 
and  must  be  replaced  by  the  open  method.  It  is 
important  to  retain  the  fibula,  and  care  must  be 
exercised  in  the  reduction  so  as  not  to  fracture  it. 
The  author  believes  that  since  he  has  seen  four 
such  fractures  in  the  last  six  years,  they  are  not 
at  all  uncommon  and  undoubtedly  have  been 
classified  among  other  fractures.  He  hopes  that 
he  has  stimulated  interest  so  that  the  surgical 
entity  may  be  separated  from  the  others. 

L.  A.  JUHNKE. 

Derge,  H.  F. :  The  Pathology  of  Repair  of  Fracture 
of  Bone,  with  Especial  Reference  to  the  Path- 
ology of  Delayed  and  Non-Union.  Wis.  M.  J., 
1915,  xiii,  468. 

Derge  presents  in  a  convincing  way  his  views 
regarding  methods  of  treatment  in  fractures  and 
his  reasons  (including  histopathology)  for  those 
views. 

He  says  that  a  simple  fracture  heals  by  the  devel- 
opment of  bone  in  the  blood-clot  between  and 
around  the  broken  ends  of  the  bones.  This  clot, 
especially  near  the  medulla  of  the  bone,  is  first 
converted  into  granulation  tissue,  then  connective 
tissue  takes  the  place  of  the  latter.  Meanwhile 
the  osteogenetic  cells  of  the  medulla  along  the 
blood-vessels  in  the  haversian  canals  in  the  compact 
bone  and  in  the  subperiosteum  form  three  layers  of 
callus.  By  the  third  or  fourth  week  bone  formation 
has  occurred.  Osteoclasts  clear  up  the  debris  and 
round  off  the  edges,  and  with  the  completion  of 
this  osteoporosis  the  union  of  the  bone  is  practically 
complete. 

Derge  dismisses  the  controversy  over  the  osteo- 
genetic functions  of  various  tissues  by  saying  that 
periosteum  is  osteogenetic  or  not  according  to 
whether  or  not  it  carries  with  it,  when  removed, 
some  of  the  underlying  osteoblasts. 

The  importance  of  accurate  approximation  and 
perfect  immobilization  are  emphasized.  Circula- 
tion must  not  be  impaired.  Infection  is  always  a 
serious  detriment. 


In  comminuted  fractures  the  small  pieces  must 
be  left  in  place  and  may  all  play  a  part  in  repair. 

Various  influences  are  spoken  of  which  may 
arrest  the  process  of  repair  and  cause  non-union, 
such  as  interposed  soft  tissue,  cystic  blood-clot 
which  will  not  organize,  infection,  etc. 

With  regard  to  the  bone  splint  Derge  says:  "The 
assertion  that  transplanted  bone  is  simply  osteo- 
conductive  has  not  passed  unchallenged";  and  also, 
"Again,  just  what  would  happen  if  these  transplants 
were  ....  devitalized  by  boiling  is  purely  a  matter 
of  conjecture."  (As  a  matter  of  fact,  exactly  this 
experiment  has  recently  been  performed  and  it 
was  found  that  fresh  bone  with  periosteum,  and 
a  piece  of  the  same  bone  which  had  been  boiled, 
when  transplanted  together,  behaved  in  exactly 
the  same  way.) 

He  emphasizes  the  necessity  for  exact  external 
splinting,  even  when  metal  or  bone  plates  are  used. 
If  plating  and  splinting  are  perfect  the  screws 
will  hold  and  a  recovery  is  obtained  with  a  minimum 
of  callus  formation.  The  plate  may  be  removed  or 
not.  H.  WiNNETT  Orr. 

Page,  C.  M.:  Aluminum  Skeleton  Splints  in  the 
Treatment  of  Compound  Fractures.  Brit. 
M.J.,  1915,  i,  839. 

The  author  tells  of  the  ease  with  which  spUnts  of 
all  standard  sorts  can  be  made  from  aluminum  bars 
and  shaped  as  wanted  because  of  the  malleability 
of  aluminum.  He  uses  simple  skeletons  of  alumi- 
num with  slings  and  loops  holding  the  extremity 
in  position.  Extension  is  easily  obtained  by  joint- 
ing the  aluminum  bars.  F.  C.  Kjdner. 

Smith,    J.    F. :     Open   Treatment   for   Fractures. 

Wis.  M.  J.,  1915,  xiii,  475. 

The  use  of  the  X-ray  permits  of  a  more  accurate 
diagnosis,  facilitates  a  more  exact  reduction,  and 
enables  the  patient  to  judge  more  accurately  the 
results  of  treatments. 

The  work  of  Lane  and  of  others  who  have  followed 
him  has  given  a  strong  stimulus  to  the  open  treat- 
ment of  fractures.  Unfortunately,  a  number  of  men 
whose  technique  is  favilty  have  followed  this  method, 
and  consequently  the  results  have  all  been  unsatis- 
factory. Where  the  technique  is  faultless,  the 
results  on  the  whole  have  been  most  satisfactory. 

The  advantages  of  the  open  treatment  are  that 
it  makes  possible  more  accurate  apposition,  facili- 
tates the  removal  of  interposed  muscle,  fascia  strips, 
etc.,  the  repair  of  injured  nerves,  or  removing  them 
from  danger,  and  the  securing  and  ligating  of  blood- 
vessels. 

A  serious  disadvantage  is  the  danger  of  compound- 
ing a  simple  fracture,  and  the  liability  of  sepsis, 
which  may  easily  result  unless  the  technique  is  as 
careful  as,  or  more  so  than,  that  employed  in 
abdominal  surgery.  Callus  formation  is  less  after 
the  use  of  interval  splints,  and  non-union  is  a  more 
frequent  result. 

Numerous  methods  of  internal  fixation  have  been 
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suggested:  plates,  clamps,  silver  wire,  etc.  None  is 
better  than  the  plate  and  all  have  their  place  in 
special  cases.  The  one  that  does  the  required  work 
with  the  least  amount  of  foreign  material  is  the 
best.  As  a  number  of  these  splints  must  be  re- 
moved later,  it  is  best  to  use  the  one  which  is  most 
easily  removed.  All  internal  splints  should  be 
covered  by  fat  or  muscle.  The  operation  is  simple 
when  done  a  week  or  ten  days  after  the  fracture. 
Later  the  results  may  be  less  certain. 

In  ununited  fractures  bone  transplants  give  the 
best  results.  In  recent  compound  fractures  the 
fragments  may  be  held  by  silver  wire.  The  wires 
may  be  held  by  shallow  grooves  and  should  be 
placed  to  prevent  overriding.  This  method  does  not 
introduce  septic  material  into  the  medullary  canal, 
and  the  wires  can  be  easily  removed. 

In  infected  fractures  the  sepsis  should  be  cleaned 
up  before  coaptation  is  attempted. 

In  fractures  of  the  patella  and  olecranon  open 
treatment  is  best.  The  most  satisfactory  method 
is  a  circular  suture.  Fractures  near  the  joint  offer 
the  most  favorable  conditions  for  plating.  In 
fractures  of  the  neck  of  the  humerus  or  femur, 
nails  or  screws  give  good  results. 

In  general,  then,  open  methods  of  treating  frac- 
tures are  most  suitable  in  cases  in  which  good  results 
cannot  be  secured  by  the  ordinary  methods.  Each 
case  must  be  judged  upon  its  own  merits.  Above 
all,  the  essential  to  success  is  faultless  technique. 
The  X-ray  should  be  constantly  used  in  checking 
results.  Archer  O'Reilly. 

Bauer,  A.:  Treatment  of  Fractures  of  the  Shaft 
and  Neck  of  the  Femur  with  Ambulatory 
Plaster  Casts  (Behandlung  von  Oberschenkel- 
und  Schenkelhalsbriichen  mit  Geh-Gipsverbanden). 
Beitr.  z.  klin.  Chir.,  1915,  xcv,  544. 

Ambulatory  plaster  casts  are  to  be  preferred  in 
many  cases  to  extension  treatment,  as  they  do  not 
keep  the  patient  in  bed  for  weeks.  The  essential 
feature  of  Bauer's  improved  cast  is  a  knee-band 
fitting  over  the  condyles  of  the  femur  like  a  horse 
collar.  It  is  provided  with  handles  which  extend 
out  through  the  plaster,  by  means  of  which 
strong  traction  can  be  exercised  directly  on  the  lower 
fragment,  on  the  same  principle  as  it  is  in  nail 
extension.  As  the  pressure  of  the  band  is  only  on 
the  condyles  there  can  be  no  injury  of  the  vessels 
and  nerves  in  the  popliteal  space.  Straps  pass 
upward  from  the  knee-band  and  come  out  above  the 
hip.  In  addition  to  making  it  possible  to  exercise 
traction  directly  on  the  lower  fragment,  this  ar- 
rangement allows  of  the  application  of  the  cast  in 
semiflexion,  which  is  the  surest  way  in  fractures  of 
the  femur  to  attain  accurate  coaptation  of  the 
fragments.  After  hardening  of  the  cast  the  band, 
which  has  been  oiled  to  facilitate  easy  removal,  may 
be  drawn  out  through  an  opening  left  for  that 
purpose  the  space  filled  in  with  gauze  by  means  of 
dressing  forceps,  and  the  opening  closed  with 
gauze.  A.  Goss. 
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Schultze,  F.:  Treatment  of  Ischaemic  Contracture 

(Zur   Behandlung   der   ischamischen    Kontraktur). 
Verhandl.  d.  deulsch.  orthop.Gesellsch.,  1915,  xxxv,  52. 

The  proper  treatment  for  ischaemic  contracture 
is  early  operation.  Shortening  of  the  bones  of  the 
forearm,  an  operation  that  has  been  much  in  favor, 
is  illogical;  the  abnormality  is  in  the  muscle,  which 
should,  therefore,  be  operated  upon.  The  operation 
of  choice  is  transverse  section  of  the  flexor  muscles. 
The  fingers  should  be  overextended  and  the  ends  of 
the  severed  muscles  united  with  a  tube  of  fascia 
lata.  The  dead  space  which  is  always  produced 
should  be  filled  in  by  the  implantation  of  fat.  Two 
cases  of  successful  operation  by  this  method  are 
described.  A.  Goss. 

Schanz,    A.:     Mobilization    of    Ankylosed    Joints 

(Beitrage  zur  Mobilisation  ankylotischer  Gelenke). 
Verhandl.  d.  deulsch.  orthop.Gesellsch.,  i9i5,xxxv,  25. 

Schanz  describes  his  operation  for  mobilizing 
ankylosed  joints,  the  essential  feature  of  which  is 
the  interposition  of  a  pediculated  flap  of  subcu- 
taneous fatty  tissue  between  the  new-formed  joint 
surfaces.  Details  of  the  operation  are  described  for 
the  elbow,  knee,  and  hip  joints,  and  successful  cases 
are  demonstrated.  The  joint  is  kept  in  plaster  for 
periods  varying  from  three  or  four  weeks  for  the 
elbow  to  eight  weeks  for  the  hip.  No  mechanical 
after-treatment  is  necessary  —  in  fact  it  is  even 
harmful.  A.  Goss. 

Breton,  P.  le:  A  Simple  Method  for  Forcible 
Traction  on  the  Leg  While  Applying  Plaster 
Casts.    Am.  J.  Orth.  Surg.,  1915,  xii,  722. 

The  apparatus  is  designed  to  supply  the  necessary 
traction  and  keep  the  foot  in  proper  position  while 
the  cast  is  being  applied,  when  assistants  are  scarce. 
The  ordinary  sacral  rest  with  padded  perineal 
extension  for  counterpressure  may  be  attached 
to  any  table  or  Bradford  frame;  then  two  ordinary 
lawn  tennis  reels  are  attached  to  the  foot  of  the 
frame  to  receive  the  tractor  straps. 

The  foot  is  gripped  with  two  pieces  of  webbing 
sewed  in  T-shape,  two  extra  pieces  3  inches  long 
with  a  buckle  attached  being  sewed  on  3  inches 
from  the  base  of  the  T.  The  base  of  the  T  is  placed 
over  the  tendo  achillis  and  the  ends  pass  in  front  of 
the  ankle  and  buckle  on  opposite  sides.  The  base 
is  the  tractor  strap,  which  is  attached  to  the  reels. 
The  ankle  being  well  padded,  no  difficulty  is  experi- 
enced in  removing  the  tractor  after  the  cast  is  put 
on.  The  apparatus  gives  a  steady  traction  with 
the  legs  in  the  proper  position.        H.  W.  Maltby. 

Finochietto,  R.:  Usefulness  of  Ventral  Decubitus 
in  Some  Leg  Amputations.  Ann.  Surg.,  Phila., 
1915,  Ixi,  616. 

Finochietto  claims  that  in  amputations  of  the 
upper  two-thirds  of  the  leg  the  patient  should  be 
placed   in   ventral   decubitus.     Examinations   and 
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dressings  can  also  be  done  to  advantage  in  this 
position.  All  classes  of  anaesthetics  can  be  ad- 
ministered and  are  well  borne  in  this  position.  In- 
spection and  any  desired  type  of  amputation  can 
be  carried  out  with  the  greatest  ease  by  changing 
the  angle  of  flexion  of  the  knee. 

Fkank  D.  Dickson 

Albee,  F.  H.:  Bone  Transplantation  (Meine  Ver- 
wendung  der  Knochenlransplantation).  Verhandl. 
d.  deutsch.  orthop.  Gesellsch.,  1915,  xxxv,  112. 

Albee  reports  253  cases  in  which  he  has  used  bone 
transplantation  during  the  past  three  years,  includ- 
ing 178  cases  of  Pott's  disease,  16  of  congenital 
club-foot,  17  of  unhealed  fractures  of  the  long  bones, 
14  of  paralytic  deformities  of  the  foot,  and  a  few 
operations  for  other  conditions,  such  as  replacing  the 
neck  and  head  of  the  femur  in  an  old  case  of  osteo- 
myelitis, correcting  paralytic  deformities  of  the 
hands,  correcting  a  poorly  developed  jaw,  mobilizing 
a  tuberculous  knee-joint,  covering  the  defect  in  the 
spina  bifida,  in  paralytic  and  congenital  luxation  of 
the  hip,  in  paralytic  scoliosis,  in  saddle  nose,  in 
tubercular  sacro-iliac  joint,  in  congenital  absence  of 
the  tibia,  to  fill  in  the  gap  in  the  bone  after  removal 
of  osteosarcoma,  and  to  mobilize  ankylosed  hip  and 
wrist-joints  by  transplantation  of  cartilage. 

In  the  operation  for  tubercular  spondylitis  he 
splits  the  spinous  processes  of  the  vertebrae  involved, 
so  as  to  form  a  groove  in  which  to  insert  the  trans- 
planted bone.  The  details  of  the  operation  are 
described.  The  patient  is  kept  in  bed  for  six  to 
eight  weeks.  The  operation  relieves  pain  and  other 
symptoms  and  prevents  the  deformity  from  growing 
worse,  but  it  corrects  the  existing  deformity  only 
in  early  cases  in  which  the  kyphosis  is  still  movable. 

In  unhealed  fractures  operations  involving  the 
use  of  Lane's  plates  or  other  foreign  material  involve 
the  danger  of  infection,  and  the  foreign  body  re- 
tards bone  repair.  Living  bone  on  the  other  hand 
hastens  formation  of  new  bone.  Albee  uses  an  inlay 
graft,  that  is,  a  groove  is  sawed  in  the  fragments,  a 
fragment  is  sawed  from  the  tibia  of  exactly  the  right 
size  to  fit  into  this  groove,  and  inserted  into  it.  In 
this  way  periosteum  is  applied  to  periosteum,  endos- 
teum  to  endosteum,  and  marrow  to  marrow,  so 
that  normal  relations  are  restored. 

In  club-foot  the  Achilles  tendon  is  cut,  and  an 
incision  made  in  the  scaphoid,  so  that  it  is  divided 
into  an  anterior  and  a  posterior  half.  The  position 
of  the  foot  is  overcorrected,  and  a  wedge  of  bone 
from  the  tibia  fitted  into  the  opening  in  the  scaphoid. 
The  wedge  is  sutured  in  place  with  kangaroo  tendon, 
the  foot  placed  in  plaster  in  an  overcorrected 
position  with  the  knee  flexed  for  four  weeks,  and 
then  for  four  more  weeks  in  a  plaster  cast  to  the 
knee. 

In  more  than  100  cases  Albee  has  had  100  per  cent 
good  results.  The  periosteum,  endosteum,  and 
marrow  must  always  be  transplanted,  as  they  are 
the  active  agents  in  producing  new  bone.  In  many 
cases  a  more  rapid  and  complete  union  between  the 


transplant  and  the  original  bone  can  be  secured  by 
applying  many  small  bone  splinters  at  the  site  of 
fracture.  These  unite  with  each  other  and  the 
transplant  and  aid  in  the  development  of  bone. 
The  bone  transplant  is  quite  resistant  to  infection; 
in  two  animal  experiments  in  which  infection 
occurred  a  part  of  the  transplant  became  necrotic 
and  was  discharged,  but  a  part  of  it  took.  The 
transplant  takes  within  four  weeks  if  the  connection 
with  the  original  bone  is  good.  The  inlay  transplant 
and  the  wedge  transplant  are  valuable  aids  in  the 
correction  of  bone  deformities.  A.  Goss. 

Stoffel,  A.:  My  Method  of  Tendon  Transplanta- 
tion (tJber  meine  Methode  der  Sehneniiber- 
pflanzung).  Verhandl.  d.  deutsch.  orthop.  Gesellsch., 
1915,  xxxv,  227. 

Stoffel  points  out  the  necessity  of  accurate  knowl- 
edge of  the  anatomy  and  physiology  of  muscles  and 
tendons  if  tendon  transplantation  is  to  be  successful. 
No  two  muscles  are  alike  in  length  or  thickness  of 
muscle-fiber,  nor  in  their  content  of  elastic  fibers. 
Every  muscle  with  its  tendon  forms  a  unit  that  can- 
not be  completely  replaced  by  any  other.  The 
problem  is  to  select  the  tendon  of  the  muscle  that 
most  nearly  corresponds  to  the  injured  one,  and  this 
can  be  done  only  if  the  operator  possesses  a  thorough 
knowledge  of  the  morphology  of  all  the  muscles 
under  consideration. 

Physiologists  speak  of  the  "tonus"  of  the  muscle, 
as  if  the  muscle  were  normally  always  under  a 
certain  degree  of  tension.  As  a  matter  of  fact  under 
anaesthesia  the  contractile  fibers  of  the  muscles  are 
absolutely  flaccid;  there  is  no  tension.  The  tendon 
to  be  transplanted  must  be  chosen  so  that  its 
muscle  in  its  new  position  can  maintain  exactly  its 
normal  physiological  length,  and  is  not  placed  under 
tension.  If  this  is  done  the  transplanted  muscle 
functions  normally  as  soon  as  the  plaster  is  removed, 
without  any  after-treatment.  The  tendon  can  be 
transplanted  with  the  limb  in  any  position  if  only 
the  necessary  length  of  the  transplanted  muscle 
for  that  position  is  determined  beforehand. 

The  transplanted  tendon  should  be  fixed  at  the 
natural  insertion  of  the  paralyzed  muscle.  Every 
muscle  with  its  tendon  forms  a  unit  and  should  be 
transplanted  intact  to  get  the  best  functional 
results.  If  the  muscle  is  transplanted  in  such  a  way 
that  the  tend(Mi  of  one  muscle  is  attached  to  the 
body  of  another  muscle  two  structures  are  united 
that  differ  anatomically  and  physiologically,  so  that 
the  best  results  cannot  be  obtained.  Shortening  the 
diseased  muscle  is  an  entirely  illogical  procedure 
and  should  never  be  done.  Another  erroneous 
method  is  to  attempt  to  make  joint  ligaments  from 
tendons.  The  tendon  is  a  cylindrical  structure,  the 
joint  ligament  a  broad,  flat  one;  moreover  the  tendon 
is  much  poorer  in  elastic  fibers  than  the  ligament, 
and  therefore  cannot  perform  its  functions. 

An  essential  feature  of  Stoffel's  operation  is  the 
electrical  examination  of  the  muscle  during  the 
operation.  A.  Goss. 
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ORTHOPEDICS  IN  GENERAL 

Davis,  G.  G. :  Study  of  Orthopedic  Surgery.    Therap. 
Gaz.,  1915,  xxxix,  305. 

The  word  "orthopedic"  is  derived  from  two 
Greek  roots,  "orthos,"  meaning  "straight,"  and 
"pais,'^  meaning  "child,"  not  from  the  Latin  root 
"pes,"  meaning  "foot."  The  specialty  of  ortho- 
pedic surgery  deals  with  deformities  in  all  parts  of 
the  body.  It  is  a  branch  of  general  surgery,  but 
differs  from  it  in  that  it  is  more  conservative, 
seeking  to  restore  disabled  parts  to  usefulness  rather 
than  amputating  or  excising  them.  It  differs 
further  in  that  operation  is  in  most  cases  only  an 
incident  in  the  cure.  A  surgeon  has  no  moral  right 
to  operate  on  an  orthopedic  case  and  then  turn  it 
adrift  as  cured.  The  work  requires  the  cultivation 
of  an  "orthopedic  mind"  and  an  infinite  amount 
of  patience  in  order  that  the  case  shall  be  followed 
up  and  treatment  continued  until  a  cure  is  effected. 
The  specialty  is  wide  and  is  regarded  as  a  final  resort 
where  cripples  of  all  varieties,  whether  congenital  or 
resulting  from  accident  or  disease,  can  be  restored 
to  usefulness. 

The  line  of  demarcation  between  the  specialty 
and  general  surgery  is  not  well  defined;  orthopedic 
cases  are  quite  frequently  met  with  under  the  care 
of  the  general  surgeon,  but,  as  the  rule  does  not  work 
both  ways,  general  surgical  cases  are  rarely  seen  in 
the  orthopedic  wards.  In  some  hospitals  all  frac- 
tures are  treated  by  the  orthopedic  service.  On  the 
whole,  most  bone  and  joint  cases  are  treated  by  the 
orthopedists.  These  include  a  vast  variety  of  lesions 
most  of  which  are  chronic.  Tuberculosis  of  the 
joints  constitutes  a  large  part  of  the  practice  of 
orthopedic  surgery.  The  treatment  of  this  disease 
requires  infinite  patience  and  watchfulness.  The 
paralyses  form  another  great  class  of  cases  which 
the  orthopedist  is  called  upon  to  treat. 

Poliomyelitis,  the  most  common  and  best  known 
of  these,  is  responsible  for  most  of  the  cripples  seen 
on  the  streets.  The  treatment  of  these  deformities 
requires  a  vast  resource  of  mechanical  skill  and 
careful  attention  over  a  long  period.  Prevention  is 
important  in  the  early  stages  of  this  disease.  It  is 
rare  that  a  limb  is  totally  paralyzed,  and  as  a  result  of 
loss  of  balance  of  muscular  power  the  limb  is  pulled 
into  deformity.  This  can  be  prevented  by  applying 
mechanical  devices  to  keep  the  limb  in  normal 
position.  The  physician  should  urge  parents  to  do 
all  in  their  power  to  bring  about  improvement.  He 
should  not  rob  a  distressed  mother  of  hope  by  play- 
ing the  part  of  a  "prophet  with  lugubrious  predic- 
tions," as  one  can  never  be  certain,  even  after  the 
allotted  year  and  a  half  or  two  years,  that  any  muscle 
is  absolutely  "dead." 

Cerebrospastic  paralysis  or  Little's  disease  is 
even  a  more  dreadful  affliction  than  poliomyelitis 
because  of  the  added  condition  of  mental  defect. 
It  becomes  the  unpleasant  task  of  the  surgeon  in 
these  cases  to  explain  to  the  mother  why  her  child 
does  not  walk  and  talk  as  other  children.     One 


should  not  rashly  predict  the  fate  of  such  a  child 
but  should  give  a  very  guarded  opinion. 

Another  large  class  of  cases  may  be  spoken  of  as 
static.  As  the  weight  of  the  entire  body  is  born 
on  the  feet,  it  is  evident  that  static  troubles  occur 
most  frequently  in  the  feet.  The  parts  which  serve 
to  maintain  equilibrium  and  bear  weight  are  bones 
and  ligaments  rather  than  muscles,  and  it  is  these 
which  yield  under  strain.  Less  frequently  disturb- 
ance of  balance  occurs  in  parts  higher  up  and  is  mani- 
fested by  scoliosis,  round  shoulders,  and  abdominal 
ptosis.  The  treatment  of  these  conditions  requires 
an  analytical  mind. 

In  this  paper,  which  was  delivered  as  an  address  to 
medical  students,  the  author  does  not  seek  to  teach 
facts,  neither  does  he  make  a  plea  for  the  specialty 
which  as  he  says  "needs  no  excuses"  or  "seeks  no 
favors";  rather  he  seeks  to  give  an  idea  of  what 
orthopedic  surgery  is  and  why  it  demands  special 
study.  W.  A.  Claek. 

Marshall,  H,  W. :  Importance  of  Vascular  Condi- 
tion in  Orthopedic  Cases.  Am.  J.  Orlh.  Surg., 
1915,  xii,  725. 

The  author  believes  that  the  vascular  condition 
in  the  presence  of  the  gross  lesion  of  the  orthopedic 
case  is  often  overlooked  and  he  suggests  that  more 
attention  be  given  to  the  vascular  condition. 

He  believes  the  blood  to  be  the  common  soil  in 
which  all  tissues  grow,  and  accordingly  upon  the 
condition  of  the  blood  depends  the  condition  of  the 
tissue  as  to  how  it  shall  develop  or  become  altered 
and  changed. 

It  is  natural  to  overlook  the  vascular  conditions 
because  they  act  slowly  and  internal  medicinal 
measures  are  so  complicated  in  their  results  in  com- 
parison to  mechanical  or  surgical  measures.  Cer- 
tain medical  measures  should  be  used  to  rectify 
conditions,  because  they  are  simple  and  harmless 
and  in  no  way  will  they  alter  extended  examination 
of  blood,  urine,  faeces,  lungs,  etc. 

The  use  of  iron,  cathartics,  reducing  diets,  and 
increased  elimination  from  circulation  are  all  be- 
lieved to  be  of  value  in  pathological  changes  of 
tissue. 

Several  types  of  cases  as  strains,  bony  changes, 
bursitis,  relaxed  muscles,  and  joint  changes  are  all 
discussed  in  some  detail  and  proper  medical  treat- 
ment suggested. 

He  believes  the  field  of  general  medication  has 
been  neglected  and  overlooked  and  that  orthopedic 
and  medicinal  measures  should  go  hand  in  hand, 
and  as  a  routine  tonic  eliminative  treatment  be 
prescribed  at  the  very  outset. 

C.  C.  Chatterton. 

Parkes,  W.  R. :  Madelung's  Deformity  of  the  Wrist. 

Illinois  M.  J.,  1915,  xxvii,  286. 

In  looking  into  the  literature  on  Madelung's 
deformity  Parkes  found  that  67  cases  had  been  re- 
ported up  to  1909  and  17  cases  during  the  last 
five   years.     He   gives   Madelung's  summarization 
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of  the  condition  as  a  form  of  disturbance  of  growth 
in  the  wrist-joint,  analogous  to  pes  valgum,  genu 
valgum,  and  scoliosis.  The  deformity  develops 
spontaneously,  with  pain  and  limitation  of  mobility 
of  the  wrist.  Flexion  may  be  increased,  but  exten- 
sion is  usually  greatly  restricted.  Restriction  of 
adduction  and  abduction  is  less  marked.  The  patients 
generally  belong  to  the  working  class,  but  the  de- 
formity can  scarcely  be  called  an  occupational  disease. 
It  usually  reaches  its  height  in  one  to  two  years. 
The  main  factors  in  the  formation  of  the  deformity 
are,  first,  the  action  of  the  flexor  muscles,  which 
are  more  powerful  than  the  extensors  and  which 
tend  to  stretch  the  extensor  tendons  and  ligaments 
of  the  wrist,  thus  exerting  a  forward  bowing  of  the 
radius;  second,  pressure  of  the  carpus  on  the  ante- 
rior edge  of  the  lower  extremity  of  the  radius  which 
causes  atrophy,  while  release  of  pressure  from  the 
posterior  edge  permits  hypertrophy  of  that  part. 
The  pathology,  etiology,  symptoms,  prognosis, 
and  treatment  are  briefly  discussed,  and  the  case  is 
reported  of  a  girl,  aged  15  years,  whose  wrist  and 
forearm  ached  after  using  them;  then  some  de- 
formity at  the  wrist  was  noticed.  This  with  the 
tenderness  of  the  joint  and  pain  on  motion,  increased. 
Six  months  from  the  beginning  of  symptoms  there 
was  limitation  of  motion,  which  gradually  increased 
until  extension  of  the  hand  on  the  wrist  was  quite 
impossible.  Flexion  was  more  marked  than  nor- 
mal. The  lower  end  of  the  ulna  was  seen  to  project 
posteriorly  abnormally  and  there  was  some  adduc- 
tion of  the  hand.  X-ray  showed  an  abnormal  curva- 
ture of  the  lower  end  of  the  first  row  of  carpal  bones. 
A  cuneiform  section  of  bone  was  removed  from  the 
radius  at  the  point  of  greatest  angularity,  permit- 
ting the  curvature  to  be  straightened.  As  there 
was  a  tendency  at  the  time  of  the  osteotomy  for 
the  fragments  to  spring  back  into  the  line  of  the  old 
curve,  a  small  vanadium  steel  plate  was  applied. 
This  served  to  hold  the  fragments  in  a  straight  line 
and  union  took  place  without  any  signs  of  disturb- 
ance other  than  tenderness  over  the  plate.     On  this 


account,  the  plate  was  removed  six  months  later, 
having  served  its  purpose  of  holding  the  fragments  in 
line.  Chakles  M.  Jacobs. 

Matti,  H.:  Tendon  Plastic  Operation  for  Paralytic 
Club-Foot  (Zur  Behandlung  des  paralytischen 
Klumpfusses;  neue  Methoden  der  Sehnenplastik). 
Deutsche  Ztschr.  f.  Chir.,  1915,  cxxxiii,  99, 

In  the  majority  of  cases  of  paralytic  club-foot 
following  poliomyelitis  or  other  unknown  causes 
there  is  paralysis  of  one  or  both  peroneal  muscles 
with  various  degrees  of  paralysis  of  the  extensor 
digitorum  communis  longus;  that  is,  only  the 
extensor  and  pronator  groups  of  muscles  are 
involved.  In  previous  methods  of  operation  the 
tendons  of  the  flexors  and  supinators  have  been 
used  to  replace  these  injured  muscles.  Matti 
thinks  this  is  an  incorrect  procedure.  He  describes 
three  forms  of  operation  which  he  uses  in  such  cases 
and  gives  illustrations,  together  with  a  discussion  of 
the  various  types  of  cases  in  which  each  is  suitable. 

In  the  first  he  splits  off  a  piece  of  the  tendon  of 
the  peroneus  longus  and  uses  it  to  provide  a  second 
attachment  for  the  tibialis  anticus  at  the  head 
of  the  fifth  metatarsal  bone.  This  does  not  inter- 
fere at  all  with  the  normal  dorsal  extension  or  supi- 
nation of  the  tibialis  anticus,  but  it  compensates 
perfectly  for  the  pronation  defect. 

His  second  method  is  to  shorten  the  peroneus 
tendon  or  produce  a  substitute  for  the  peroneus 
function  by  transplanting  a  lateral  flap  from  the 
tibialis  anticus  onto  the  tendon  of  the  peroneus 
longus  in  the  leg. 

The  third  method  is  to  divide  the  tendon  of  the 
peroneus  longus  high  up,  draw  it  through  a  button- 
hole back  of  the  head  of  the  fifth  metatarsal,  and 
implant  it  onto  the  tendon  of  the  tibialis  anticus 
above  the  ligamentum  cruciatum,  after  tunneling 
under  the  fascia  of  the  dorsum  of  the  foot.  This 
third  method  is  also  sometimes  indicated  in  gunshot 
injuries  that  involve  the  motor  nerves  for  the  pero- 
neal muscles.  A.  Goss. 
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Trout,  H,  H.:  Spina  Bifida;  Tibial  Transplant, 
Father  to  Child.  Surg.,  Gynec.  &°  Obst.,  1915,  xx, 
523- 

Trout  reports  a  case  in  which  he  obtained  a 
tibial  graft  from  the  father  and  employed  it  to 
close  a  defect  in  the  lumbosacral  region.  This 
graft  was  about  4x6  cm.  and  2  mm.  in  thickness, 
and  being  obtained  in  this  shape  by  means  of  a  cir- 
cular saw  there  was  no  entrance  into  the  medullary 
cavity  of  the  tibia.  In  fact.  X-ray  taken  two 
months  after  the  removal  of  the  graft  failed  to  show 
the  place  from  which  the  graft  had  been  removed. 

He  does  not  approve  of  opening  the  sac  at  all 
further  than  to  aspirate  the  fluid  slowly  and  then 
close  up  the  hole  made  by  the  aspirator  by  means 


of  ligature.  In  this  manner  danger  of  infection 
is  averted  and  the  shock  incident  to  dissection  of 
nerve  roots  is  eliminated.  The  collapsed  sac  is 
shoved  into  the  opening  in  the  spinal  column,  a 
graft  placed  over  it  and  sutures  applied  between 
the  periosteum  of  the  graft  and  the  spinous  and 
transverse  processes  of  the  child.  X-rays  show 
considerable  growth  of  the  graft  after  four  months. 
The  result  is  perfect  and  the  child  is  enjoying  excel- 
lent health. 

The  advantages  of  the  method  are  the  quickness 
and  ease  with  which  operation  can  be  done,  the 
elimination  of  the  shock,  the  great  lessening  of 
the  chances  of  infection,  and  the  closure  of  a  defect 
in  a  bony  column  with  bone. 
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Cramer,   K.:    Operation  in  Spina  Bifida  Occulta 

(tlber  Operationsbefunde  bei  Spina  bifida  occulta). 
Verhandl.  d.  deutsch.  orlhop.  Gesellsch.,  1915,  xxxv,  21. 

Cramer  calls  attention  to  the  frequency  of  various 
deformities  of  the  feet  in  cases  of  spina  bifida  oc- 
culta. He  describes  9  cases  upon  which  he  op- 
erated. Two  of  the  cases  are  still  under  observa- 
tion, and  there  was  almost  complete  restoration  to 
normal  of  the  feet  in  5  of  the  other  7  cases.  Of  course 
the  recovery  was  a  slow  process,  requiring  weeks 
or  even  months.  He  advocates  a  closer  study  of 
the  pathological  anatomy  of  such  cases  with  a 
view  to  selecting  those  suitable  for  operation. 
In  his  cases  there  were  small  lipomata  in  the  dural 
sac,  but  with  the  exception  of  one  case  these  did  not 
contain  nerve-fibers.  A.  Goss. 

Schede,  F.:  Experimental  Studies  in  the  Correc- 
tion of  Scoliosis  (Experimentelle  Studien  zum 
Redressement  der  Skoliose).  Verhandl.  d.  deutsch. 
orthop.  Gesellsch.,  1915,  xxxv,  319. 

Schede  has  been  using  Abbott's  method  of  treat- 
ing scoliosis  at  the  Miinchen  orthopedic  polyclinic 
since  the  spring  of  191 2.  He  has  performed  experi- 
ments with  spinal  columns  taken  from  corpses  of 
patients  who  had  scoliosis,  and  also  treated  a  series 
of  cases  comparatively,  some  by  correction  in 
Abbott's  position  with  plaster  applied  according  to 
Abbott's  directions,  others  by  correction  in  a  position 
of  lordosis  with  plaster  applied  in  the  same  way, 
others  by  correction  in  an  upright  median  position, 
and  still  others  by  simple  extension  applied  to  the 
head  and  pelvis  without  any  lateral  pressure. 

Abbott  asserted  that  his  method  simply  reverses 
the  process  by  which  the  scoliosis  arises,  and  that 
therefore  even  rigid  scolioses  can  be  overcorrected. 
Schede  thinks  this  theoretical  principle  is  wrong  and 
he  has  never  been  able  to  even  completely  correct 
a  rigid  scoliosis  by  any  method  of  treatment. 
Abbott  is  also  wrong  in  his  assertion  that  his  kyphot- 
ic position  loosens  up  the  rigid  spinal  column;  on  the 
contrary  it  increases  the  rigidity  because  the  longi- 
tudinal tension  is  increased  in  this  position.  Schede 
experimented  with  the  spinal  columns  of  cadavers 
to  find  out  in  which  position  the  lateral  mobility  of 
the  spinal  column  was  greatest,  and  found  that  it 
was  greatest  for  all  segments  in  the  physiological 
position  for  that  segment,  that  is,  for  the  thoracic 
column  in  its  physiological  position  of  kyphosis,  in 
the  lumbar  column  in  lordosis,  which  is  its  normal 
position.  Any  change  or  increase  in  the  normal 
curve  decreases  the  lateral  mobility. 

He  found  that  in  71  per  cent  of  the  cases  simple 
extension  without  any  lateral  pressure  was  better 
than  any  other  method.  The  results  obtained  by 
methods  where  lateral  pressure  is  exerted  are  not 
due  to  the  pressure  on  the  ribs,  but  to  the  force 
exerted  indirectly  on  the  spinal  column,  which  is 
exercised  directly  in  extension.  For  cases  of  mov- 
able scoliosis  the  median  position  is  the  best;  for  rigid 
scoliosis  lordosis  is  preferable.  Abbott's  position  of 
kyphosis  is  not  superior  in  any  class  of  cases. 


Rontgen  pictures  are  given  of  cases  before 
and  after  treatment  by  the  various  methods. 

A.  Goss. 

Miiller,  G.:  My  Experience  with  Abbott's  Scoliosis 

Treatment(Meine  Erfahrungen  mit  der  Abbottschen 
Skoliosenbehandlung).  Verhandl.  d.  deutsch.  orthop. 
Gesellsch.,  1915,  xxxv,  346. 

Miiller  studied  Abbott's  method  at  the  Hospital 
for  Crippled  Children  in  New  York,  and  describes 
the  technique  that  he  uses  in  its  application.  He 
believes  that  the  effect  on  the  spinal  deformity  is 
apparent,  rather  than  real.  From  the  patient's 
appearance  it  might  be  assumed  that  there  had  been 
a  great  correction,  but  a  rontgenogram  shows  that 
there  has  been  little  or  no  change  in  the  curve. 
There  is,  however,  a  marked  improvement  in  the 
thoracic  deformity,  and  it  is  this  that  causes  the 
great  improvement  in  appearance.  This  improve- 
ment in  the  form  of  the  thorax,  in  addition  to  its 
cosmetic  value  and  the  psychic  effect  on  the  patient 
and  his  family,  improves  the  heart  action  and  respi- 
ration. The  patients  have  a  better  color,  due  to  the 
increased  activity  of  the  heart  and  lungs.  While 
Abbott's  method  does  not  really  cure  scoliosis,  Miil- 
ler regards  it  as  the  best  method  in  use  at  present. 
Abbott  has  pointed  out  the  right  direction;  it  must 
be  followed  up  by  further  work.  A.  Goss. 

Maas,  H. :  Operative  Treatment  of  Severe  Scoliosis 

(Operative  Behandlung  schwerer  Skoliosen).  Ver- 
handl. d.  deutsch.  orlhop.  Gesellsch.,  1915,  xxxv,  367. 

The  failure  of  all  the  methods  of  treatment  of 
scoliosis  by  corrective  plaster  casts  is  due  to  the 
fact  that  the  rigid  spinal  column  and  deformed 
thorax  offer  too  much  resistance  to  correction. 
Diagrams  are  given  showing  the  deviation  and 
rotation  of  the  thorax  and  the  effect  of  this  dis- 
placement on  the  growth  of  the  ribs.  To  overcome 
this  deformity  and  render  the  thoracic  wall  capable 
of  replacement  in  a  normal  position  Maas  suggests 
resection  of  a  segment  of  the  ribs  on  the  concave 
side.  He  describes  two  cases  in  which  he  per- 
formed this  operation  on  children,  resecting  4  to 
6  cm.  of  the  posterior  part  of  the  ribs  subperiosteally. 
The  effect  on  the  mobility  of  the  thorax  was  strik- 
ing. He  did  not  apply  the  plaster  corset  immedi- 
ately after  the  operation,  and  when  he  did  apply 
it  8  or  10  days  later  he  found  that  the  gain  had 
been  partially  lost;  therefore  he  recommends  that 
the  plaster  jacket  be  applied  at  the  close  of  the 
operation  while  the  child  is  still  under  anaesthesia. 
This  operation  is  best  adapted  for  severe  cases  of 
dorsal  scoliosis  in  young  children.  A.  Goss. 

Erlacher,   P.:    Albee's  Operation  for  Spondylitis 

(Beitriige  zur  operativen  Versteifung  der  Wirbel- 
saule  nach  Albee).  Verhandl.  d.  deutsch.  orlhop. 
Gesellsch.,  1915,  xxxv,  138. 

Erlacher  describes  four  cases  in  which  he  used 
Albee's  method  of  bone  transplantation  in  tubercular 
spondylitis.    The  spinous  processes  of  the  vetrebrae 
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involved  are  split  and  a  piece  of  bone  inserted,  with 
the  object  of  producing  rigidity  of  the  spinal  column 
and  dispensing  with  the  necessity  of  wearing  a  cor- 
set. In  three  of  the  cases  the  results  were  good. 
Pain  was  relieved,  the  patients  could  walk  comfort- 
ably without  a  corset,  and  the  gibbosity  decreased 
somewhat.  In  these  cases  a  part  of  the  tibia  was 
used  for  the  splint.  In  the  fourth  case,  which  was 
a  failure,  the  splint  was  made  from  a  part  of  the 
scapula.  The  transplant  was  absorbed  after  a  few 
weeks;  hence  Erlacher  advises  against  the  use  of 
the  scapula  for  this  purpose.  Albee's  operation  is 
indicated  for  the  purpose  of  relieving  symptoms, 
freeing  the  patient  from  the  wearing  of  a  corset,  and 
preventing  any  increase  of  the  deformity.  It  does 
not  of  course  cure  the  tuberculous  process;  for  this 
purpose  heliotherapy  is  recommended.        A.  Goss. 

Goldthwait,  J.  E.:  A  Case  of  Pott's  Paraplegia  with 
Complete  Paralysis  Lasting  for  Five  Years; 
Recovery  After  Treatment.  Am.  J.  Orth.  Surg., 
1915,  xii,  671. 

The  author  reports  a  case  of  complete  recovery 
from  paraplegia  of  five  years'  duration. 

The  patient  had  had  Pott's  disease  of  the  lower 
dorsal  spine  for  twenty  years.  Had  suffered  twice 
before  with  paraplegia,  and  once  a  laminectomy  was 
done.  Upon  three  occasions  she  had  been  unable  to 
move  her  limbs  for  five  years. 

The  treatment  was  good  hygiene,  plaster  bed  in 
hyperextension,  massage,  and  a  light  brace  when 
she  was  able  to  get  up.  No  operation  was  per- 
formed. 

The  author  calls  attention  to  the  fact  that  a 
complete  paralysis  may  exist  and  that  the  spinal 
cord  may  still  remain  viable  after  a  considerable 
length  of  time.  C.  C.  Chatterton. 

Biesalski,  K. :  Experience  with  Forster's  Operation 
in  Little's  Disease  (Meine  Erfahrungen  mit  der 
Forsterschen  Operation  bei  der  Littleschen  Krank- 
heit).    Ztschr.f.  orthop.  Chir.,  1915,  xxxv,  57. 

Biesalski  has  operated  upon  9  cases,  3  of  them 
four  years  ago,  4  two  and  one-half  years,  i  one  year, 
and  I  six  months.  The  age  of  the  children  varied 
from  five  and  one-half  to  twelve  and  one-half  years, 
and  in  all  of  them  the  Wassermann  was  negative. 
The  technique  was  the  one  usually  used  for  the 
operation.  In  2  cases  he  cut  the  second  and 
fourth  lumbar  roots  and  the  first  sacral,  in  5  the 
second,  third,  and  fifth  lumbar  and  the  first  sacral, 
in  2  the  second,  third,  and  fifth  lumbar  and  the 
first  and  second  sacral.  He  thinks  it  is  not  of  so 
great  importance  to  select  the  roots  with  great 
care  as  to  resect  as  many  as  possible,  so  as  to  exclude 
peripheral  stimulation  as  far  as  possible.  With 
the  exception  of  the  first  case,  where  he  followed 
Forster's  advice,  he  has  operated  in  one  stage,  and 
he  thinks  this  is  absolutely  indicated  in  children; 
for  in  them  the  opening  of  the  spinal  canal  is  com- 
paratively easy.  When  the  dura  is  reached  the 
hardest  part  of  the  operation  is  accomplished.     The 


opening  of  the  dura,  resection  of  the  roots,  and 
closure  of  the  wound  do  not  take  more  than  12  or 
15  minutes.  He  lost  the  case  which  he  operated 
on  in  two  stages.  After  the  first  operation  there 
was  an  iodine  eczema  followed  by  superficial  gran- 
ulation, and  he  was  obliged  to  perform  the  second 
operation  while  some  of  the  granulations  persisted; 
although  these  were  curetted  away  as  carefully 
as  possible,  infection  took  place  through  some  small 
invisible  remnant  of  granulations,  and  the  child 
died  of  suppurative  meningitis. 

Histories  of  the  9  cases  are  given:  i  died;  in  2 
severe  cases  of  tetraplegia  with  athetosis  there  were 
no  results;  in  i  case  of  tetraplegia  without  athetosis 
the  legs  improved  greatly,  while  the  right  arm, 
which  had  been  treated  by  other  operations  was 
worse  than  the  left  which  had  not  been  treated. 
One  case  of  paraplegia  with  imbecility  improved 
considerably  though  the  after-treatment  was  given 
at  home  and  quite  imperfectly;  the  improvement, 
he  thinks  was  greater  than  would  have  been  possible 
with  any  other  method.  The  results  in  4  cases  of 
paraplegia,  2  with  and  2  without  tenotomy,  were 
satisfactory.  He  thinks  with  his  present  experience 
that  the  operation  was  not  indicated  in  the  3  tetra- 
plegia cases.  In  5  cases,  3  without  tenotomy, 
there  was  marked  improvement,  where  no  results 
could  have  been  hoped  for  by  other  methods. 

The  operation  is  not  indicated  in. cases  of  tetra- 
plegia, athetosis,  or  epilepsy;  but  in  pure  paraplegias 
without  chorea,  athetosis,  or  ataxia,  in  which  the 
spastic  phenomena  predominate  over  those  of 
paralysis,  the  operation  is  of  great  value.  It  is  in 
danger  of  being  underestimated  now,  on  account  of 
the  reaction  from  the  exaggerated  enthusiasm 
aroused  by  its  first  introduction;  a  thing  that  is 
apt  to  happen  with  all  new  methods.  A.  Goss. 

Mauclaire,  P.:    Late    Results    of    Four    Cases    of 
Operation  for  Injuries  of  the  Brachial  Plexus 

(Resultats  eloignes  de  quatre  cas  d'intervention 
pour  plaies  du  plexus  brachial).  Bull,  et  m6m.  Soc. 
de  chir.  de  Par.,  1915,  xli,  1210. 

Mauclaire  describes  four  cases  of  injury  of  the 
brachial  plexus.  The  first  patient  was  struck  in 
the  supraclavicular  region  by  a  shell.  The  paraly- 
sis showed  that  there  was  injury  of  the  common 
radiocircumflex  trunk.  He  performed  anastomosis 
between  this  and  a  neighboring  trunk  of  the  plexus 
which  resulted  in  progressive  improvement  in  the 
paralysis.  In  the  second  case  a  bullet  had  fractured 
the  clavicle  and  injured  the  plexus.  There  was 
complete  paralysis  of  the  arm  and  intense  and  per- 
sistent pain.  Three  months  later  he  resected  a 
callus  that  was  compressing  the  plexus,  with  great 
improvement  in  the  condition.  In  the  third  case 
he  performed  anastomosis  of  the  radiocircumflex 
branch  with  a  neighboring  large  nerve-trunk,  with 
slight  improvement  in  the  condition.  In  the 
fourth  case  he  has  not  been  able  to  find  any  lesion 
of  the  nerve-trunks,  and  the  paralysis  persists. 

RiCARD,  RiCHE,  and  Walther  cited  cases  similar 
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to  those  of  Mauclaire  in  which  there  had  been 
spontaneous  improvement;  they  therefore  do  not 
advocate  early  operation  in  such  cases. 

Mauclaire  pointed  out,  however,  that  in  his  first 


case  he  had  waited  five  months,  and  in  the  second 
three,  and  he  considered  that  long  enough.  He  still 
holds  that  anastomoses  between  the  branches  of  the 
plexus  may  give  valuable  results.  A.  Goss. 


SURGERY  OF  THE  NERVOUS   SYSTEM 


Svindt,  I.:  Treatment  of  Sciatica  by  Continuous 
Extension  (Behandlung  af  Ischias  med  kontin- 
uerlig  Extension).  Ugesk.f.Laeger,  Kj^benh.,  1915, 
Ixxvii,  597. 

Svindt  treats  sciatica  by  means  of  continuous 
extension,  such  as  is  applied  in  fracture  of  the 
neck  of  the  femur,  and  so  far  he  is  very  well  satis- 
fied with  this  method  of  treatment  which  he  has 
used  in  26  of  the  41  cases  of  sciatica  that  he  has 
had  occasion  to  treat  in  the  past  five  years.  The 
patients  were  freed  from  pain  and  most  of  them 
were  permanently  cured.  Their  ages  were  from 
22  to  74  years.  These  results  are  probably  due  to 
the  complete  rest  of  the  muscles.  The  extension 
applied  is  probably  not  enough  to  really  stretch 
the  nerve;  4  kilograms  are  applied  at  first  and 
gradually  increased  to  7  or  8  kilograms.  The  pain 
generally  disappears  entirely  when  a  weight  of  7 
kilograms  is  reached. 

A  sedative  may  be  given  the  first  few  days  if 
required;  after  that  salicylates  are  given  for  a 
few  days.  In  one  case  the  sciatica  recurred  in 
about  six  weeks,  but  extension  treatment  was 
given  again  at  home  and  the  patient  has  had  no 
further  recurrence.  There  was  recurrence  in  one 
other  case  several  times,  but  the  attacks  have 
always  been  so  mild  as  not  to  interfere  with  the 
patient's  work.  A.  Goss. 

Hohmann,  G.:  Stoffel's  Operation  in  Spastic 
Paralysis  (Weitere  Erfahrungen  mit  der  Stoffel- 
schen  Operation  bei  spastischen  Lahmungen). 
Verhandl.  d.  deulsch.  orthop.  Gesellsch.,  1915,  xxxv, 
84. 

Hohmann  has  used  Stoflfel's  operation  in  cases  of 
Little's  disease  in  children  and  adults  and  has  always 
had  marked  success.  Almost  all  of  the  cases  were 
recurrences  after  tenotomy.  He  has  operated  on 
the  obturator  for  adduction  of  the  hip,  on  the  tibial 
for  talipes  equinus,  and  on  the  femoral  for  con- 
tracture of  the  rectus  and  sartorius. 

He  has  also  had  good  results  in  infantile  cerebral 
hemiplegia;  function  was  restored  by  operations  on 
the  tibial  and  median.  As  the  operations  were 
performed  over  two  years  ago  he  believes  the  results 
are  permanent. 

He  has  not  had  such  good  results  in  operating  for 
contractures  of  the  hands  and  feet  resulting  from 
apoplexy  in  adults.  In  the  case  of  an  apoplectic 
patient  43  years  old  there  was  recurrence  of  the  con- 
tractures after  two  or  three  months,  and  there  were 
also  troublesome  neuralgic  pains  in  the  extremities 
for  a  long  time  after  the  operation.     The  unsatis- 


factory results  in  apoplexy  may  be  partly  due  to  the 
fact  that  there  is  flaccid  paralysis  of  the  antagonists 
of  the  spastic  muscles;  sometimes  the  result  is 
spoiled  by  a  repetition  of  cerebral  hemorrhages, 
and,  moreover,  these  patients  often  do  not  assist 
in  the  after-treatment,  which  is  indispensable  to 
success  in  this  operation.  Therefore  he  recom- 
mends the  operation  for  Little's  disease  and  in- 
fantile cerebral  hemiplegia,  but  not  for  apoplexy. 

A.  Goss. 

Stein  thai:  The  Closure  of  Larger  Nerve  Gaps  by 
Means  of  Tubules  (Die  Deckung  grosserer 
Nervendefekte  dutch  Tubularnaht).  Beitr.  z.  klin. 
Chir.,  1915,  xcvi,  295. 

Steinthal  reviews  the  literature  of  the  experi- 
mental and  clinical  use  of  tubules  of  various  sorts 
(decalcified  bone,  hardened  veins  or  arteries,  rubber 
and  magnesium  tubes)  and  loop  sutures  to  facilitate 
the  regeneration  of  nerves  over  distances  of  several 
centimeters,  and  recites  in  detail  one  case  of  his 
own. 

In  this  case  the  gap  in  the  ulnar  nerve  was  too 
large  to  allow  of  direct  approximation  of  the  ends. 
The  stumps  were  therefore  drawn  into  a  rubber 
drain  and  prevented  from  slipping  out  by  means 
of  stitches.  The  distance  between  the  stumps  was 
about  one  centimeter.  Two  months  later  the  wound 
was  reopened  to  remove  the  drain.  It  was  found 
that  there  had  been  no  regeneration  of  the  nerve  at 
all  and  the  ends  were  still  one  centimeter  apart. 
Since  direct  approximation  was  not  possible,  the 
peripheral  end  was  loosened,  lifted  out  of  the  ulnar 
groove,  and  displaced  forward  far  enough  to  allow 
direct  contact  and  suturing  with  the  central  stump 
by  forced  flexion  of  the  elbow. 

The  author  concludes  that  bridging  by  tubules  or 
loop  stitches  is  unsatisfactory  and  that  implantation 
or  direct  suture  by  forced  joint  positions  are  more 
desirable  methods.  M.  M.  Mattheis. 

Hofmeister,  von:  Concerning  Double  and  Mul- 
tiple Nerve  Implantation  (tJber  doppelte  und 
mehrfache  Nervenpfropfung  bei  Schussverletzungen 
der  Nerven).    Beitr.  z.  klin.  Chir.,  1915,  xcvi,  329. 

After  a  general  discussion  of  the  number  of  cases 
of  wounding  of  peripheral  nerves  seen  in  the  present 
war,  the  similarity  of  shot  direction,  and  the  com- 
plications with  vessel  injuries  and  scar  formations, 
Hofmeister  introduces  his  description  of  nerve  im- 
planting by  strongly  recommending  the  injecting 
of  all  nerve-sheaths,  whether  to  be  operated  or 
merely  exposed  during  the  operation,  with  novo- 
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caine-suprarenin  solution  (>2  per  cent  novocaine 
solution  plus  I  drop  suprarenin  solution  to  each 
lo  ccm.)-  He  claims  diagnostic,  prophylactic,  and 
curative  virtues  for  this  procedure. 

It  is  obvious,  he  says,  that  the  most  desirable 
material  for  bridging  the  defect  in  nerves  would  be 
one  which  is  to  the  greatest  possible  extent  independ- 
ent of  the  size  of  the  defect  and  the  nature  of  the 
soft  parts  of  the  wounded  area,  and  which  would 
permit  uninterrupted  healing  and  easy  penetration 
of  the  new  fibers.  His  method  —  for  which  he  claims 
originality  —  is  a  step  in  this  direction,  inasmuch 
as  he  utilizes  as  a  bridge  for  whole  nerves  other 
nerve-trunks,  and  for  separate  broken  fibers  their 
own  or  another  trunk.  It  is  true  that  nerve  implan- 
tation has  been  done  before,  but  in  those  cases  only 
the  peripheral  stump  was  implanted  in  a  parallel 
trunk  and  the  central  stump  was  ignored.  In  this 
way  the  peripheral  area  involved  was  supplied  from  a 
foreign  center  and  not  from  its  own.  The  double 
implantation,  on  the  contrary,  utilizes  the  parallel 
nerve  merely  as  a  splint  and  guide  for  the  regenera- 
tion of  the  fibers  of  the  severed  nerve. 

In  addition  to  the  difficulty  which  frequently 
attends  the  use  of  a  foreign  center  to  activate  a 
peripheral  nerve,  it  occasionally  happens  that  the 
method  of  single  implantation  of  the  peripheral 
stump  injures  the  recipient  nerve,  since  some  of  its 
fibers  must  be  cut  more  or  less  transversely  and 
completely  severed  to  make  a  suitable  bed  for  the 
stump,  while  for  the  double  implantation  only 
longitudinal  separation  of  the  fibers  of  the  bridge 
nerve  is  required.  In  fact,  it  is  not  even  necessary 
to  have  an  absolutely  healthy  nerve  as  bridging 
material.  A  nerve  that  has  suffered  somewhat  from 
pressure  may  be  utilized  or  even  a  severed  nerve 
whose  stumps  have  been  implanted  in  another 
nerve,  thus  making  possible  the  correction  of  several 
defective  nerves  in  one  wound  area  —  so-called 
multiple  implantation.  In  like  manner,  in  nerves 
which  are  not  completely  severed,  the  broken 
bundles  may  be  implanted  in  the  parent  trunk,  or 
if  it  is  not  wide  or  strong  enough,  they  may  be  im- 
planted in  a  neighboring  trunk. 

The  technique  used  is  as  follows: 

1.  All  scar  tissue  must  be  carefully  dissected 
out  and  all  defective  portions  of  the  injured  nerves 
cut  off.  Great  care  must  be  exercised  not  to  lose 
any  of  the  peripheral  portions  of  the  branches  passing 
off  from  the  trunk  to  various  muscles.  These  must 
be  carefully  preserved  for  later  implantation. 

2.  It  is  of  the  utmost  importance  that  all  of  the 
nerve  which  has  been  altered  by  scar  formation  be 
removed.  Palpate  the  stump  backward  from  the 
point  of  injury,  making  frequent  small  transverse 
incisions,  until  healthy  nerve  structure  is  encoun- 
tered. 

3.  After  the  necessary  resections  have  been  made, 
the  places  for  implantation  must  be  selected.  No 
rules  can  be  laid  down  for  this.  The  operator  must 
have  the  anatomy  of  the  part  sufficiently  in  mind  to 
select  a  parallel  trunk  of  similar  function  and  on  it 


suitable  points  for  the  implanting  of  the  stumps 
without  producing  tension.  The  severed  ends  may, 
of  course,  be  freely  dissected  out  and  carried  around 
or  even  through  intervening  structures.  Points 
should  be  selected  as  far  as  possible  from  the  wound 
to  avoid  inclusion  in  the  scar. 

4.  A  longitudinal  incision  is  made  in  the  bridge 
nerve,  the  length  varying  according  to  the  thickness 
of  the  nerve  to  be  implanted,  and  the  fibers  separated 
bluntly  as  much  as  may  be  necessary.  The  stump  is 
then  embedded  in  the  incision  by  means  of  fine 
catgut  sutures  lying  tangent  to  its  sheath  and  the 
edges  of  the  incision.  The  embedding  process  is 
assisted  by  means  of  forceps.  Additional  stitches 
may  be  made  through  the  sheaths  to  hold  the  stump 
in  place.  The  stumps  should  be  so  implanted  that 
their  cut  ends  point  in  the  direction  in  which  re- 
generation is  expected  to  take  place,  as  peripheral 
stumps  pointing  centrally  and  central  stumps  pe- 
ripherally. The  sheath  of  the  nerve  is  then  stitched 
in  such  a  manner  that  it  does  not  crowd  the  im- 
planted stump.  The  implantation  is  not  difficult 
unless  the  stump  is  thicker  than  the  bridge.  In  such 
a  case  there  is  also  a  certain  risk  of  injury  to  the 
recipient  nerve.  Two  or  three  hours  may  be  re- 
quired for  such  an  operation. 

5.  Great  care  must  be  exercised  not  to  injure  the 
bridge  nerve  in  any  way.  It  must  be  handled  and 
exposed  only  to  such  an  extent  as  is  absolutely 
necessary. 

6.  There  should  be  at  hand  at  every  nerve 
operation  a  small  aseptic  electrode.  It  is  very  useful 
for  examining  the  injured  nerve  during  operation. 
It  is  also  used  to  establish  the  identity  of  the  bridge 
nerve  without  unnecessary  dissection.  The  author 
uses  a  bipolar  electrode  with  a  very  short  distance 
between  the  platinum  points  which  uses  the  very 
weakest  faradic  current.  The  current  is  controlled 
by  a  healthy  nerve  or  muscle  in  the  field  of  opera- 
tion. 

7.  After  completion  of  the  sutures,  all  the  nerve- 
trunks  concerned  are  injected  with  the  novocaine- 
suprarenin  solution. 

8.  The  wound  over  the  site  of  implantation  is  to 
be  completely  closed.  The  area  of  the  excised  scar 
tissue  may  be  drained  or  packed  as  may  be  neces- 
sary, since  as  a  rule  the  site  of  implantation  is  suf- 
ficiently far  away  to  avoid  danger  from  this  source. 

Practical  work  with  this  method  will  show  that  it 
is  particularly  applicable  in  cases  in  which  other 
methods  of  correcting  nerve  defects  are  extremely 
difficult  or  even  impossible. 

Twenty-four  cases  are  described  in  detail,  with  a 
diagrammatic  illustration  of  the  procedure  carried 
out  in  each  case. 

One  of  the  cases  may  be  described  as  an  illustra- 
tion of  the  practical  application  of  the  method. 

The  patient  was  shot  on  the  seventh  of  August, 
1914.  The  bullet  crashed  through  the  rear  of  the 
automobile  in  which  he  was  riding,  shattered  the 
metal  rim,  and  passed  through  under  the  patient's 
right  arm,  causing  considerable  haemorrhage.    Care- 
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ful  examination  at  the  hospital  showed  a  grazed 
wound  of  the  right  thoracic  wall,  four  wounds  of  the 
inner  side  of  the  arm,  absence  of  the  radial  pulse, 
and  complete  absence  of  function  of  the  ulnar  and 
median  nerves.  Healing  of  the  wounds  was  un- 
eventful, except  for  the  discharge  of  a  few  small 
metal  splinters. 

On  November  19,  1914,  operation  was  performed, 
consisting  in  laborious  excision  of  the  extremely 
deep  indurated  scars.  After  complete  dissection  of 
the  area,  it  was  found  that  the  ulnaris,  medianus, 
and  cutaneus  antebrachii,  also  the  blood-vessels, 
were  completely  embedded  in  the  upper  scar.  A 
little  farther  down  was  an  aneurismal  varix  fed  by 
the  peripheral  stump  of  the  brachial  artery.  This 
was  extirpated.  About  two  inches  above  the  elbow 
a  large  metal  splinter  was  removed.  This  had 
caused  a  second  severing  of  the  medianus,  leaving 
after  resection  a  defect  twelve  centimeters  long. 
The  defect  in  the  ulnaris  was  ten  centimeters  long. 
The  radialis  was  used  to  bridge  the  gap  in  the  ulnaris. 
To  make  this  more  convenient,  the  median  head  of 


the  triceps  was  loosened  for  a  short  distance  from 
the  posterior  surface  of  the  humerus.  The  lower 
end  of  the  ulnaris  was  drawn  through  a  small  in- 
cision in  the  inner  head  of  the  triceps.  The  upper 
stump  of  the  median  was  then  planted  into  the 
upper  portion  of  the  ulnaris,  the  lower  stump  into  the 
lower  portion  of  the  ulnaris,  and  the  stumps  of  the 
cutaneous  in  like  manner  on  the  portions  of  the 
median. 

The  following  morning  the  function  of  the  radialis 
was  normal.  Twenty-eight  days  after  operation 
the  motor  function  of  the  ulnaris  had  returned,  and 
two  weeks  later  that  of  the  median  was  restored. 
The  first  of  February  the  strength  of  the  flexors  of 
the  hand  was  markedly  improved  and  a  little  motion 
was  obtained  in  the  flexor  profundus  digitorum. 
The  first  of  March  active  pronation  against  slight 
resistance  was  possible.  In  the  latter  half  of 
March  there  was  slight  motility  of  the  palmar  side 
of  the  second,  third,  and  fourth  fingers  and  of  the 
palm;  ulnar  conductivity  complete,  median  not  yet. 

M.  M.  Matthies. 


SURGERY  OF  THE   SKIN,   FASCIA,   AND  APPENDAGES 


Riedel:  Furuncle  Metastasis  (Erfahrungen  iiber 
Furunkel-metastasen).  Deutsche  med.  Wchnschr., 
1915,  Nos.  4  and  5,  94. 

Furuncles  and  panarititii  endanger  life  either 
by  involving  veins  or  by  the  formation  of  abscesses 
near  the  site  of  primary  trouble  or  far  distant  from 
it.  The  furuncles  situated  in  the  face  or  at  the 
anterior  side  of  the  neck  are  the  most  dangerous, 
as  the  abundance  of  veins  in  these  regions  frequently 
leads  to  thrombophlebitis.  The  thrombophlebitis 
of  the  facial  veins  leads  to  early  death  under  alarm- 
ing symptoms,  whereas  the  metastases  do  not 
develop  for  weeks  or  months,  so  that  frequently 
the  doubt  arises  whether  the  abscess  had  anything 
to  do  with  the  primary  disease.  It  is  surprising 
that  furuncles,  in  contradistinction  to  the  smallest 
skin  injury,  so  rarely  lead  to  lymphangitis. 

The  author  observed  54  cases  of  metastases 
arising  principally  from  furuncles,  only  a  few  from 
carbuncles,  and  1 2  of  these  were  fatal.  He  describes 
a  few  characteristic  cases  and  summarizes  his 
conclusions.  Even  the  smallest  furuncle  is  danger- 
ous. More  people  die  of  furuncle  metastases  than 
of  advancing  purulent  thrombophlebitis.  Young 
people  below  25  show  involvement  of  the  bones 
more  frequently  than  those  above  that  age.  On 
the  other  hand,  metastases  in  the  soft  parts  of 
older  people  cause  as  much  trouble  as  the  bone 
metastases  of  the  young.  Matastases  in  the  soft 
parts  are  frequent  in  the  brain,  muscles,  and 
especially  in  the  perinephritic  tissue,  occasionally 
also  in  the  kidneys.  The  superficial  lying  furuncle 
may  be  treated  conservatively  by  taking  off  the 
upper  skin  layer  and  applying  an  ointment  dressing. 
If  the  infiltration  increases  rapidly  and  is  painful, 


a  cross  incision  may  be  made.  The  deeper  lying 
furuncles  should  be  incised  immediately.  Carbuncles 
should  be  excised  in  ioto.  L.  A.  Juhnke. 

Schiile:     The    Treatment    of    Furunculosis     (Die 

Furunkelbehandlung).      Deutsche    med.    Wchnschr., 
1914,  No.  48,  2006. 

Schiile  incises  every  furuncle  within  the  first 
48  hours  by  burning  out  the  center  of  it  after 
anaesthetizing  it  with  2  per  cent  novocaine.  To 
prevent  the  formation  of  others  he  advises  cleaning 
the  skin  with  green  soap,  rubbing  it  with  alcohol, 
painting  suspicious  areas  with  tincture  of  iodine, 
and  the  early  burning  out  of  new  foci  of  infection. 
The  removal  of  hair  in  the  neighborhood  is  indicated. 

L.  A.  Juhnke. 

Freeman,  L.:   The  Prevention  of  Keloids  in  Scars. 

Ann.  Surg.,  Phila.,  1915,  Ixi,  605. 

Fascia  lata  is  abundant  and  easily  obtained. 
It  may  be  removed  from  the  thigh  in  narrow  strips 
or  in  large  areas  with  or  without  closure  of  the 
resulting  gap  in  the  fascia,  there  being  little  danger 
of  injury  to  the  function  of  the  extremity. 

The  hypertrophy  in  keloid  seems  to  be  due  mainly 
to  tension  upon  the  scar,  hence  it  is  seen  in  connec- 
tion with  longitudinal  incision  rather  than  with 
cross  incisions. 

Reasoning  from  this  standpoint,  the  author 
conceived  the  idea  of  using  a  slice  of  fascia  lata  on 
a  very  prominent  scar  on  a  young  woman's  neck. 
The  scar  extended  from  the  mastoid  to  the  center 
of  the  clavicle  and  was  as  wide  and  thick  as  one's 
thumb. 

A  strip  of  fascia  lata,  as  long  as  the  scar  tissue 
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and  as  broad  as  one's  finger,  was  procured  from  the 
thigh.  After  thoroughly  extirpating  the  scar  and 
undermining  the  edges  of  the  wound,  the  strip  was 
spread  lengthwise  beneath  the  incision.  It  was 
then  fastened  to  the  undersurface  of  the  skin  and 
fascia  on  one  side  and  to  the  deeper  tissue  on  the 
other  with  a  few  sutures  of  catgut,  thus  permitting 
the  union  above  it  of  the  integument  and  cervical 
fascia  without  danger  of  displacement.  Posterior 
to  the  scar  was  another  one,  and  this  was  also 
hypertrophied  and  red.  It  was  likewise  excised,  but 
was  not  underlined  with  fascia,  although  the  deep 
fascia  was  carefully  sutured. 

At  the  end  of  twelve  months,  when  the  attempt  is 
made  to  incline  the  head  to  the  opposite  side,  the 
movement  is  checked  by  the  strip  of  fascia  lata. 
This  does  not  inconvenience  the  patient  and  results 
are  good.  A.  H.  Dunn. 

Dyas,  F.  G.:  The  Open  Treatment  of  Infected 
Wounds;  Preliminary  Report.  /.  Am.  M.  Ass., 
1915,  Ixiv,  1829. 

The  destruction  of  tissue  by  moist  gangrene  is 
greater  than  that  caused  by  dry  gangrene.  Heat 
and  moisture  are  necessary  for  the  growth  and  prop- 
agation of  practically  all  pathogenic  bacteria. 
Dessication  attenuates  most  bacteria.  The  treat- 
ment of  burns  has  been  greatly  facilitated  by  the 
open    treatment.      Acting    on    these    fundamental 


truths,  patients  with  infected  wounds  were  treated 
by  simple  exposure  to  the  air,  protecting  the  wound 
by  sterilized  wire  screening  appropriately  bent  and 
held  in  place  by  adhesive  plaster.  In  a  large  number 
of  cases  so  treated,  the  discharge  rapidly  diminished 
and  the  process  of  repair  was  materially  acceler- 
ated. In  the  process  of  dessication  frequently  large 
crusts,  or  placques,  of  inspissated  serum,  pus,  and 
epithelial  and  connective  tissue  elements  were 
shed,  leaving  a  clean,  granulating  surface.  The 
surrounding  parts  partook  simultaneously  of  the 
general  improvement.  In  some  cases,  dessication 
was  hastened  by  playing  a  current  of  air  from  a 
small  electric  fan  upon  a  suppurating  area  at  fre- 
quent intervals  during  the  day.  This  appeared  to 
cause  the  secretions  to  diminish  more  rapidly  than 
the  simple  exposure  to  the  air. 

The  results  justified  the  conclusion  that  treating 
suppurating  areas  by  voluminous  dressings  fosters 
the  development  of  pathogenic  organisms  and  does 
not  assist  in  the  repair  of  the  tissue.  It  is  of  advan- 
tage always,  when  possible,  to  convert  a  moist  into 
a  dry  type  of  gangrene.  This  is  done  by  the  dessi- 
cating  influence  of  the  atmospheric  air.  The  method 
is  safe,  economical,  and  in  keeping  with  Nature's 
own  processes,  as  observed  in  the  lower  animals.  The 
period  of  convalescence  is  shortened,  and  the  danger 
of  contamination  from  the  atmospheric  air  is  neglig- 
ible.   The  addition  of  sunlight  is  a  valuable  asset. 


MISCELLANEOUS 


CLINICAL  ENTITIES  —  TUMORS,  ULCERS, 
ABSCESSES,  ETC. 

Mayo,  W.  J.:    The  Cancer  Problem.     Tr.  Minn. 
St.  M.  Soc,  St.  Paul,  1914,  Oct. 

Why  has  the  pubUc  become  so  confirmed  in  the 
belief  that  cancer  is  incurable  and  how  has  this 
pessimism  been  fostered?  One  unfortunate  result 
of  the  inquiry  into  the  influence  of  heredity  on  the 
causation  of  cancer  has  been  the  encouragement  of  a 
belief  that  cancer  is  hereditary  and  therefore  carries 
a  stigma  with  it.  The  person  who  has  been  suc- 
cessfully operated  on  for  cancer  conceals  the  nature 
of  his  malady  with  the  same  solicitude  he  would 
probably  show  in  concealing  the  fact  that  he  had 
"done  time"  in  a  penitentiary.  Of  the  hundreds  of 
patients  who  have  had  cancer  and  who  have  been 
cured  by  operative  means  the  public  knows  little 
or  nothing,  while  those  who  have  had  cancer  and 
been  operated  on  without  success  are  known  to  all. 
There  is  no  evidence  that  would  lead  to  the  belief 
that  cancer  is  hereditary.  This  is  equally  true  of 
"cancer  houses"  and  "cancer  towns."  Small 
towns  in  older  settled  countries  have  more  cancer 
than  new  towns;  they  have  more  people  of  a  cancer- 
age;  the  younger  people  have  left  for  new  fields. 

A  good  diagnostician  will  seldom  mistake  syphilis 
for  cancer.     Yet  the  liability  to  this  mistake  has 


been  dwelt  upon  and  greatly  magnified,  and  many 
individuals  have  advanced  from  the  curable  to  the 
incurable  stage  while  an  effort  was  being  made 
through  antispecific  treatment  to  eliminate  the 
possibility.  The  Wassermann  reaction  has  fortu- 
nately come  to  our  aid  and  to  the  patient's  rescue. 

Mistakes  in  diagnosis  from  lack  of  careful  ex- 
amination is  the  most  common  cause  of  failure  to 
recognize  malignant  disease  in  time  for  a  curable 
operation.  A  too  high  percentage  of  patients  with 
cancer  are  subjected  to  inefficient  operation  by 
inexperienced  men.  Because  the  disease  is  early  it 
appears  as  though  it  might  be  easily  cured  and  men 
who  would  not  think  of  operating  where  a  radical 
operation  was  to  be  done,  will  often  perform  a  small 
operation  —  futile,  hopeless. 

The  surgeon  has  had  a  great  share  in  creating  the 
feeling  of  hopelessness  which  exists  among  the  laity 
and  discouraging  the  general  practitioners  by  at- 
tempts at  radical  operation  in  plainly  incurable 
disease  or  extensive  palliative  operations  which  fail 
to  palliate. 

Radio-active  substances  have  a  field  of  usefulness 
in  superficial  growths  and  inoperable  disease,  but 
these  agents  should  not  be  used  in  early  growths 
curable  by  operation.  The  embryonic  cell,  such  as 
the  cancer-cell,  has  less  vitality  than  the  normal 
cell  and  is  injuriously  affected  by  heat.     The  Percy 
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method  of  using  heat  raised  to  such  a  degree  as  to 
coagulate  the  embryonic  cells  by  a  slow  cooking 
process  is  a  distinct  advance. 

Great  benefit  in  diagnosis  before  operation  has 
come  from  the  radiograph  and  at  the  operating 
table  by  means  of  the  frozen  section.  The  first 
enables  us  to  know  in  a  large  percentage  of  cases 
what  we  are  going  to  find  and  the  latter  gives  the 
microscopic  diagnosis  while  the  operation  is  in 
progress. 

The  prophylaxis  of  cancer  is  exceedingly  impor- 
tant. Let  us  say  to  the  public:  "  Go  to  your  physi- 
cian at  once  on  the  discovery  of  any  sign  or  symptom 
of  irritation  about  warts,  moles,  and  benign  tumors, 
or  ulcerations,  chronic  inflammatory  processes,  or 
injuries  however  slight  which  fail  to  heal  promptly." 
When  the  laity  understands  that  all  sources  of  ir- 
ritation carry  with  them  a  deadly  significance,  the 
prevention  of  cancer  will  have  been  greatly  ad- 
vanced and  the  peicentage  of  curable  cases  which 
come  to  the  only  known  cure  —  operation  —  will 
be  enormously  increased. 

Irons,   E.   E.:    Tetanus   and  An ti tetanic   Serum; 
Complications  and  Late  Death  in  Tetanus. 

J.  Am.  M.  Ass.,  1915,  Ixiv,  1552. 

Irons  states  that  if  antitoxin  be  given  in  massive 
doses  at  the  earliest  period  of  the  disease  and  by 
the  intraspinal  or  intravenous  routes  better  results 
occur.  He  questions  whether  death  following  cases 
of  severe  mixed  infection  or  any  other  complication 
of  tetanus  should  be  attributed  to  the  tetanus  germ. 

Two  cases  are  mentioned  in  which  death  occurred 
late  in  the  disease  while  the  patient  was  in  the  con- 
valescent stage. 

The  anaphylactic  shock  following  the  intravenous 
method  may  be  severe,  but  in  the  cases  studied  no 
deaths  occurred. 

In  regard  to  the  prophylactic  use  of  serum,  the 
author  states  that  1,500  units  is  not  protective 
longer  than  ten  to  twelve  days  and  should  be 
repeated.  John  H.  Shaw. 

Aikin,  J.  M.:   Post-Operative  Nervous  and  Mental 
Disturbances.     Am.  J.  M.  Sc,  1915,  cxlix,  715. 

The  author  gives  a  brief  summary  with  conclusions 
of  an  investigation  as  to  the  true  merits  of  surgery 
causing  nervous  and  mental  disturbances.  He 
frankly  states  that  he  thinks  the  evidence  is  adequate 
to  convict  surgery  as  the  direct  cause  for  many  ner- 
vous wrecks  and  fit  subjects  for  our  insane  hospitals. 

He  states  that  Alfred  Gordon  read  a  paper  on 
"Nervous  and  Mental  Manifestations  Following 
Castration  in  Women,"  in  the  Section  on  Nervous 
and  Mental  Diseases  at  the  1914  meeting  of  the 
American  Medical  Association,  and  Gordon  and 
the  audience  were  a  unit  in  condemning  surgery  as 
a  cure  for  existing  psychic  or  neurotic  conditions, 
and  censured  the  surgeon  who  neglected  or  ignored 
the  alienist,  neurologist,  oculist,  and  internist  when 
deciding  for  surgery  on  any  person  of  an  unstable 
nervous  system. 


An  analysis  of  many  abstracts  from  numerous 
foreign  and  domestic  periodicals  of  articles  dealing 
with  the  subject,  revealed  the  fact  that  only  a 
negligible  percentage  of  post-operative  mental  or 
nervous  disorders  are  primarily  traceable  to  surgery. 

He  says  that  a  noticeable  fact  established  by  the 
evidence  is  the  gradual  disappearance  of  post- 
operative insanity  since  the  advent  of  aseptic  sur- 
gery. Hence  post -operative  nervous  disorders  are 
becoming  avoidable.  In  his  opinion,  either  sepsis, 
the  administration  of  some  drug,  or  poor  judgment 
by  the  surgeon  who  operated  upon  a  patient  ripe 
for  a  mental  or  nervous  collapse  caused  them. 

He  considers  the  last  two  as  the  most  fi;equent 
ultimate  causes  for  post-operative  psychoses  or 
neuroses.  If  the  pathology  of  the  case  warrants 
surgical  treatment,  only  imminence  of  a  mental  or 
nervous  disorder  more  serious  than  the  affliction 
which  surgery  may  relieve  should  weigh  against 
that  procedure. 

It  is  questionable  if  the  term  post-operative  in- 
sanity has  any  just  claim  as  a  clinical  entity  in 
medical  literature.  The  fact  that  it  appears  a  few 
days  or  a  few  weeks  subsequent  to  some  surgical 
operation  is  alone  responsible  for  its  coinage.  The 
character  of  the  symptoms  developed  after  an 
operation  is  not  different  from  those  developing 
when  no  operation  has  been  performed.  Facts 
are  wanting  to  prove  that  removal  of  the  germinal 
glands  prior  to  puberty  initiates  nervous  and  men- 
tal disorders. 

Numerous  cases  exist  where  surgery  has  relieved 
already  barren  women  of  painful  conditions  initiated 
by  infections. 

The  premature  loss  of  parental  power  tends  to 
initiate  nervous  and  mental  disturbances,  but  it 
seems  probable  that  the  forces  making  surgery 
necessary  for  this  loss  were  more  potent  than  the 
operation  in  producing  the  nervous  and  mental 
disturbances. 

If  one  were  to  balance  the  evidence  in  which  sur- 
gery established  relief  from  nervous  and  mental 
disorders  against  that  proving  it  the  direct  cause 
of  them,  the  advantages  from  the  wise  exercise  of 
surgery  would  far  exceed  the  disadvantages. 

Donald  Gordon. 

SERA,  VACCINES,  AND  FERMENTS 

Lowy,  O.:  The  Application  of  the  Van  Slyke 
Aminonitrogen  Determination  to  the  Diagnosis 
of  Cancer.    /.  Am.  M.  Ass.,  1915,  Ixiv,  1559.^  y 

After  working  with  the  Abderhalden  reaction  in 
pregnancy  and  cancer,  Lowy  concludes  that  in  a 
good  percentage  of  cases  it  is  of  great  importance  in 
diagnosis,  even  if  the  necessary  laboratory  tests  do 
not  always  give  accurate  results. 

He  considers  the  thimble  method  of  Abderhalden 
so  full  of  errors  that  the  test  cannot  be  utilized  with 
any  degree  of  accuracy. 

After  mentioning  several  errors  in  the  technique 
he  advises  the  use  of  the  Van  Slyke  aminonitrogen 
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apparatus,  which  measures  accurately  the  amount 
of  aminonitrogen  given  off  in  a  certain  quantity  of 
blood  serum. 

His  technique  is  as  follows:  Dried  cancer  sub- 
trate  is  added  to  a  suspected  serum  in  a  test-tube, 
another  test-tube  is  filled  with  suspected  serum  only, 
and  both  are  covered  with  a  layer  of  toluene  and 
incubated  24  hours. 

If  the  suspected  serum  is  from  a  cancer  patient 
and  contains  enough  proteolytic  enzyme  it  produces 
a  reaction.  The  test-tube  of  serum  only  is  measured 
for  aminonitrogen,  as  also  is  the  cancer  substrate 
and  serum.  The  latter  will  show  an  increase  over 
the  serum  alone  of  0.05  to  0.15  ccm.  One  error  in 
this  miethod  is  the  danger  of  using  a  moist  specimen 
of  cancer  substrate.  The  substrate  must  be 
absolutely  dry. 

In  testing  82  cases,  of  which  42  were  proved  to 
be  cancer  cases,  35  were  positive  and  7  were  negative. 
Of  the  40  non-malignant  cases  examined,  6  were 
positive  and  34  negative.  John  H.  Shaw. 

JafT^,  H.,  and  Pribram,  E.:  Further  Experimental 
Study  of  the  Specificity  of  the  Protective 
Ferments  by  the  Optic  Method  (Weitere  experi- 
mentelle  Untersuchungen  der  Abwehrfermente 
rait  Hilfe  der  optischen  Methode).  Miinchen. 
med.  Wchnschr.,  1915,  Ixii,  614. 

The  specificity  of  the  protective  ferments,  the 
authors  claim,  is  definitely  settled,  although  their 
exact  nature  is  not  understood.  They  report 
additional  experimental  work  showing  that  the 
catabolic  properties  of  the  serum  can  be  destroyed 
by  heating  it,  but  can  be  restored  by  adding  fresh 
serum.  Serum  containing  protective  ferments  was 
heated  to  58  degrees  for  three-fourths  hour  and  was 
then  inactive,  but  on  the  addition  of  fresh  guinea 
pig  serum  it  was  reactivated  without  having  its 
specificitv  destroyed.  A.  Goss. 

BLOOD 

Ohkohchi,  T.:   Haemostasis    (tjber  die  Blutstillung). 

Beitr.  z.  klin.  Chir.,  1914,  xciv,  620. 

The  author  conducted  experiments  on  100  rabbits 
to  test  the  haemostatic  action  of  living  (muscle 
.  tissue,  fascia,  fat,  and  omentum)  and  dead  tissue 
when  applied  to  bleeding  parenchymatous  organs 
and  blood-vessels.  He  comes  to  the  conclusion 
that  the  haemostatic  action  of  living  tissue  is  prin- 
cipally mechanical  and  that  the  action  attributed 
to  the  expulsion  of  thrombokinase  is  more  or  less 
secondary.  The  flaps  of  tissue  must  be  of  a  certain 
thickness  and  size  and  should  be  applied  to  the 
bleeding  surface,  after  first  sponging  away  all 
blood,  and  held  there  a  few  minutes,  after  which 
it  will  adhere  to  it.  This  ability  to  adhere  is  strong- 
est in  muscle  tissue.  Fatty  tissue  is  friable;  fascia 
rolls  up  easily.  Muscle  tissue  is  most  effective  as 
a  haemostatic;  fascia  least  effective.  None  of  the 
tissues  protect  positively  against  secondary 
haemorrhage.  Muscle  tissue  becomes  necrotic 
most  easily,  most  rarely  the  omentum.    Adhesions 


to   neighboring   organs   occur   most   frequently   if 
muscle  tissue  is  employed. 

After  heaUng,  connective-tissue  proliferation  oc- 
curs in  all  cases  in  the  parenchyma  surrounding 
scar,  causing  severe  injury  to  the  epithelial  cells. 
The  most  abundant  connective-tissue  proliferation 
occurs  following  the  transplantation  of  pedicled 
omental  flaps.  If  the  kidney  tissue  is  resected 
down  to  the  medulla,  a  wedge-shaped  area  of 
necrosis  down  to  the  medulla  occurs,  probably 
because  the  arteriae  rectae  running  from  the  pe- 
riphery to  the  center  are  partially  resected  along 
with  the  renal  tissue.  Of  dead  substances  the 
author  employed  several:  bowel  wall,  after  clean- 
ing with  water,  preserving  it  in  70  per  cent  alcohol 
and  boiling  it  just  before  using.  By  this  method  of 
sterilization  it  was  made  too  hard,  therefore  he 
later  preserved  it  in  potassium  iodide  solution. 
Urinary  bladder  gave  larger  flaps;  it  is  immediately 
placed  in  the  solution.  Dried  bladder  of  pigs  was 
also  used.  This  material  was  excellent  in  milder 
grades  of  haemorrhage.  It  is  not  a  powerful  irri- 
tant to  organic  tissue.  Finally  sea  sponges,  steril- 
ized by  boiling,  were  employed.  This  substance 
acts  very  promptly  as  a  haemostatic  and  is  gradually 
absorbed.  Its  irritative  action  is  mild,  but  a  much 
thicker  scar  is  formed  than  with  the  material  from 
the  potassium  iodide  solution.  The  author  recom- 
mends sponge  tissue  especially  for  filling  in  bone 
cavities.  L.  A.  Juhnke. 

BLOOD  AND  LYMPH  VESSELS 

Fee,  F. :  Ligation  of  the  Common  Iliac  Artery 
for  Iliofemoral  Aneurism.  Lancet-Clin.,  191 5, 
cxiii,  594. 

The  patient,  a  male,  aged  48,  complained  of  pain 
in  the  right  groin.  He  had  been  kicked  in  the  right 
groin  seven  years  previously,  and  next  morning 
he  noticed  a  small  throbbing  lump  in  the  groin, 
which  gradually  increased  in  size  for  the  next  four 
years.  He  suffered  little  at  first,  but  later  was  com- 
pelled to  give  up  his  vocation,  and  for  the  past  few 
years  had  been  obliged  to  use  crutches. 

Inspection  revealed  a  large  bulging  tumor,  occu- 
pying the  entire  right  quadrant,  extending  from 
about  one  inch  below  Poupart's  ligament  to  the 
umbilicus,  and  from  the  crest  of  the  ilium  to  the 
median  line.  Distinct,  strong  pulsations  were  felt, 
and  a  bruit  was  heard  on  auscultation.  The  right 
limb  was  well  nourished  and  pulsations  were  felt 
in  the  femoral  and  posterior  tibial  regions. 

In  operations  for  ligation  of  the  common  iliac 
several  considerations  should  be  borne  in  mind;  the 
size  of  the  aneurism  may  be  suflacient  to  justify  the 
transperitoneal  route  and  make  the  retroperitoneal 
one  very  difficult  and  dangerous.  On  the  other 
hand,  the  author  thinks  that  the  danger  of  acciden- 
tally cutting  the  deep  epigastric  artery,  with  its 
importance  as  an  anastomotic  branch,  is  too  great 
to  be  treated  lightly.  In  his  case  he  favored  the 
median  incision,   between  the  umbilicus  and  the 
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pubes,  with  the  patient  in  the  Trendelenburg  posi- 
tion. The  large  pulsating  mass,  extending  from 
Poupart's  ligament  to  the  umbilicus,  was  exposed, 
and  exploration  revealed  the  common  iliac  in  a 
good  condition  for  a  distance  of  one  and  one-quarter 
inches  below  the  bifurcation  of  the  aorta.  After 
cutting  through  the  peritoneum  and  separating 
the  artery  and  vein,  two  stout  silk  ligatures  were 
passed  beneath  the  artery  and  tied  about  three- 
quarters  of  an  inch  apart.  The  pulsations  in  the 
mass  immediately  ceased  and  nothing  else  was  done. 
The  limb  was  carefully  surrounded  with  hot  bottles, 
and  slightly  elevated  to  aid  venous  circulation,  and 
the  chest  elevated  to  give  anastomotic  circulation 
the  aid  of  gravity. 

At  no  time  was  there  evidence  of  gangrene  in 
the  foot,  and  his  recovery  was  uneventful,  except 
for  swelling  in  the  limb,  which  was  controlled  by 
constant  bandaging.  Examination  two  years 
afterward  revealed  a  slight  capillary  congestion  of 
the  lower  limb.  He  could  walk  perfectly  and  ex- 
perienced no  weakness. 

Valentine  Mott  in  1827  was  the  first  to  deliber- 
ately operate  on  an  iliofemoral  aneurism,  and  Fee 
reports  this  case  in  full.  Halstead  states  that  the 
larger  the  artery,  or  the  nearer  the  heart,  the  less 
impairment  there  is  to  the  circulation  attending 
its  ligation.  This  statement  the  author  fully  agrees 
with,  for  he  had  gangrene  following  ligation  of  the* 
femoral  in  Hunter's  canal,  and  also  in  ligation  just 
below  Poupart's  ligament.  In  aneurism  of  the 
external  iliac,  even  when  it  is  possible  to  ligate  it, 
he  does  not  hesitate  to  give  the  preference  to  liga- 
tion of  the  common  iliac. 

There  are  only  16  cases  reported  of  operations 
for  aneurisms,  and  2  for  haemorrhage,  that  recov- 
ered without  gangrene.  Owing  to  the  lack  of  data 
the  ultimate  usefulness  of  the  limb  following  liga- 
tion of  the  iliac  artery  cannot  be  accurately  ascer- 
tained. From  1812  to  1912,  100  reported  operations 
for  ligation  of  the  common  iliac  are  available,  or 
an  average  of  one  a  year.  The  indications  are 
practically  the  same  as  for  the  first  operation :  arrest 
of  haemorrhage,  cure  of  aneurism,  cure  of  pulsating 
tumor,  and  for  the  prevention  of  haemorrhage  in 
the  removal  of  morbid  growths.  Of  15  operations 
for  the  cure  of  aneurism,  10  died,  and  5  recovered, 
a  mortality  of  63  per  cent.  Halstead  places  the 
mortality  in  the  antiseptic  era  at  46  per  cent,  and 
in  the  septic  period  it  ranged  from  82  to  74  per  cent. 

L.  B.  Crawford. 

Stewart,  F.  T.:  The  Operative  Treatment  of 
Arterial  Thrombosis  and  EmboUsm.  Ann. 
Surg.,  Phila.,  1915,  Ixi,  519. 

In  this  article,  Stewart  takes  up  the  different 
operative  procedures  proposed  for  thrombosis  and 
embolism  of  the  arteries. 

I.  Ligation.  Whether  this  method  should  be 
used  or  not  depends  on  the  frequency  of  liberation  of 
emboli,  the  damage  they  might  do,  and  the  possibility 
of  recognizing  an  intra-arterial  clot  before  embolism. 


The  author  believes  a  microscopic,  aseptic, 
symptomless  embolism  takes  place  in  all  healing 
wounds  of  blood-vessels  as  a  normal  phenomenon 
of  repair,  due  to  the  constant  attrition  of  a  strong 
blood  current  on  the  thrombus. 

The  rarity  of  an  arterial  embolism  causing  symp- 
toms, if  aseptic,  is  due  to:  (i)  the  fact  that  owing  to 
the  composition  of  arterial  blood,  a  thrombus  forms 
more  slowly  and  is  of  firmer  consistency;  (2)  the 
artery  being  firmer-walled,  prevents  a  dislodgment 
of  the  thrombus  by  external  pressure;  and  (3)  an 
occluding  thrombus  cannot  be  driven  far  from  the 
original  site,  as  the  artery  diminishes  in  size  in  the 
direction  of  the  blood  stream.  In  a  venous  embolism 
the  obverse  is  true.  Ligation  merely  acts  as  an 
occluding  thrombus  would,  and,  as  there  is  nothing 
to  be  gained  by  this  procedure,  it  should  not  be 
considered. 

2.  Arteriovenous  anastomosis.  Although  experi- 
menters have  succeeded  in  filling  veins  with  red 
blood,  none  have  shown  that  this  passes  through 
the  capillaries  before  returning  to  the  heart.  The 
arterial  blood  in  a  vein  always  has  a  tendency  to 
seek  the  anastomotic  branches  in  which  the  pressure 
is  weak,  and  return  to  the  heart  through  collateral 
venous  channels  rather  than  through  the  cap- 
illaries and  arteries.  Also,  the  anastomotic  arterial 
branches  quickly  fill  the  main  trunk  below  the 
artificial  junction  with  red  blood,  and  produce  a 
greater  pressure  than  is  found  in  the  capillaries, 
thus  preventing  a  reversal  of  current.  Even  in 
arteries  without  anastomosis,  thrombosis  would 
take  place,  since,  added  to  the  increased  coagul- 
ability of  the  venous  blood,  the  arteries  are  more  or 
less  diseased  and  are  much  reduced  in  caliber. 

Stewart  believes  that  most  of  the  reported  succes- 
ses in  this  work  are  due  merely  to  a  passive  hyperae- 
mia  caused  by  a  shunting  of  the  arterial  blood  to 
the  vein,  thus  hindering  the  venous  return  and 
leading  to  a  venous  stasis.  Von  Oppel's  experi- 
ments support  this  idea. 

He  also  has  three  objections  to  the  operative 
methods  now  used:  (i)  The  vessels  being  crossed 
at  the  point  of  suture,  exert  pressure  on  each  other, 
retarding  the  blood  stream  in  each;  (2)  a  reversal 
of  arterial  circulation  in  the  artery  below  the  junc- 
tion if  the  collateral  branches  function;  (3)  danger 
of  thrombosis  forming  in  the  vein  at  the  junction 
of  the  peripheral  arterial  segment.  Attempts  to 
correct  these  contort  the  blood  stream  and  render 
thrombosis  more  likely.  However,  the  method 
should  not  be  abandoned,  as  it  may  be  of  some 
aid  under  certain  conditions. 

3.  Arteriotomy.  The  first  report  of  a  success  by 
this  method  was  by  the  author  in  1907.  It  was  an 
embolus  in  the  femoral  artery  at  the  bifurcation. 

A  list  is  given  of  seven  cases  reported  by  surgeons 
and  the  addition  of  one,  hitherto  unreported,  case 
of  the  author's,  in  which  the  aorta  was  incised  just 
above  the  bifurcation,  and  an  embolus  of  three 
weeks'  formation  removed  from  the  right  common 
iliac.    There  were  no  adhesions  of  clot  to  the  intima 
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and  the  wound  in  the  aorta  was  closed  with  a  con- 
tinuous through-and-through  silk  suture.  The 
patient  died  on  the  third  day  from  cardiac  weakness 
and  pulmonary  oedema. 

In  the  diagnosis  of  embolism  of  the  extremities, 
pain  over  the  region  deprived  of  blood,  pallor,  fall 
of  temperature,  hypaesthesia,  and  paresis  are  the 
cardinal  points.  That  the  area  of  ischzemia  never 
reaches  the  level  of  the  obstruction  must  be  remem- 
bered; also  that  the  exact  point  of  obstruction  must 
be  found  before  opening  the  artery.  The  author 
believes  that  this  procedure  has  attained  a  perma- 
nent place  in  operative  surgery  and  should  be  used 
more  frequently. 

4.  Resection.  A  personal  case  is  reported  of 
thrombus  of  the  femoral  artery  following  an  injury. 
After  the  thrombus  had  recurred  twice  at  the  seat 
of  operation,  a  short  piece  of  the  artery  was  resected 
and  an  end-to-end  anastomosis  made.  Circulation 
failed  to  be  reestablished  and  amputation  of  the 
thigh  for  gangrene  resulted.    The  patient  recovered. 

The  amount  of  resection  that  can  be  done  must 
be  determined  by  the  situation  of  the  artery  and 
the  amount  of  mobility.  It  is  hoped  that  auto- 
plastic venous  transplantation  will  enable  resection 
of  arteries  to  be  carried  out  more  successfully. 
Care  must  be  taken,  however,  with  the  venous 
transplant  to  have  the  valves  pointed  with  the 
current  and  to  support  the  segment  against  dilatation. 

5.  Catheterization.  The  passage  of  any  instru- 
ment into  the  lumen  of  a  vessel  is  considered  very 
harmful  and  should  not  be  thought  of. 

Phillips  M.  Chase. 

Krecke,  A. :  Rontgen  Treatment  of  Lymph-Gland 
Tuberculosis  (Rontgenbehandlung  der  Lymph- 
driisentuberkulose).  Beitr.  z.  klin.  Chir.,  1915, 
xcv,  609. 

Rontgen  treatment  of  various  forms  of  surgical 
tuberculosis  has  been  steadily  gaining  ground 
recently,  and  it  seems  to  be  particularly  successful 
in  lymph-gland  tuberculosis.  Krecke  has  been 
using  it  for  two  years  and  during  this  time  no 
glands  have  been  removed  surgically;  nothing 
more  has  been  done  surgically  than  in  occasional 
cases  to  make  small  incisions  or  puncture  for  pus. 
Thirty-six  cases  have  been  treated.  They  have 
been  divided  into  3  groups:  (i)  simple  hyperplastic 
glands,  (2)  suppurating  and  caseous  glands,  (3) 
glands  in  which  fistulae  had  already  been  formed. 
Of  the  series  18  were  of  the  hyperplastic  form,  6  of 
the  caseous,  and  12  of  the  fistulous;  the  size  varied 
from  that  of  a  dove's  egg  to  twice  that  of  a  man's  fist. 

The  method  of  irradiation  was  as  follows: 
Medium  hard  tubes  were  used  with  a  spark  distance 
of  16  to  18  cm.,  focus-skin  distance  20  to  22  cm. 
Aluminum  filters  2  mm.  thick  were  used.  When 
possible  several  fields  were  used  and  an  erythema 
dose  of  10  X  given  on  each  field.  The  irradiations 
were  repeated  every  three  weeks  until  the  glands 
had  completely  or  almost  completely  disappeared. 
In  some  cases  12  to  15  series  were  given. 


Among  the  36  cases  13  have  been  completed. 
Of  these  13,  12  were  completely  or  almost  com- 
pletely cured.  There  was  recurrence  in  only  i 
case;  2  cases  withdrew  from  treatment;  6  cases 
have  been  under  treatment  for  so  short  a  time  that 
results  are  not  decisive.  Fifteen  cases  have  had 
from  3  to  12  series  of  treatments,  and  of  these  only 
one  shows  no  results;  the  others  show  varying 
degrees  of  improvement.  The  best  results  were 
obtained  in  the  caseous  and  fistulous  cases,  the 
very  ones  that  are  least  amenable  to  other  forms 
of  treatment.  The  results  are  not  so  good  in  the 
hyperplastic  cases. 

He  concludes  that  rontgen  treatment  is  the  only 
correct  method  for  tubercular  glands.  The  treat- 
ment is  rather  tedious  but  very  successful.  It  is 
preferable  to  surgical  treatment  so  far  as  recurrence 
is  concerned,  also  in  the  avoidance  of  disfiguring 
scars,  which  in  young  people  is  of  considerable  im- 
portance. A.  Goss. 

ELECTROLOGY 

Russ,  S.:  The  Penetrating  Power  of  the  X-Rays 
from  the  Coolidge  Tube.  Lancet,  Lond.,  1915, 
clxxxviii,  792. 

From  observations  with  the  Coolidge  tube  the 
author  has  discovered  (i)  that  the  unscreened  radia- 
tion is  heterogeneous;  (2)  when  the  heating  current 
in  the  filament  is  increased,  a  relatively  larger 
amount  of  hard  rays  than  of  soft  rays  is  produced. 
When  aluminum  filters  were  interposed  it  was  found 
that  beneath  7  mm.  of  aluminum  the  rays  were 
practically  homogeneous.  However  the  intensity 
of  radiation  was  very  much  impaired  by  the  7  mm. 
filter,  about  85  per  cent  of  the  radiation  being  ab- 
sorbed. 

The  comparative  penetrating  powers  of  X-rays 
filtered  through  7  mm.  of  aluminum  and  of  the 
7-rays  of  radium  differ  according  to  the  material 
radiated.  Thus  for  lead,  the  X-rays  have  only 
one-thirtieth  the  penetrating  power  of  radium;  for 
aluminum  this  factor  increases  to  one-fifth;  and 
for  human  tissues  to  one-fourth  the  penetration  of 
hard  7-rays.  The  y-rays  specified  are  those  emitted 
from  radium  screened  by  i  mm.  of  platinum  and  2 
mm.  of  aluminum. 

Assuming  that  X-rays  are  ether  vibrations  and 
calculating  their  wave  length  by  their  coefficient  of 
absorption  by  aluminum,  the  hard  X-rays  obtained 
by  filtration  through  7  mm.  of  aluminum  are  found 
to  be  three  times  as  long  as  the  shortest  7-rays 
measured  by  Rutherford  and  Andrade. 

G.  W.  Grier. 

Codd,  J.  A.:  The  Treatment  of  Malignant  Disease 
by  X-Rays;  Its  Present  Limitations  and  the 
Lines  upon  Which  They  May  Be  Overcome. 

Brit.  M.  J.,  1915,  i,  840. 

While  the  selective  action  of  X-ray  and  radium 
on  cancer  and  sarcoma  cells  has  been  a  matter  of 
controversy,  the  fact  remains  that  radium  and  X- 
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rays  destroy  malignant  cells  and  leave  healthy  adult 
cells  relatively  intact.  Preference  has  varied  from 
time  to  time,  but  X-rays  are  now  in  greater  favor 
than  radium. 

The  author's  cases  that  have  yielded  best  results 
have  been  those  of  rodent  ulcer.  All  have  speedily 
yielded  except  one  in  which  the  ulcer  involved  the 
nasal  cartilage.  Large  superficial  epitheliomata 
have  been  found  very  amenable.  Codd  reports  in 
detail  cases  of  epithelioma  of  the  lip,  sarcoma  of  the 
tonsil,  enchondroma,  breast  cases,  sarcomata  in 
various  situations,  and  epithelioma  of  the  dorsum 
of  the  hand.  In  the  majority  the  results  were  well 
worth  while,  and  in  some  instances  there  has  been 
cure  without  recurrence. 

The  author  uses  heavy  tungsten  target  tubes  of 
American  pattern,  and  expects  the  Coolidge  tube  to 
play  an  important  part  in  the  future.  He  uses  the 
target  at  a  distance  of  15  cm.  from  the  diseased  area, 
and  uses  a  filter  of  2  mm.  of  aluminum  with  or 
without  an  additional  fabric  filter,  such  as  the  pa- 
tient's clothes.  The  pastille  is  always  covered 
with  the  same  filter,  and  i  pastille  or  10  Kienbock 
given.  He  advises  that  the  rays  be  used  as  a  prophy- 
lactic after  operations.  R.  D.  Carman. 

Granger,  F.  B. :  Further  Observations  on  the  Pro- 
duction   of    Sterility    by    the    Rontgen    Ray. 

Med.  Rec,  1915,  Ixxxvii,  776. 

The  author  gives  a  second  report,  the  first  having 
been  made  in  1907,  of  two  cases;  one,  a  woman  who 
gave  no  evidence  of  destructive  action  on  the  ovary 
on  operation,  after  59  X-ray  exposures  for  uterine 
fibroid.  The  second  case  was  that  of  a  man  who,  for 
a  legitimate  reason,  was  given  30  exposures  to  pro- 
duce sterility.  This  patient  remained  sterile  eight 
years,  but  spermatozoa  were  present  and  active  at 
the  end  of  the  ninth  year,  and  vasectomy  was 
performed.  The  fourth  case  (Case  3  not  reported) 
was  found  to  be  sterile  after  the  seventeenth  treat- 
ment, and  has  remained  so  for  eighteen  months. 

Granger  concludes  that  his  results  hold  out 
much  encouragement  for  those  rontgenologists  who 
have,  or  may,  unwittingly  become  sterile;  and 
believes  that  we  may  conclude  that,  while  the  X-ray 
can  and  does  produce  sterility,  the  quantity 
needed  to  produce  such  a  result  is  greater  than  one 
would  suppose;  and  finally,  when  we  wish  to  insure 
permanent  sterility,  vasectomy  is  surer  than  the 
rontgen  ray.  DAvm  R.  Bowen. 

Reichold:  Results  of  Radiotherapy  (Uber  die 
Erfolge  der  Strahlentherapie).  Beitr.  z.  klin. 
Chir.,  1915,  xcv,  604. 

Reichold  describes  a  series  of  cases  of  multiple 
sarcomata.  In  2  of  the  cases  some  of  the  tumors 
were  treated  with  mesothorium  or  radiothorium 
and  the  others  with  rontgen  rays.  In  the  other 
3  cases  treatment  was  first  given  with  mesothorium 
or  radiothorium;  when  this  proved  ineffective  they 
were  given  intensive  rontgen  treatment  combined 
with  injections  of  enzytol,   10  to   15  injections  of 


3  to  4  ccm.  each.  From  a  study  of  these  cases  he 
comes  to  the  conclusion  that  rontgen  treatment  is 
more  effective  than  treatment  with  radio-active 
substances,  at  least  where  the  tumors  are  accessible. 
The  action  of  radiotherapy  is  only  local.  There 
is  no  formation  of  ferment  which  acts  on  metastases. 
Those  sarcomata  are  most  amenable  to  treatment 
which  most  nearly  resemble  primitive  forms  of 
tissue;  the  more  highly  differentiated  ones,  such 
as  the  spindle-celled  sarcomata,  are  less  so. 

In  the  treatment  of  carcinomata  he  used  only 
rontgen  rays,  as  he  did  not  have  sufficient  radio- 
active material  at  hand.  The  results  were  very 
favorable  in  all  superficial  carcinomata,  but  not 
so  good  in  internal  ones.  However,  he  describes 
2  cases  of  carcinoma  of  the  stomach,  one  after 
operation  and  one  an  inoperable  cancer,  in  which 
the  improvement  was  striking. 

In  radiotherapy  of  tubercular  joint  diseases  it 
is  generally  held  that  only  fungous  disease  of  the 
synovial  membrane  is  adapted  to  the  treatment, 
while  primary  disease  of  the  ends  of  the  bone  with 
secondary  involvement  of  the  joint  is  not.  Reichold 
describes  a  case  of  the  latter  kind,  however,  which 
he  treated  for  three  months,  giving  every  month 
a  series  of  15  erythema  doses  over  small  fields. 
His  object  was,  by  means  of  the  cumulative  effect 
of  the  cross-fire  to  destroy  the  tubercular  tissues, 
and  at  the  same  time  inhibit  the  periarticular 
infiltration.  The  swelling  disappeared  and  normal 
function  of  the  joint  was  almost  completely  restored. 

A.  Goss. 

MILITARY  SURGERY 

Kelling,  G.:  The  Treatment  of  Abdominal  Gun- 
shot Wounds  by  Means  of  a  Compression 
Bandage  (Zur  Frage  der  Behandlung  der  Bauch- 
schiisse     mittels      komprimierenden      Verbandes). 

Zentralbl.f.  Chir.,  1915,  xlii,  241. 

The  author  recommends  that  all  gun-shot  wounds 
of  the  abdomen  have  a  tight  compression  bandage 
placed  around  the  abdomen  immediately  after  the 
first  aid  dressing  is  applied.  He  believes  that  the 
firm  compression  of  the  abdominal  viscera  will 
prevent  bowel  contents  from  escaping  by  forcing 
other  loops  of  bowel  against  the  opening  and  so 
prevent  a  peritonitis,  or  at  least  localize  it.  It  will 
also  cause  haemorrhage  from  parenchymatous  or- 
gans to  cease.  This  is  especially  important  for  the 
transportation  of  wounded  from  the  battlefield  when 
exudate  or  bowel  contents  may  be  diffused  through- 
out the  entire  abdomen.  Furthermore,  by  com- 
pressing the  organs  the  formation  of  inflammatory 
adhesions  is  promoted. 

To  corroborate  his  view  the  author  conducted 
some  animal  experiments.  By  operative  measures 
he  inflicted  similar  injuries  to  the  stomach  and 
intestines  to  different  sets  of  two  rabbits.  In  one  of 
them  he  applied  a  firm  compression  bandage  after 
closing  the  abdominal  wound,  and  in  the  other  only 
a  dressing.  In  each  case  the  animal  having  the 
compression  bandage   remained   alive   until   killed, 
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whereas  the  control  animal  died.  A  localized 
peritonitis,  with  adhesions,  marked  the  site  of  the 
injury  in  the  animals  which  had  a  bandage  applied, 
whereas  the  controls  died  of  a  generalized  peritonitis. 
Although  the  number  of  experiments  performed 
were  too  few  to  be  of  decisive  significance,  yet  they 
suggest  the  corroboration  of  the  author's  contention. 
He  recommends  that  the  procedure  be  tried  out  at 
the  front  where  ample  opportunity  is  given. 

L.  A.  JUHNKE. 

Chaput:  Treatment  of  Suppurative  Arthritis  of 
the  Knee  in  Military  Surgery  (Traitement 
des  arthrites  purulentes  du  genou  en  chirurgie  de 
guerre).    Presse  med.,  1915,  xxiii,  200. 

There  are  cases  of  arthritis  of  the  knee  that  open 
spontaneously  and  heal  without  surgical  interven- 
tion. If  the  arthritis  is  accompanied  by  severe 
injury  of  the  patella  or  condyles  of  the  femur  or 
tibia  the  diseased  bones  should  be  resected  after 
free  opening  of  the  joint  through  a  U-shaped  inci- 
sion. In  cases  of  benign  arthritis  or  where  the  con- 
dition of  the  patient  is  too  serious  to  permit  of  a  more 
extensive  operation,  simple  arthrotomy  is  sufficient; 
that  is,  merely  incising  the  culs-de  sac  of  the  knee. 
In  severe  cases  resection  is  the  method  of  choice. 
If  the  patient  refuses  it  or  cannot  stand  it  a  com- 
plete arthrotomy  should  be  performed,  consisting  of 
a  large  U-shaped  incision,  removal  of  the  patella, 
the  crucial  ligaments,  and  meniscus,  followed  by 
popliteal  and  posterior  diagonal  drainage. 

Chaput  also  describes  the  technique  of  arthrotomy 
of  the  shoulder,  elbow,  wrist,  ankle,  and  hip  joints. 

A.  Goss. 

Marie,  P.,  and  Roussy,  G. :  Possibility  of  Preventing 
Decubitus  in  Wounds  of  the  Spinal  Cord  (Sur 
la  possibilite  de  prevenir  la  formation  des  escarres 
dans  les  traumatismes  de  la  moelle  6piniere  par 
blessures  de  guerre).  Bull.  Acad,  de  med.,  Par., 
1915,  Ixxiii,  609. 

Though  the  prognosis  in  injuries  of  the  spinal 
cord  is  grave  it  is  by  no  means  so  hopeless  as  it  has 
usually  been  considered.  Paraplegias  often  show  a 
remarkable  tendency  to  spontaneous  recovery.  On 
account  of  the  feeling  of  hopelessness  in  these  cases 
precautions  have  been  neglected  that  might  have 
improved  the  condition  of  the  patients. 

It  has  always  been  held  that  decubitus  was 
caused  directly  by  the  injury  of  the  spinal  cord 
itself,  and  that  therefore  it  could  not  be  prevented. 
This  is  untrue  and  bed-sores  can  and  should  be 
prevented  in  all  cases.  The  patient  cannot  change 
his  position  on  account  of  the  paraplegia,  so  that 
the  same  parts  have  to  support  the  weight  of  his 
body  constantly.  Prolonged  compression  inter- 
feres with  the  circulation  in  these  parts.  More- 
over because  of  the  loss  of  sensation  the  patient  does 
not  have  the  normal  inchnation  to  change  his  posi- 
tion. These  factors,  however,  only  produce  a  dry 
eschar  that  is  not  at  all  serious,  but  because  of  the 
lack  of  continence  they  become  soaked  with  urine  and 


then  infected.  That  this  is  the  cause,  and  not  the 
spinal  injury,  is  shown  by  the  fact  that  the  site  of  the 
decubitus  has  no  relation  to  the  level  of  the  cord 
injury.  Wherever  the  cord  injury  may  be  the  bed- 
sore occurs  at  the  p)oints  of  pressure  on  the  sacrum. 
To  prevent  the  formation  of  these  sores  the 
bladder  and  rectum  should  be  examined  in  every 
case  of  injury  of  the  spinal  cord.  To  avoid  soiling 
with  urine  a  retention  catheter  should  be  inserted. 
The  bowels  may  be  locked  for  a  few  days  by  the 
administration  of  opium,  and  the  skin  may  be 
protected  with  talcum  powder  or  vaseline.  The 
patient  may  be  placed  on  air-cushions  while  being 
transported.  If  he  has  been  neglected  during  trans- 
portation and  arrives  at  the  base  hospital  with  bed- 
sores already  developed  they  may  be  cured  if  he  is 
given  the  greatest  care  and  the  sores  dressed  once  or 
twice  a  day  with  phenolized  powders.  Nurses 
should  be  instructed  to  change  the  patient's  position 
every  hour  during  the  day  and  every  two  hours 
at  night.  Infections  of  the  bladder  and  urethra 
should  be  treated  with  irrigations  of  potassium  per- 
manganate or  nitrate  of  silver.  A.  Goss. 

Hezel,  O.:    Injuries  of  Peripheral  Nerves  During 

War  (Kriegsverletzungen  des  peripherischen  Nerven- 
systems).    Med.  Klin.,  Berl.,  1914,  No.  45,  1663. 

From  the  experience  derived  during  the  last 
wars,  it  is  evident  that  one  to  two  per  cent  of  all 
injuries  are  complicated  by  injuries  or  damage  of 
peripheral  nerves.  The  peripheral  nerves  may  be 
injured  by  gunshot  wounds,  stab  wounds,  crushing 
injuries,  and  by  infectious  toxins.  Infectious 
neuritidies  arise  from  infected  wounds.  Most 
frequent  injuries  are  the  gunshot  injuries,  which 
may  be  direct  and  indirect.  Not  only  the  nerves 
struck  directly  by  the  bullet  are  injured,  but  others 
more  distant  from  the  bullet  canal.  A  distant 
action  still  unexplained  takes  place  here.  The 
symptoms  of  the  distantly  injured  nerves  retro- 
gress in  time,  whereas  those  symptoms  due  to  direct 
injury  of  the  nerve  are  more  or  less  permanent 
unless  operative  measures  are  instituted  and  the 
nerve  sutured.  Examination  does  not  reveal 
whether  in  a  groin  case  of  nerve  injury  a  complete 
severance  of  the  continuity  of  the  nerve  or  only  a 
complete  functional  inhibition  with  retained  con- 
tinuity exists. 

In  cases  of  nerve  injury  by  blunt  force  without 
a  penetrating  wound,  even  in  the  presence  of  com- 
plete functional  inhibition,  a  restoration  of  function 
is  much  more  probable  than  in  injuries  by  bullets. 
Operative  interference  is  not  at  all  considered  in 
such  cases.  In  stab  wound  injuries  of  peripheral 
nerves,  it  is  possible  only  in  the  rarest  of  cases  to 
obtain  functional  conduction  without  surgical 
interference.  As  a  rule  Hezel  recommends  that 
operations  on  the  nerves  be  performed  as  soon  as 
the  necessity  of  such  an  operation  is  apparent,  pro- 
vided the  wound  conditions  permit.  Not  only  motor 
disturbances,  but  also  neuralgias  at  times  are  indica- 
tions for  surgical  interference.  L.  A.  Juhnke. 
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Heile  and  Hezel:  Experiences  in  the  Treatment 
of  Peripheral  Nerves  Wounded  in  War  (Unsere 
bisherigen  Erfahrungcn  bci  der  Bchandlung  im 
Kriege  verletzter  periphcrer  Nerven).  Beitr.  z. 
klin.  Chir.,  1915,  xcvi,  299. 

The  scarcity  of  dependable  data  concerning  the 
handhng  of  wounds  of  peripheral  nerves  in  previous 
wars  and  the  extraordinary  number  of  cases  which 
have  presented  themselves  in  this  war  have  led  Heile 
and  Hezel  to  report  in  detail  the  neurologic  findings 
and  operative  procedures  of  forty  cases.  It  is  their 
intention  to  report  later  concerning  the  results 
obtained. 

Heile  discusses  the  surgical  procedures.  He  con- 
siders operative  interference  desirable  if  no  im- 
provement has  occurred  in  from  four  to  six  weeks 
after  the  injury  was  sustained.  A  general  anaes- 
thetic is  to  be  preferred,  not  only  because  such 
operations  require  a  long  time,  but  because  the 
haemorrhage  which  supervenes  after  a  local  anaes- 
thetic is  Ukely  to  interfere  with  the  growth  of  the 
sutured  nerves. 

In  the  majority  of  cases  the  nerve-trunk  is  not 
completely  severed.  It  is  of  great  importance  to 
avoid  injuring  such  unbroken  fibers  whenever 
possible.  An  attempt  was  made  in  some  cases  to 
search  out  the  corresponding  bundles  in  the  prox- 
imal and  distal  ends  and  to  suture  them,  but  the 
difficulties  were  very  great.  Much  time  and  care  is 
required  to  dissect  the  nerve-trunk  out  of  the  scar 
tissue  in  which  it  is  usually  embedded.  This  may 
be  facilitated  by  beginning  at  either  side  of  the  scar 
and  loosening  the  nerve  for  a  short  distance  in  the 
healthy  tissue,  holding  it  up  by  thin  strips  of  gauze 
and  by  gentle  traction,  putting  the  adherent  por- 
tions on  the  stretch.  The  nerve-sheath  is  then  split 
and  loosened  from  the  nerve-trunk.  In  the  healthy 
portion  this  is  easily  accomplished  with  a  blunt 
instrument,  a  small  elevator,  or  strabismus  hook. 
By  the  injection  of  air  or  salt  solution,  the  sheath  is 
ballooned  out  and  loosened  from  the  trunk.  Over 
the  injured  portion,  the  perineurium  may  be  marked- 
ly thickened  and  pressing  on  the  nerve.  In  such  a 
case,  a  sharp  instrument  is  required  to  loosen  it. 
If  neighboring  bones  are  broken,  there  may  be  splin- 
ters of  bone  in  the  scar  or  even  in  the  nerve,  or  the 
callus  or  bony  spines  may  be  pressing  on  the  nerve. 
The  separation  of  the  very  firmly  adherent  blood- 
vessels is  very  difficult  and  often  further  complicated 
by  injuries  to  the  vessel  walls.  These  aneurismal 
enlargements  often  cannot  be  diagnosed  in  advance 
on  account  of  the  intervening  scar  tissue. 

When  the  proportion  of  broken  to  unbroken 
bundles  is  small,  it  is  not  so  difficult  to  adapt  the 
distal  and  proximal  ends  of  the  fibers  which  belong 
together,  but  when  the  proportion  is  reversed,  this 
is  frequently  not  possible.  A  little  help  may  be 
obtained  by  laying  the  fibers  in  their  apparent 
anatomical  arrangement  before  suturing.  The 
motor  and  sensory  fibers  may  be  distinguished  by 
electricity,  but  this  cannot  always  be  used,  as  in  the 
majority   of   cases    the    distal    portion    cannot   be 


stimulated  by  either  the  galvanic  or  the  faradic 
current,  and  in  others  the  proximal  portion  may 
fail  to  be  stimulated.  Electricity  is,  however,  useful 
at  the  beginning  of  operation  in  badly  distorted 
cases  to  distinguish  the  principal  nerve-trunks,  as 
the  median  from  the  ulnar,  etc.  It  is  hopeless  to  try 
to  associate  by  this  means  the  central  and  peripheral 
portions  of  individual  fibers.  Experience  in  former 
wars  seems  to  show  that  such  careful  adaptation  is 
not  of  great  importance.  Whenever  the  whole  nerve 
was  severed  or  severely  injured,  the  necessary  resec- 
tion was  done  and  the  ends  sutured  in  the  best  way 
to  avoid  stretching,  if  possible.  For  suture  material 
fine  silk  was  used  at  first,  later  fine  catgut.  When- 
ever individual  nerve  fiber  bundles  remained  intact, 
they  were  used  as  splints  for  the  sutured  ones. 
Unless  tension  made  it  necessary  to  go  deeper, 
the  stitches  have  included  only  the  supporting  sub- 
stance of  the  nerve,  but  it  is  always  necessary  to  see 
to  it  that  the  portions  brought  into  contact  consist 
of  pure  nerve  substance. 

Whenever  the  perineurium  was  sufficiently 
thickened  to  press  upon  the  nerve,  it  was  removed 
as  a  foreign  body.  It  was  also  frequently  removed 
in  cases  in  which  it  merely  showed  definite  symp- 
toms of  inflammation,  and  especially  in  cases  which 
showed  symptoms  of  peripheral  neuritis.  In  many 
cases  the  pain  was  permanently  relieved  in  this  way, 
in  others  it  returned  after  a  while,  but  these  latter 
were  apparently  cases  of  ascending  neuritis.  The 
sheath  should,  in  any  event,  be  split  lengthwise  to 
free  the  nerve-bundles  of  the  inflammatory  exudate 
between  them.  Such  an  exudate  may  result  from 
the  suturing  of  the  nerve.  Therefore,  the  sheath 
should  be  split  for  several  centimeters  on  both 
sides  of  the  suture,  and  this  slit  should  not  be 
resutured. 

In  cases  requiring  resection  up  to  six  centimeters, 
the  central  and  peripheral  ends  of  the  nerve  were 
dissected  out  of  the  soft  parts  and  displaced  sub- 
cutaneously  as  far  as  possible;  the  distance  was 
decreased  by  flexion  or  extension,  and  finally,  by 
fine  spiral  incisions  in  the  perineurium,  the  ends 
were  lengthened  somewhat.  Stay  sutures  along 
the  sides  of  the  nerve  were  used  to  assist  in  holding 
the  approximated  ends  together,  and  if  the  tension 
was  great,  these  stitches  had  to  include  nerve- 
bundles  to  avoid  tearing  out.  Great  care  was  exer- 
cised to  see  that  nothing  was  interposed  between  the 
active  nerve  substance  of  the  sutured  ends.  Finally, 
it  is  necessary  to  protect  the  sutured  nerves  from 
pressure,  especially  in  cases  of  bone  fracture.  This 
is  best  accomplished  by  the  interposition  of  a 
neighboring  muscle,  or  a  pedunculated  muscle-flap. 

In  cases  in  which  it  was  necessary  to  use  tubes, 
rubber  tubes,  prepared  from  pure  rubber  and  not 
vulcanized,  were  used.  The  tubing  was  boiled  in 
salt  solution  and  split  lengthwise.  Prepared  in  this 
way  it  can  be  used  to  enclose  the  stumps  of  nerves 
or  it  can  be  used  to  protect  the  sutured  nerve  from 
its  surroundings. 

Hezel  describes  the  40  cases  in  detail,  giving  the 
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point  of  entrance  and  exit  of  the  bullet,  which 
nerves  were  injured  and  how  badly,  a  description  of 
the  findings  upon  operative  exposure  of  the  part, 
and  the  surgical  procedures  applied.  The  neurologic 
examination  included,  with  a  few  exceptions,  only 
the  motor  functions.  The  injuries  were  classified 
as  severe,  moderate,  and  light.  In  severe  cases,  the 
nerves  were  not  responsive  to  either  the  galvanic 
or  faradic  current,  and  the  muscles  did  not  respond 
to  the  faradic  and  but  sluggishly  to  the  galvanic. 
In  moderate  cases  the  electrical  irritability  of  the 
nerves  was  not  absent,  but  materially  reduced 
quantitatively,  and  sometimes  altered  qualitatively; 
the  muscles  qualitatively.  Light  cases  showed  at 
most  quantitative  reduction,  no  qualitative  changes. 
The  findings  upon  exposure  of  the  injured  area  vary 
according  to  whether  or  not  the  nerve  is  com- 
pletely severed.  If  it  is  completely  severed,  both 
the  ends  are  usually  embedded  in  dense  scar  tissue 
with  a  space  between  them.  Unless  the  operation 
is  undertaken  very  early,  the  central  stump  will  show 
a  swelling  consisting  of  a  neuroma.  Otherwise  the 
severed  nerves  are  not  much  enlarged,  and  the 
peripheral  portion  may  even  be  somewhat  atrophied. 
If  the  nerve  is  not  broken,  but  merely  grazed  or 
crushed  by  the  shot,  there  will  be  an  irregular  swel- 
ling of  several  centimeters  length  distal  to  the  point 
of  injury.  This  is  doubtless  caused  by  inflammatory 
exudate  inside  the  nerve-sheath  with  consequent 
obstruction  of  the  venules  and  lymphatics  of  the 
nerve.  This  swelling,  which  may  be  twice  or  even 
three  times  the  diameter  of  the  nerve,  is  gradually 
reduced,  and  induration  of  the  nerve-sheath  and 
interstitial  tissue  takes  the  place  of  the  infiltration. 
In  cases  in  which  the  nerve  is  penetrated  by  the  shot, 
so  that  the  sheath  is  opened,  this  distal  swelling  is 
entirely  absent,  and  the  nerve  on  both  sides  of  the 
lesion  is  slightly  swollen,  soft,  and  reddened.  Upon 
opening  the  sheath  of  a  nerve  that  was  not  cut  by 
the  shot,  one  frequently  finds  more  or  less  of  the 
contained  fibers  ruptured  with  scar  connective  tissue 
between  the  ends  of  the  fibers,  and  if  sufficiently  late, 
the  beginning  development  of  neuromata.  These 
individual  fibers,  even  as  the  whole  nerve  under 
similar  circumstances,  must  be  resected  and  the  ends 
freshened  before  regeneration  is  possible. 

There  is  as  yet  no  diagnostic  method  of  deter- 
mining whether  or  not  in  severe  cases  there  is 
destruction  of  continuity  of  the  whole  nerve  or  only 
of  some  of  its  fibers.  Neurologic  examination  will 
show  disturbance  or  absence  of  function,  and  in 
every  case  of  absence  of  conductivity  the  possibility 
of  loss  of  continuity  must  be  considered. 

M.  M.  Matthies. 

Voelcker,  F.:  Operative  Findings  in  Gun-shot 
Wounds  of  Peripheral  Nerves.  Deutsche  Ztschr. 
f.  Chir.,  1915,  xlv,  April  3. 

The  author  recommends  an  early  operation  in 
nerve  injuries  but  it  is  necessary  to  wait  for  an  aseptic 
condition  of  the  wounds.  He  reports  on  sixteen 
cases.     The   most   important   operative   finding   is 


callus  degeneration  of  the  tissue  in  the  wound  canal 
which  often  causes  firm  constriction  of  the  nerve. 
The  nerve  has  to  be  carefully  dissected  out  of  these 
callus  masses  and  freed  sufficiently  for  the  following 
suture.  Very  often  there  is  fixation  of  the  nerve  to 
the  bone  which  frequently  causes  a  great  deal  of 
neuralgic  pain.  The  displacement  of  the  severed 
nerve-ends  may  be  not  only  longitudinal  but  also 
lateral  and  twists  may  occur,  which  conditions  ne- 
cessitate painstaking  preparation  of  the  nerve-ends 
out  of  the  mass  of  callus  tissue.  In  totally  severed 
nerves  the  suture  was  made  with  very  fine  catgut. 
In  order  to  avoid  reformation  of  adhesions  a  cuff 
of  free  fascia  was  laid  around  the  union  of  the  nerve- 
endings.  A.  Steindlee. 

Caldwell,  J.  R. :   The  X-Ray  Theater  in  War  Hos- 
pitals.    Lancet,  Lend.,   1915,  clxxxviii,  854. 

At  the  Baltic  and  Corn  Exchange  Hospital 
in  Calais  the  X-ray  room  is  fitted  up  as  an  operating 
room,  and  operations  for  the  removal  of  foreign 
bodies  are  performed  upon  the  horizontal  fluoro- 
scope.  The  room  is  perfectly  dark  for  fluoroscopy, 
an  automobile  headlight  immediately  over  the 
table  furnishing  the  light  when  needed  for  the 
operation. 

In  cases  in  which  the  external  wound  has  healed, 
the  foreign  body  is  first  located  by  fluoroscopy,  the 
point  of  the  forceps  placed  over  the  shadow,  the 
lights  turned  on,  and  the  operation  proceeds  in 
the  usual  way.  From  time  to  time  the  lights  are 
turned  out,  the  X-ray  is  turned  on  and  the  relative 
position  of  the  forceps  in  the  depth  of  the  wound 
to  the  foreign  body  is  noted.  Moving  the  tube 
from  side  to  side  and  noting  the  relative  movement 
of  the  two  is  a  very  valuable  means  of  estimating 
their  approximate  relationship. 

In  septic  cases  where  sinuses  exist,  after  very 
careful  cleansing,  the  foreign  body  is  approached 
through  the  sinus,  the  same  method  of  control  by 
frequent  X-ray  examinations  being  used. 

By  using  these  methods  the  author  has  been  able 
to  remove  many  foreign  bodies  from  extremely 
difiicult  locations  in  cases  where  previous  operations 
had  proved  unsuccessful.  G.  W.  Grier. 

Mills,  L.:    Wounds  Received  in  Battle;  Observa- 
tions Made  During  Recent  Service  in  Austria. 

/.  Am.  M.  Ass.,  1915,  Ixiv,  1224. 

Mills  served  as  a  volunteer  in  the  second  eye  clinic 
of  the  Vienna  General  Hospital  in  19 14  for  a  period 
of  three  months.  He  saw  a  total  of  1,100  cases  of 
projectile  wounds,  332  of  which  were  under  his 
personal  charge.  The  latter  were  177  bullet  wounds, 
95  shrapnel  wounds,  4  shell  wounds,  7  bayonet 
wounds,  17  accidental  injuries,  and  22  purely  medical 
cases. 

Sixty-three  per  cent  of  the  bullet  wounds  were 
infected,  the  shrapnel  wounds  showing  over  85  per 
cent  of  infection.  Of  all  septic  cases,  58  came  to 
operation.  Six  septic  cases  were  lost  as  follows: 
3  perforating  wounds  of  the  knee  (radical  surgery 
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came  too  late);  one  was  a  comminuted  compound 
fracture  of  the  left  forearm  (tetanus  —  early  opera- 
tion was  refused);  one  death  was  due  to  peritonitis 
and  pyopneumothorax,  and  one  from  meningitis 
(shrapnel  perforation  of  lumbar  spine).  Two  other 
deaths  were  due  to  perforation  and  pulpification  of 
the  cord. 

Three  tetanus  cases  recovered  under  antitoxin 
and  chloral.  In  one  case  amputation  in  the  middle 
of  the  left  forearm  saved  the  patient's  life. 

Amputations  were  done  for  tetanus,  gas  bacillus 
infection,  torsion,  necrosis  of  a  fractured  leg,  and  for 
septic  knee-joints. 

At  first  in  phlegmons  small  incisions  were  the 
rule,  but  later  large  incisions  proved  necessary  to 
insure  thorough  drainage.  In  practically  all  wounds 
of  the  bones  comminution  was  extensive,  the  clean 
perforations  being  seen  in  only  2  out  of  loi  injuries. 

Recovery  took  place  in  one  case  of  gunshot  wound 
of  the  abdomen,  in  which  the  wound  had  healed 
before  admission.  Another  case  had  a  rifle  wound 
received  at  a  distance  of  about  400  yards.  The 
bullet  entered  the  right  supraclavicular  fossa,  while 
the  patient  was  lying  on  his  left  side,  pierced  the 
scapula,  and  followed  the  contour  of  the  chest  until 
it  reached  the  eighth  rib  in  the  posterior  axillary 
line.  The  missile  comminuted  the  eighth,  ninth, 
and  tenth  ribs,  the  fragments  of  which  tore  the 
pleura  and  peritoneum,  seriously  injuring  the  liver. 
Drainage  was  inserted.  Death  from  peritonitis  and 
pyopneumothorax. 

Of  6  cases  of  bullet  wounds  of  the  knee  only  2  made 
a  functional  recovery.  In  infected  wounds,  lateral 
and  posterior  incisions  and  irrigation  with  H2O2  was 
the  rule.  One  patient  recovered  by  substituting 
saline  solution  for  the  H2O2.  Many  could  have 
been  saved  by  early  amputation,  but  this  was  re- 
fused and  a  grave  general  sepsis  resulted.  Large 
flaps  were  made  in  all  amputations,  and  were  held 
together  by  dressings,  allowing  access  and  drainage. 
All  cases  of  lung  perforation  recovered. 

In  three  vertebral  cases  death  ensued  from  menin- 
gitis. Laminectomy  in  one  case  showed  pulpification 
of  the  cord.  Recovery  took  place  in  one  case 
presenting  a  small  clean  wound  about  6  cm.  to  the 
right  of  the  body  of  the  eighth  dorsal.  There  was  a 
good  functional  result,  in  spite  of  a  sharp  left 
lateral  curve.  Another  recovery  was  observed  after 
removal  of  a  shrapnel  bullet  from  between  the 
third  and  fourth  lumbar  vertebrje,  which  produced 
slight  pressure  on  the  cord  from  spiculae. 

Cases  were  seen  with  bullets  passing  through  the 
whole  length  of  the  neck,  sparing  the  cervical 
vessels  and  nerves.  Laceration  of  such  vessels  on 
the  battlefield  resulted  in  death  before  first  aid  could 
be  given. 

Close  range  shots  of  the  cranium  are  fatal  from 
fragmentation  and  disruption  of  the  brain.  A  more 
favorable  outcome  was  observed  in  guttering  of 
the  frontal  bone  with  a  corresponding  guttering  of  the 
frontal  convolutions.  Trephining  should  often  be  post- 
poned until  the  usual  mild  infection  has  subsided. 


The  rontgen  rays  are  an  essential  means  to  proper 
diagnosis.  Thus,  an  apparently  beginning  triomus 
of  tetanus  proved  a  comminution  of  the  right  coro- 
noid  process. 

Bayonet  wounds  at  the  front  are  very  serious,  if 
not  fatal,  but  those  which  reach  the  hospitals  are 
trivial  but  infected. 

The  Austrian  physicians,  in  spite  of  all  previous 
writings,  fell  into  the  error  at  first  of  packing 
(tamponading)  wounds,  so  that  these  were  ready  to 
burst  from  pus,  gangrenous  muscles,  and  bone 
fragments.  Later  this  was  corrected.  This  war  has 
shown  a  greater  incidence  of  sepsis  than  any  previous 
wars  since  medieval  times.       Gustavus  M.  Blech. 

Wright,  A.  E.:  Wound  Infections;  Some  New 
Methods  for  the  Study  of  the  Various  Factors 
Which  Come  into  Consideration  in  Their 
Treatment.    Proc.  Roy.  Soc.  Med.,  1915,  viii,  41. 

In  the  present  war  the  fact  which  is  of  astounding 
importance  is  that  almost  every  wound  is  infected, 
some  of  them  very  badly  so. 

The  clothing  and  skin  of  the  soldiers  are  usually 
in  a  filthy  condition.  The  projectile  passing  through 
this  zone  of  filth  necessarily  carries  infection  along 
its  path,  many  times  very  deep  and  beyond  the 
reach  of  antiseptics.  This  results  in  a  primary 
infection  of  streptococcus  with  organisms  from  the 
faeces,  especially  the  gas  bacillus  and  tetanus  bacillus. 
Death  may  result  from  erysipelas.  Cellutitis, 
tetanus,  or  gas  gangrene.  If  the  wound  becomes 
open  and  aerobic  conditions  prevail  a  secondary 
infection  with  other  pus  organisms — especially 
bacillus  proteus — may  result. 

The  author  has  undertaken  a  series  of  experi- 
ments in  connection  with  wound  infections.  The 
first  problem  attacked  was:  Can  the  microbes 
which  are  found  in  wound  infections  live  and 
multiply  in  the  unaltered  blood  fluids?  By  means 
of  capillary  pipettes  successive  dilutions  of  pus 
were  made,  i  to  10,  i  to  100,  to  i  to  100,000. 
These  were  then  separately  mixed  with  an  equal 
quantity  of  normal  serum.  After  incubation  it 
was  found  that:  (i)  higher  dilutions  of  pus  gave 
only  streptococcus;  (2)  lower  dilutions  gave  strep- 
tococcus, staphylococcus,  and  an  anaerobic  bacillus; 
(3)  all  other  organisms  were  inhibited  or  appeared 
only  after  fairly  heavy  sowing  with  pus  and  com- 
paratively late. 

Pyogenic  organisms  are  therefore  classified  into 
(i)  serophytes  —  those  finding  food-stuffs  ready 
made  in  blood  fluids  and  can,  in  the  absence  of 
phagocytes,  grow  without  restraint;  and  (2)  serosa- 
prophytes  —  those  which  cannot  grow  and  multiply 
in  the  blood  fluids  until  a  change,  probably  a  degen- 
erative change,  has  passed  over  those  fluids. 

The  next  problem  was  to  determine  whether 
the  lymph  in  a  wound  acted  similarly  to  the  normal 
blood  serum.  By  means  of  a  special  glass  leech  it 
was  possible  to  collect  the  lymph  from  the  wall  of 
a  wound  and  obtain  it  practically  free  from  phago- 
cytes.    It   was   found   that,    whereas   the   wound 
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itself  was  teeming  with  many  varieties  of  pus 
organisms,  both  serophytes  and  serosaprophytes , 
the  lymph  within  the  leech  showed  a  pure  culture 
of  streptococcus. 

The  problem  next  arose  as  to  what  was  the  cause 
of  this  "corruption  of  the  lymph"  in  the  wound 
which  allowed  all  forms  of  organisms  to  grow.  It 
has  been  shown  that  serosaprophytes  require  a 
change  in  serum  before  it  can  be  utilized  by  them 
as  food.  This  change  is  opposed  by  the  antitryptic 
property  of  the  serum.  It  is  only  when  this  anti- 
tryptic property  has  been  overwhelmed  by  an  excess 
of  trypsin  that  the  proper  preparation  of  the  serum 
for  the  serosaprophytes  can  result.  In  a  wound  the 
antitryptic  power  of  the  serum  may  be  overwhelmed 
by  the  trypsin  obtained  either  from  an  especially 
large  number  of  bacteria  or  by  the  trypsin  liberated 
from  broken  down  phagocytes.  This  "passive 
defense"  of  the  blood  afforded  by  its  antitryptic 
power  prevents  microbes  from  converting  to  their 
uses  the  nutrient  substances  of  the  blood  fluids 
and  must  greatly  assist  the  "active  defense" 
afforded  by  the  phagocytes  and  the  bacteriotropic 
substances  in  the  blood. 

The  next  problem  attacked  was:  What  are  the 
factors  which  influence  the  emigration  of  white 
blood  corpuscles  into  the  wound?  The  method 
used  was  as  follows:  capillary  tubes  were  filled 
with  blood  and  the  chemotactic  substance  under 
question  and  immediately  centrifuged.  On  clotting 
the  cellular  elements  were  at  the  bottom  of  the 
tube  and,  after  incubation,  it  was  possible  to  deter- 
mine how  far  the  phagocytes  had  emigrated  into 
the  clear  clot  above. 

By  this  method  the  following  data  were  deter- 
mined: (i)  Leucocytes  will  move  in  any  direction 
toward  a  chemotactic  substance.  (2)  Anaerobic 
conditions  are  more  favorable  for  emigration  than 
aerobic.  (3)  Emigration  occurs  more  freely  at 
40°  than  at  37°;  does  not  occur  at  15°  when  exposed 
to  a  temperature  of  0°  for  one  hour;  when  the 
temperature  is  raised  emigration  takes  place  as 
before.  (4)  Vapor  of  ether  does  not  affect  emigra- 
tion. Vapor  of  chloroform  abolishes  it.  (5)  Physio- 
logical salt  solution  causes  vigorous  emigration  of 
white  cells.  Strong  salt— e.g.,  5  per  cent  solution — 
suppresses  emigration.  (6)  Bacterial  suspensions 
when  concentrated  suppress  emigration;  weaker 
dilutions  cause  vigorous  emigration;  very  weak 
dilutions  act  only  as  diluent  acts. 

The  end-result  in  these  tubes  with  blood  and 
bacteria  may  be:  (i)  either  destruction  of  the 
bacteria  or  (2)  an  over-running  by  the  bacteria 
with  the  breaking  up  of  the  clot  due  to  the  liberation 
of  trypsin  from  broken  down  phagocytes. 

In  the  treatment  of  wound  infections  the  first 
method  which  suggests  itself  is  the  antiseptic 
method.  Antiseptics  are  of  great  use  as  a  pre- 
liminary application  before  operation  and  in 
recent  superficially  infected  wounds;  e.g.,,  a  com- 
pound fracture.  In  wounds  in  war,  however,  the 
conditions  are  different.    When  the  wound  reaches 


the  surgeon  it  is  already  infected  deeply  beyond 
the  reach  of  antiseptics.  The  track  of  the  projectile 
is  blocked  by  blood-clot  and  hernia  of  muscle.  The 
best  that  could  be  obtained  in  these  infections 
would  be  only  a  partial  sterilization  and  the  in- 
fection would  in  a  few  days  be  as  bad  as  before. 
Concentrations  of  the  antiseptic  which  would  be 
effective  on  the  skin  would  be  ineffective  in  a  wound, 
because  its  action  would  be  neutrahzed  by  the 
body  fluids  and  pus. 

Is  there  any  reasonable  prospect  of  sterilizing 
the  wound  by  the  application  of  antiseptics?  It 
is  possible  to  sterilize  the  pus  in  the  cavity  of  the 
wound.  There  are,  however,  recesses  which  cannot 
be  reached  and  the  granulation  tissue  in  the  walls 
of  the  wound  hold  microbes  which  it  would  be 
impossible  to  sterilize.  Since  it  is  impossible  to 
sterilize  a  wound,  what  is  the  advantage  to  the 
patient  of  having  the  number  of  microbes  reduced? 
Wright  does  not  believe  there  is  any  advantage 
since  the  reduction  is  merely  temporary.  The 
soil  may  be  even  made  more  favorable  for  the 
microbes  by  the  use  of  antiseptics.  Apparently 
the  only  use  of  antiseptics  in  the  treatment  of 
wounds  is  as  a  prophylactic  of  the  graver  infections 
which  were  present  before  Lister's  time.  As  treat- 
ment the  method  is  not  effective. 

The  next  method  discussed  is  called  the  physio- 
logical method.  This  method  is  the  basis  of  the 
surgical  methods  usually  advocated:  namely,  the 
opening  and  draining  of  abscesses;  free  incisions 
into  infiltrated  tissues;  hot  fomentations;  leaving 
operation  wounds  unsutured;  and  dispensing  with 
flaps.  These  methods  cause  an  outflow  of  pus 
with  the  influx  of  fresh  lymph  and  phagocytes. 
It  is  of  advantage  in  most  wounds  to  have  a  marked 
outgoing  current  of  lymph  with  sufficient  phagocytes 
with  it  to  antagonize  microbes  present  but  not  to 
destroy  the  antitryptic  power  of  the  serum.  In 
wounds  where  the  infection  is  in  dry  and  infiltrated 
tissues  with  a  small  amount  of  serum  exuding,  it 
may  seem  undesirable  to  have  emigration  of  many 
phagocytes,  else  their  destruction  in  the  absence 
of  fresh  lymph  may  result  in  the  overpowering 
of  the  antitryptic  substance  in  the  serum.  This 
would  result  in  a  favorable  medium  for  serosapro- 
phytes. 

The  lymphagogue  which  the  author  has  used 
successfully  for  many  years  consists  of  a  solution 
of  sodium  chloride  5  per  cent,  sodium  citrate 
0.5  per  cent. 

The  third  method  of  treatment  is  vaccine  therapy. 
In  civil  life  vaccines  have  proved  eminently  success- 
ful in  prophylaxis  of  certain  diseases  and  in  the 
treatment  of  certain  local  infections.  In  war, 
experiments  have  not  been  carried  out  to  an  extent 
to  warrant  conclusions.  In  cases  of  erysipelas  and 
cellulitis  the  results  are  often  brilliant.  In  well- 
drained  wounds  vaccines  seem  to  favor  phagocytosis 
and  increase  the  outpouring  of  lymph.  In  closed 
wounds  and  in  septicaemia,  vaccines  do  not  appear 
to  give  good  results.  J.  H.  Skiles. 
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Chappie,  H.:  Cancer  of  the  Cervix.  Ctiy's  IIosp. 
Gaz.,  1915,  xxix,  189. 

The  author  attributes  the  hopeless  condition 
of  many  patients  to  three  factors: 

1.  That  the  early  stages  of  the  disease  are  ac- 
companied only  by  slight  signs. 

2.  That  these  signs  are  usually  only  irregularities 
of  normal  phenomena  in  women,  and  so  are  disre- 
garded by  them  and,  very  frequently,  by  their 
medical  attendants. 

3.  The  repugnance  with  which  most  women  re- 
gard the  suggestion  of  a  pelvic  examination. 

In  making  a  diagnosis,  three  conditions  may 
simulate   the   ulcerating   type   of   cervical   cancer: 

I  Syphilitic  chancre,  which  is  so  rare  as  to  be 
almost  negligible.  Its  nature  is  soon  made  manifest 
by  the  secondary  symptoms  that  follow.  In  any 
case  an  early  diagnosis  is  usually  not  made,  except 
by  the  microscope. 

2.  Tuberculous  ulceration  is  not  nearly  so  com- 
mon, and  the  differential  diagnosis  will  usually  re- 
quire the  microscope. 

3 .  Erosion  which  imparts  to  the  finger  superficially 
a  soft  feeling,  well  described  as  velvety,  whereas  the 
deep  tissues  often  are  very  hard.  It  is  not  friable 
and  although  it  bleeds,  the  haemorrhage  is  not  nearly 
so  free  as  in  the  case  of  cancer  and  no  particles  of 
growth  come  away  on  the  examining  finger. 

In  the  inoperable  cases  there  are  three  factors  to 
be  dealt  with:  haemorrhage,  foul  discharge,  and  pain. 

The  abdomen  is  opened  in  its  lower  segment,  the 
ovarian  vessels  are  tied  and  the  ovaries  removed. 
The  internal  iliac  arteries  are  then  exposed  and  liga- 
ted  securely.  The  ureters  are  dissected  out  and 
freed  along  their  pelvic  length,  and  the  glands  are 
dissected  off  the  iliac  vessels  en  masse  on  both  sides, 
reaching  from  the  obturator  foramen  to  the  bifur- 
cation of  the  aorta.  The  peritoneum  is  then  re- 
stored and  the  abdomen  closed  in  the  usual  way. 
Ten  days  later  the  patient  is  placed  in  the  lithotomy 
position  and  the  mass  removed  with  a  sharp  spoon. 
There  is  no  haemorrhage  and  the  scraping  process 
can  be  most  efficient.  The  edge  of  the  growth  is 
treated  with  diathermy.  Edward  L.  Cornell. 

Maurer,  A.:  The  Results  of  Sixty  Abdominal 
Hysterectomies  for  Cancer  of  the  Cervix  (Les 
resultats  de  soixante  hysterectomies  abdominales 
pour  cancer  du  col  de  I'uterus).  Rev.  de  gynic.  et  de 
chir.  abd.,  1914,  xxiii,  97. 

Maurer  describes  a  series  of  60  abdominal  hyster- 
ectomies for  cancer  of  the  cervix  performed  at  the 
Broca  Hospital  from  1905  to  1913.     The  case  his- 


tories are  given  in  detail,  together  with  the  histo- 
logical examination  in  53  cases,  and  illustrations  of 
many.  The  total  mortality  was  28.3  per  cent.  He 
makes  a  comparison  of  the  value  of  simple  abdom- 
inal hysterectomy  and  the  extended  operation,  in- 
cluding extensive  removal  of  the  parametrium  and 
in  9  cases  bilateral  ligation  of  the  hypogastric.  In 
the  30  simple  cases  the  mortality  was  26.6  per 
cent;  in  the  30  cases  of  extended  operation  the 
mortality  was  30  per  cent.  Considering  the  fact 
that  the  latter  were  the  most  advanced  cases,  the 
mortality  is  practically  no  greater.  The  extended 
operation  has  the  advantage  of  carrying  the  opera- 
tion into  normal  tissue,  so  that  there  is  no  incision 
through  cancerous  tissue  and  therefore  no  possibility 
of  infection  or  inoculation  with  cancer-cells.  Neither 
is  the  operation  any  more  serious  with  ligation  of 
the  hypogastrics.  This  preliminary  ligation  is  to  be 
recommended,  for  the  patients  suffer  less  shock,  as 
ligation  makes  the  field  of  operation  bloodless  and 
aids  in  avoiding  manipulation  while  isolating  the 
ureter  and  excising  the  parametrium.  There  was  a 
greater  percentage  of  survivals  for  a  longer  time 
after  the  extended  than  after  the  simple  operation. 

A.  Goss. 

Heineberg,  A.:  An  Improved  Method  of  Suturing 
the  Flaps  in  Amputation  of  the  Cervix.     Am.  J. 

Obst.,  N.  Y.,  1915,  Ixxi,  751. 

The  author  sutures  the  flaps  after  a  single  flap 
amputation  or  tracheloplasty  procedure  as  follows: 
A  chromic  catgut  suture,  designated  a  tension  su- 
ture, is  armed  at  each  end  with  a  well-curved  needle. 
Each  needle  is  passed  through  the  flap  about  a 
quarter  of  an  inch  from  its  edge;  the  points  of  intro- 
duction are  on  the  raw  surface  of  the  flap  one-eighth 
of  an  inch  on  each  side  of  the  median  line,  and  the 
points  of  emergence  are  on  the  vaginal  surface  of 
the  flap.  Both  needles  are  then  introduced  through 
the  base  of  the  flap  at  the  junction  of  the  raw  sur- 
face and  the  mucous  membrane  of  the  cervical 
canal.  They  are  passed  through  the  entire  thick- 
ness of  the  lip  of  the  cervix  and  made  to  emerge  upon 
the  vaginal  surface  about  three-quarters  of  an  inch 
apart.  After  sufficient  traction  has  been  applied 
to  the  ends  of  the  sutures  to  invert  the  flap  and 
bring  its  edge  and  base  into  accurate  apposition  the 
ends  of  the  sutures  are  tied  to  each  other.  The 
other  lip  is  sutured  in  the  same  manner. 

The  two  lips  of  the  cervix,  which  has  been  sepa- 
rated by  the  amputation,  are  drawn  together  by  a 
mattress  suture  placed  in  each  side  of  the  cervix 
about  a  quarter  of  an  inch  external  to  the  canal. 
This  suture  begins  in  the  vaginal  surface  of  the 
anterior  lip  about  one-half  of  an  inch  above  the  edge 
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of  the, flap  and  emerges  upon  the  raw  surface  of 
the  flap  near  its  base.  It  is  then  passed  through  the 
lower  lip  from  the  raw  to  the  vaginal  surface.  In  a 
like  manner  it  is  passed  back  through  both  lips  on  a 
line  one-quarter  of  an  inch  external  to  the  first. 
When  the  two  ends  of  this  suture  are  tied  to  each 
other  the  tension  should  be  sufficient  to  insure 
haemostasis  and  approximation  of  the  edges  of  the 
lips.  These  edges  are  then  held  in  accurate  apposi- 
tion by  interrupted  sutures  which  should  be 
placed  superficially,  and  firmly  but  not  tightly  tied. 
Care  must  be  taken  to  avoid  injury  to  the  bladder 
by  the  suture  which  pierces  the  entire  thickness 
of  the  anterior  lip  of  the  cervix.  C.  H.  Davis. 

Gardner,  W.  S. :  Hypertrophies  of  the  Endometriuni. 

/.  Am.  M.  Ass.,  1915,  Ixiv,  1831. 

In  the  study  of  the  pathologic  conditions  of  the 
endometrium  which  are  not  the  results  of  infection, 
several  are  encountered  that  may  be  confused  with 
each  other,  or  with  the  normal  endometrium,  or  with 
adenocarcinoma  of  the  body  of  the  uterus.  The 
premenstrual  endometrium  is  the  normal  form  most 
frequently  mistaken  for  some  pathologic  state;  but 
occasionally  a  hypertrophic  endometrium  with  nar- 
row contracted  glands,  unless  care  is  exercised,  may 
be  mistaken  for  a  normal  post-menstrual  type. 
Among  these  non-inflammatory  hypertrophies  are 
those  associated  with  extra-uterine  pregnancy,  with 
ovarian  growths,  and  a  third  group  for  which  we 
have  at  present  no  adequate  explanation  and  which 
may  be  divided  into  two  groups,  the  glandular  and 
the  interstitial. 

Non-malignant  overgrowths  of  the  endometrium 
are  comparatively  common.  In  some  instances  the 
whole  endometrium  is  thickened;  in  others  there  are 
found  pedunculated  masses  of  greater  or  less  ex- 
tent. They  occur  most  frequently  between  the  ages 
of  40  and  50,  but  are  also  found  at  periods  of  life 
both  earlier  and  later  than  this. 

The  symptom  that  attracts  the  attention  of  the 
patient  is  haemorrhage.  This  haemorrhage  is  a 
persistent,  but  not  a  profuse  flow,  in  most  cases, 
resembling  in  quantity  a  rather  free  menstrual 
period  and  continuing  for  weeks  or  months.  In 
this  it  is  not  unlike  the  bleeding  due  to  adenocar- 
cinoma of  the  body  of  the  uterus,  and  since  the  age 
incidence  is  the  same,  it  is  very  important  that  we 
should  have  some  definite  means  of  distinguishing 
between  them.  The  only  reliable  method  is  by  the 
proper  interpretation  of  microscopic  examinations 
of  uterine  scrapings.  Edward  L.  Cornell. 

Whitcher,    B.    R.:     Uterine    Carcinoma    and    Its 
Prompt  Diagnosis.    Inlerst.  M.  J.,  1915,  xxii,  388. 

As  a  means  of  prophylaxis  against  uterine  cancer 
the  following  is  advisable: 

I .  In  from  six  to  eight  months  after  confinement 
the  attending  physician  should  visit  his  patient  and 
make  a  careful  and  thorough  examination,  so  as  to 
determine  whether  there  has  been  any  traumatism, 
and,  if  so,  its  nature  and  extent. 


2.  Ev^ry  woman  who  has  borne  children  should 
be  examined  once  a  year  by  a  competent  physician 
until  she  is  55  years  old,  and  in  that  way  a  large 
number  of  cancer  cases  could  be  diagnosed  and 
cured  in  their  early  incipiency. 

A  work  of  educating  the  public  along  this  line 
has  of  late  been  attempted  at  Konigsberg,  by  Win- 
ter, The  dangers  of  cancer  have  been  pointed  out 
by  an  article  in  a  leading  daily  paper,  giving  explicit 
details  of  cancer  and  the  importance  of  its  early 
diagnosis,  showing  that  most  cancer  cases  are  cur- 
able if  only  operated  upon  in  time. 

Edwakd  L.  Cornell. 

Clark,  S.  M.  D.:  Preliminary  Report  on  the  Use  of 
the  Percy  Cautery  in  Carcinoma  Uteri,  with 
Especial  Reference  to  Its  Use  as  a  Forerunner 
to  the  Wertheim  Operation.  Surg.,  Cynec.  &• 
ObsL,  1915,  XX,  558. 

The  author  refers  to  the  work  of  B)T:ne  and 
advances  various  reasons  as  to  why  the  results  of 
cauterization  after  his  method  have  been  disappoint- 
ing in  other  hands.  He  gives  credit  to  Percy  for 
introducing  a  definite  technique  for  the  cauteriza- 
tion of  cervical  carcinoma.  He  calls  attention  to 
the  value  of  the  water-cooled  specula  and  the  electric 
cautery  and  the  manner  of  controlling  the  heat  by 
means  of  the  hand  in  the  abdomen.  The  fact  is 
noted  that  cancer-cells  are  killed  if  raised  to  a 
temperature  of  113°  F.,  whereas  normal  cells  are 
not  injured  until  the  temperature  exceeds  131°  to 
140°. 

At  first  the  author  used  the  Percy  cauterization 
only  in  surgically  abandoned  cases.  There  was 
striking  improvement  as  regards  haemorrhage, 
toxaemia,  appetite,  pain,  and  the  patients'  general 
condition.  It  is  claimed  that  unquestionably  the 
life  of  these  patients  was  prolonged.  He  mentions 
two  of  his  cases  which  became  operable  after  repeated 
cauterization.  In  these  cases  numerous  microscopi- 
cal examinations  of  the  tissue  removed  by  the  Wer- 
theim technique  failed  to  reveal  any  carcinoma. 
He  refers  to  other  cases  in  his  clinic  which  are 
improving  to  such  an  extent  that  he  hopes  they 
will  be  able  to  stand  a  radical  operation. 

He  quotes  statistics  from  the  London  Cancer 
Hospital  to  the  effect  that  in  100  autopsies  on  women 
who  died  of  uterine  cancer,  46  per  cent  had  no 
extrapelvic  lymphatic  involvement. 

In  borderline  cases,  the  Percy  method  is  used 
with  the  idea  of  transforming  the  cases  into  frankly 
operative  ones.  In  any  case  with  ulceration,  pre- 
liminary cauterization  stops  bleeding  and  infection 
and  lessens  the  toxaemia,  thereby  making  the  case 
a  better  operative  risk.  The  preliminary  cauteriza- 
tion takes  from  thirty  to  fifty  minutes;  therefore 
he  does  the  radical  operation  at  a  second  sitting. 
He  feels  that  a  judicious  combination  of  the  heat 
plan  of  treatment  and  that  of  total  ablation  by  the 
Wertheim  method  offers  possibilities  for  the  greatest 
percentage  of  permanent  cures. 

In  the  earliest  type  of  cases  an  immediate  pre- 
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Hminary  cauterization  is  done,  lasting  about  twenty 
minutes.  This  preliminary  destruction  of  super- 
ficial carcinomatous  cells  lessens  the  chances  for 
grafting  of  malignancy  during  the  radical  operation, 
which  immediately  follows. 

Twenty-five  of  the  author's  cases  have  been 
treated,  following  with  some  modifications  of  the 
Percy  idea.  Most  of  the  cases  were  operated  upon 
within  the  last  seven  and  one-half  months.  At 
present  the  electric  iron  is  used  and  care  is  taken  not 
to  carbonize  the  tissues.  No  curetting  is  done.  In 
the  proliferating  external  type  of  carcinoma,  the 
cutting  blade  of  the  cautery  is  used  when  the  mass 
prevents  access  of  the  cautery  to  the  cervical  canal. 
In  the  case  of  very  large  external  masses,  the  abdo- 
men is  not  opened  at  the  first  sitting.  This  may  be 
done  at  the  next  cauterization  about  three  weeks 
later. 

Two  serious  haemorrhages,  one  followed  by  death, 
are  reported.  The  death  occurred  in  a  very  advanced 
case.  To  avoid  haemorrhages  the  author  contem- 
plates ligating  both  uterine  veins  and  one  ovarian. 
Since  writing  the  paper,  he  states  that  he  has  ligated 
both  internal  iliac  veins  and  one  ovarian  during 
the  first  laparotomy,  in  six  cases. 

Two  modifications  of  the  Percy  specula  are  used. 
One  of  these  is  made  in  halves  fitting  into  each  other, 
to  be  separated  after  insertion  by  means  of  handles. 
The  other  is  made  conical  to  obviate  forcible  dila- 
tation of  the  vagina. 

He  considers  that  the  introduction  of  heat  and 
the  principle  of  starvation  by  means  of  ligation  of 
the  internal  iliacs  are  distinct  advances  in  the 
treatment  of  cervical  cancer. 

Klein,  G.:  Combined  Radiotherapy  of  Carcinoma 
of  the  Uterus  and  Breast  (Mehrjahrige  Erfolge 
der  kombinierten  Aktinotherapie  bei  Karzinom  des 
Uterus  und  der  Mamma).  Munchen.  med. 
Wchnschr.,  1915,  Ixii,  499. 

In  a  recent  article  Klein  described  his  technique 
for  treating  carcinomata  with  a  combination  of 
mesothorium  or  radium  rays,  injection  of  chemical 
substances,  and  rontgen  therapy.  In  this  article 
he  repeats  the  technique  and  gives  the  results  in  100 
cases  of  carcinoma  of  the  uterus  and  breast.  He 
found  in  a  large  percentage  of  inoperable  cases  that 
the  patients  were  kept  in  good  condition  for  two 
years  or  more.  While  the  effect  may  not  be  per- 
manent, even  that  is  much  better  than  the  results 
usually  attained  by  cauterization.  In  another 
series  of  cases  in  which  the  method  was  used  after 
operation  the  patients  have  been  kept  free  from  re- 
currence for  periods  of  three  to  three  and  three- 
fourths  years.  A.  Goss. 

Cleland,  F.  A. :  Uterine  Haemorrhage  at  and  After 
the  Menopause.    Canad.  M.  Ass.  J.,  1915,  v,  389. 

Cleland  accepts  Clark's  theory  of  ovarian  de- 
generation as  the  factor  governing  the  menopause. 
The  effects  of  the  menopause  may  be  exerted  at  any 
time  during  a  period  of  thirty  years  and  should 


never  be  accepted  as  the  cause  of  excessive  men- 
struation. He  makes  a  plea  for  public  education 
regarding  uterine  cancer:  insists  that  the  question 
of  malignancy  shall  be  first  determined  in  all  such 
cases,  and  condemns  the  curette  except  for  this 
purpose.  Endometritis  is  excluded  as  an  explana- 
tion for  menorrhagia  at  the  menopause,  and  the 
treatment  for  other  possible  causes  is  briefly  out- 
lined. W.  H.  Gary. 

Healy,  W.  P.:  Arteriosclerosis  and  the  Control  of 
Uterine  Haemorrhage.  N.  Y.  M.  J.,  1915,  ci, 
996. 

The  author  believes  that  uterine  haemorrhage 
may  be  secondary  to  arteriosclerosis  in  the  heart, 
liver,  or  kidneys  without  marked  involvement  of  the 
blood-vessels  of  the  uterus;  or  that  a  sclerosis  may 
occur  in  the  uterine  vessels  without  any  evidence 
of  its  existence  elsewhere  in  the  body.  The  uterine 
arteries  are  subject  to  the  same  general  causes  that 
produce  arteriosclerosis,  but  menstruation,  abortion, 
pregnancy  and  inflammation  are  no  doubt  import- 
ant factors  which  lead  to  the  development  of  sclerot- 
ic changes  in  the  uterine  vessels.  While  hysterec- 
tomy is  the  common  form  of  treatment  for  persis- 
tent bleeding  from  sclerosis  of  the  uterine  vessels, 
these  cases  should  be  given  the  benefit  of  treatment 
by  radiation,  either  with  the  X-ray  or  radium,  be- 
fore subjecting  them  to  the  greater  risk  of  hysterec- 
tomy. L.  K.  P.  Farrar. 

Barringer,  E.  D.:  Acute  Traumatic  Displacement 
of  the  Uterus,    Am.  J.  Obst.,  N.  Y.,  1915,  Ixxi,  758. 

The  author  agrees  with  other  writers  that  acute 
traumatic  displacement  of  the  uterus  is  rare,  but 
she  has  seen  six  definite  cases  during  the  past  ten 
years.  The  symptoms  may  be  well-defined  or  very 
vague,  and  the  diagnosis  may  be  sprained  back, 
contusion  of  the  coccyx,  spinal  concussion,  "rail- 
way spine,"  etc.,  but  she  believes  that  these  cases 
may  be  recognized  if  the  examining  physician  will 
associate  an  acute  uterine  displacement  with  the 
following  symptoms: 

1.  Pain,  which  is  usually  complained  of  in  the 
lower  portion  of  the  sacrum  and  coccyx.  If  the 
patient  attempts  to  stand  she  may  complain  of 
slight  nausea  and  vague  distress  in  the  epigastrium. 
Pain  is  often  localized  over  the  sacro-iliac  synchon- 
drosis or  down  the  course  of  the  sciatic  nerve. 
Pain  in  the  region  of  the  section  and  painful 
defecation  may  be  complained  of.  Headache, 
generally  occipital  in  type,  may  also  be  a  prominent 
symptom. 

2.  Bladder  irritability  is  often  complained  of  and 
may  be  a  most  distressing  symptom. 

3.  Change  in  the  type  of  menstruation  is  some- 
times noted.  There  may  be  a  uterine  haemorrhage 
following  the  accident — this  occurred  in  one  case.  In 
two  cases  menstruation  had  become  painful,  pro- 
longed, and  too  frequent.  One  case  had  amenor- 
rhcea.  One  case  treated  early  had  little  change  in 
menstruation. 
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4.  A  characteristic  posture  and  gait  are  noted 
with  uterine  displacements.  The  shoulders  are 
generally  stooped  forward,  with  the  head  carried 
slightly  forward,  and  the  dorsal  and  lumbar  spine  are 
held  in  a  position  of  slight  kyphosis,  the  appearance 
being  very  similar  to  the  posture  of  traumatic 
lumbago. 

Early  diagnosis  and  treatment  are  very  important. 

C.  H.  Davis. 

Cherry,  T.  H.:  Post-Partum  Retrodisplacement  of 
the  Uterus.     N.  Y.  M.  J.,  1915,  ci,  889. 

The  author  finds  that  displacement  of  the  uterus 
occurs  more  frequently  as  the  patient  progresses 
in  her  puerperium  up  to  the  sixth  or  eighth  week  than 
at  the  end  of  the  second  week,  the  usual  time  for 
making  post-partum  examinations.  In  a  series  of 
dispensary  cases  of  retrodeviation  of  the  uterus,  70 
per  cent  were  found  to  have  followed  an  abortion 
or  labor,  and  only  30  per  cent  occurred  from  other 
causes.  Subinvolution  of  the  uterine  ligaments 
together  with  laceration  of  the  cervix  and  pelvic 
floor,  is  the  chief  factor  producing  a  displacement  of 
the  uterus,  but  abuse  of  the  abdominal  binder  during 
the  puerperium,  the  dorsal  posture,  a  full  bladder, 
or  straining  at  stool,  influence  the  tendency  to  this 
condition. 

Preventive  treatment  may  be  instituted  in  the 
months  before  confinement  by  outdoor  exercise  and 
massage.  Mild  exercises  of  the  arms,  legs,  and 
abdominal  muscles  may  be  renewed  on  the  second 
or  third  day  post-partum  to  favor  involution  of  the 
tissues. 

All  perineal  and  all  deep  lacerations  of  the  cervix 
should  be  immediately  repaired.  Involution  of  the 
uterus  is  aided  by  the  lateral,  prone,  and  knee- 
chest  positions,  the  use  of  ergot,  hot  douches,  and 
tampons,  and  by  nursing,  which  should  be  insisted 
upon  for  a  period  of  at  least  two  months.  When  a 
retrodisplacement  has  occurred,  the  introduction  of 
a  pessary  is  advisable,  and  if  it  is  worn  for  several 
months    the    result    is    usually    most    satisfactory. 

L.  K.  P.  Farrar. 

ADNEXAL  AND  PERIUTERINE  CONDITIONS 

Lohnberg,  E.:  Conservative  Operation  on  the 
Ovaries  (Beitrag  zur  Kasuistik  der  erweiterten 
Ovarienresektion  nach  Mange) .  Zentralbl.  f.  Gyndk . , 
1915,  xxxix,  297. 

Conservative  surgery  of  the  ovaries  has  been 
gaining  adherents  steadily  in  recent  years.  Matthei 
held  that  resection  was  to  be  preferred  to  oopho- 
rectomy only  when  a  part  of  the  ovary  was  visible 
macroscopically  as  normal  tissue.  Menge  extended 
this  indication  to  include  cases  where  no  normal 
ovarian  tissue  was  visible.  Even  where  the  whole 
ovary  is  apparently  transformed  into  tumor  he 
shells  out  the  tumor  leaving  a  remnant  of  tissue  in 
the  hope  that  it  may  contain  enough  normal  ovarian 
tissue  to  continue  menstruation.  Lohnberg 
describes  two  cases  which  he  operated  upon  in  this 


way.  The  ovaries  were  apparently  transformed 
entirely  into  cysts,  but  he  left  a  little  tissue.  In  one 
case  the  menses  were  resumed  and  continued 
regularly,  and  finally  conception  took  place.  In  the 
other  the  patient  menstruated  only  once,  and  then 
the  menses  stopped  again.  But  even  in  this  case 
there  was  evidently  a  little  normal  ovarian  tissue 
retained,  and  the  other  case  shows  that  the  possi- 
bility of  conception  may  be  preserved  even  in 
apparently  hopeless  cases.  A.  Goss. 

Guthrie,  C.  C,  and  Lee,  M.  E. :  Ovarian  Transplan- 
tation.   J.  Am.  M.  Ass.,  1915,  Ixiv,  1823. 

Two  sister  puppies  3  months  old  were  operated  on, 
the  ovaries  in  each  case  being  removed  and  trans- 
planted into  the  other  animal.  At  this  time  the 
organs  measured  about  6  mm.  in  length.  The  an- 
imals were  operated  on  simultaneously.  Each 
ovary  was  exposed  and  its  pedicle  firmly  grasped 
throughout  its  entire  extent  by  curved  forceps.  A 
fine  silk  thread  was  then  passed  through  the  base  of 
the  ovary  by  means  of  a  cambric  needle;  the  ovary 
being  then  completely  separated  from  the  pedicle 
with  a  knife  and  instantly  transferred  to  the  other 
animal  and  fastened  to  the  pedicle  of  the  former 
ovary  by  means  of  the  thread  previously  inserted 
into  its  base. 

The  animals  made  uneventful  recoveries  and 
appeared  the  same  as  dogs  not  operated  on.  One 
was  lost,  while  the  other  was  killed  through  accident 
eighteen  months  after  operation,  at  which  time 
the  animal  was  in  good  condition.  The  right 
ovary  appeared  normal  and  was  much  larger  than 
at  the  time  of  transplantation.  It  was  whitish 
pink  and  showed  a  few  dark  spots.  The  left  ovary 
was  represented  by  a  cystlike  mass  the  size  of  a 
navy  bean.  It  was  dark  in  color  and  soft  to  the 
touch.  When  the  capsule,  which  was  markedly 
thickened,  was  opened,  a  small  gelatinous  mass 
was  found.  It  was  clear  to  pale  yellow  and  meas- 
ured about  10  by  4  by  2  mm.  As  no  attempt  at 
mating  the  animal  was  made,  the  experiment  is 
not  conclusive  as  to  the  possibility  of  pregnancy. 

The  result  leads  us  to  believe  that  ovarian  trans- 
plantation in  dogs  is  not  only  feasible,  but  also 
offers  a  promising  means  of  obtaining  information 
regarding  optimum  conditions  for  success  as  well  as 
heredity.  Edward  L.  Cornell. 

Kohlman,  W.:    End-Results  of  Round  Ligament 
Fixation.     South,  M.  J.,  1915,  viii,  383. 

In  cases  where  the  round  ligaments  have  been 
found  normal,  the  Gilliam-Doleris  method  of  fixa- 
tion was  employed,  with  the  modification  that  the 
ligaments  were  fastened  under  the  fascia,  or  in  suit- 
able cases  the  abdominal  operation  following  the 
suggestion  of  Rumpf  and  Palm  was  finished  with  an 
Alexander-Adams  fixation.  The  results  of  these 
operations  have  been  found  uniformly  satisfactory. 

In  cases  where  the  round  ligaments  are  infil- 
trated, preventing  their  being  drawn  to  the  more 
superficial  structures  for  fixation,  a   modified  01s- 
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hausen  method  or  a  fixation  method  advised  by 
Leopold,  Czerny,  and  Kelly  is  used.  Bumm's 
modification  of  the  Olshausen  method  is  the  one 
recommended.  It  has  been  employed  in  216  cases. 
Of  these,  70  cases  have  been  followed  since  opera- 
tion, 60  of  whom  were  found  in  good  condition  and 
free  from  important  symptoms.  Eight  of  the  cases 
have  been  pregnant  since  the  operation  and  have 
passed  through  a  practically  normal  delivery.  Con- 
sidering that  most  of  the  cases  had  severe  pathological 
conditions  complicating  fixed  retro-flexion,  the  author 
believes  that  the  results  gained  by  this  method 
have  been  very  favorable.  C.  D.  Hauch. 

Hiissy,  P.,  and  Wallart,  J.:  The  Interstitial  Gland 
and  Its  Relation  to  Rontgen  Castration  (Inter- 
stitielle  Driise  und  Rontgenkastration).  Ztschr. 
f.Geburtsh.  u.Gynak.,  1915,  Ixxvii,  177. 

The  authors  give  a  detailed  histological  descrip- 
tion, illustrated  by  a  colored  plate,  of  the  ovary  and 
uterus  of  a  case  of  myoma  treated  by  rontgen  rays. 
They  conclude  that  the  rays  have  a  destructive 
elective  action  on  the  folUcles  of  the  uterus.  How- 
ever some  primordial  follicles  may  escape  degenera- 
tion and  remain  intact.  The  interstitial  gland  is 
not  only  not  injured,  but  seems  to  hypertrophy. 
Therefore  the  effect  produced  by  rontgen  treatment 
of  myoma  is  not  simply  a  castration;  that  is,  a  de- 
struction of  ovarian  parenchyma.  If  we  ascribe  an 
internal  secretion  to  the  interstitial  gland,  it  may  be 
assumed  that  it  vicariously  takes  over  the  function 
of  the  follicular  system  of  the  ovary.  This  would 
explain  the  fact  that  the  symptoms  of  the  menopause 
are  so  much  less  severe  after  rontgen  castration  than 
after  operation.  This,  however,  is  only  hypothetical 
as  there  has  been  no  experimental  demonstration 
that  the  interstitial  gland  has  an  internal  secretion. 

The  chief  change  found  in  the  endometrium  is  a 
sclerosis  of  the  blood-vessels.  It  is  questionable 
whether  this  is  due  to  the  rays,  because  some  authors 
have  found  sclerosis  after  operation  and  Pankow 
found  a  physiological  sclerosis  during  menstruation. 

Recurrences  after  treatment  cannot  be  absolutely 
prevented,  because  with  the  present  technique  the 
physician  cannot  be  certain  of  having  destroyed  all 
the  follicles.  Recurrences  are  due  to  the  survival 
of  some  of  the  follicles.  A.  Goss. 

Neisser,  A.:    Etiology  of  Diseases  of  the  Adnexa 

(Zur  Frage  der  Atiologie  der  Adnexerkrankungen). 
Med.  Klin.,  Berl.,  1915,  xi,  511. 

In  all  cases  of  diseases  of  the  adnexa  occurring  in 
young  married  women  where  there  is  a  history  of 
gonorrhoea  in  the  husband  it  has  been  assumed  that 
the  gonococcus  was  the  cause  of  the  disease,  even  if 
no  gonococci  could  be  demonstrated  in  the  man's 
secretions  at  the  time.  Neisser  protests  against  this 
assumption,  on  the  ground  that  it  is  not  justified  and 
that  it  often  causes  unhappiness  and  divorce  in 
cases  where  it  is  possible  that  other  bacteria  may 
have  caused  the  disease.  He  urges  a  more  thorough 
study  of  the  urethral  and  vaginal  flora  by  both 


gynecologists  and  urologists  in  order  to  settle  the 
question  of  the  origin  of  these  conditions.  To 
assume  that  they  are  all  gonorrhoea!  may  also  lead  to 
mistaken  specific  treatment  with  gonorrhoea!  vac- 
cines. He  believes  that  the  failure  of  gonococcus 
vaccine  in  many  cases  is  due  to  this  cause. 

If  an  effective  specific  therapy  is  devised  the 
bacterium  causing  the  disease  must  be  isolated  in 
each  case.  Orlowsky  has  recently  asserted  that  the 
urethral  secretions  after  gonorrhoea,  even  when 
they  do  not  contain  gonococci,  contain  a  gonococcus 
toxin  that  may  produce  a  cervical  catarrh.  Neisser 
holds  that  there  is  no  evidence  that  this  is  the  case. 

A.  Goss. 

Briggs,  H. :  The  Coxalgic  Pelvis.  /.  Obst.  6*  Gynac. 
Brit.  Emp.,  1914,  xxvi,  212. 

The  feature  of  the  coxalgic  pelvis  is  its  asymmetry, 
almost  entirely  due  to  alterations  in  the  innominate 
bones,  commonly  the  product  of  unilateral  hip-joint 
disease,  with  ankylosis  in  childhood,  and  occasionally 
the  cause  of  a  severe  dystocia  in  the  adult  woman  at 
or  about  the  full  term  of  pregnancy. 

The  author's  discussion  is  concerned  chiefly  with 
the  question  as  to  whether  the  type  of  pelvis  is 
raised  or  lowered  on  the  diseased  side.  Photographs 
of  recent  patients  are  presented,  as  well  as  one 
X-ray  plate.  Brief  records  of  five  patients  are  also 
included,  all  of  whom  had  lateral  tilting  of  the  pelvis. 
In  each  the  left  half  of  the  pelvis,  the  diseased  side, 
was  raised.  In  four  cases  right  occipito-anterior  and 
in  one  left  occipito-anterior  were  recorded  as  the 
positions  of  the  vertex  presentations. 

Two  of  the  patients  were  delivered  spontaneously; 
one  by  forceps,  one  by  induction  of  labor,  and  one 
by  craniotomy. 

The  author's  conclusion  is  that  the  diseased  side 
is  raised  and  that  the  mechanism  of  labor  is  thereby 
favorably  influenced  in  the  moderately  contracted 
coxalgic  pelvis.  Carey  Culbertson. 

EXTERNAL  GENITALIA 

Zangemeister,  W.,  and  Kirstein,  F,:  Auto-Infec- 
tion (Zur  Frage  der  Selbstinfektion).  Arch.  j. 
Gyndk.,  1915,  civ,  i. 

This  article  is  devoted  to  answering  Bumm  and 
Sigwart's  argument  against  the  existence  of  auto- 
infection  from  vaginal  bacteria.  Statistics  are 
cited  from  various  publications  and  from  the  authors' 
own  examinations  of  vaginal  secretions  showing  that 
the  morbidity  from  puerperal  fever  is  least  in  cases 
with  no  bacteria  in  the  vagina  before  delivery,  greater 
in  cases  with  non-haemolytic  streptococci,  and  great- 
est in  those  with  hsemolytic  streptococci.    A.  Goss. 

Wilcox,  S.  F.:  Button  Suture  in  Anterior  Col- 
porrhaphy.     Surg.,Gynec.  b°Obst.,  1915,  xx,  616. 

This  operation  is  of  especial  use  in  connection 
with  the  one  of  plaiting  the  round  ligaments,  be- 
cause it  narrows  and  lengthens  the  vagina,  and  it 
also  makes  a  thick  firm  line  of  union. 
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INTERNATIONAL  ABSTRACT  OF  SURGERY 


A  buttonhole  is  made  in  the  vaginal  mucous 
membrane  just  anterior  to  the  cervix  uteri.  A  wide 
blunt  dissection  is  made  by  spreading  the  blades  of 
a  pair  of  blunt  scissors  inserted  into  the  opening. 
The  vaginal  mucous  membrane  is  then  split  from 
the  cervix  to  the  base  of  the  urethra.  Ordinary 
pearl  buttons  are  threaded  on  a  double  thread  of 
ten-day  catgut  and  are  then  passed  across  the 
wound  from  the  base  of  one  flap  to  the  other.  From 
four  to  six  button  sutures  may  be  required. 

The  free  ends  of  the  threads  are  then  tied  over 
the  buttons  and  the  bases  of  the  flaps  drawn  to- 
gether, but  not  too  tightly.  There  are  then  two 
broad  flaps,  which  are  trimmed  down  to  a  quarter 
of  an  inch  above  the  buttons  and  the  edges  whipped 
together  with  catgut.  No  sutures  require  removal 
and  the  buttons  come  away  in  about  ten  days. 

MISCELLANEOUS 

Burnam,  C.  F.:  A  Brief  Outline  of  the  Status  of 
Radium  Therapeutics.  Bull.  Johns  Hopkins 
Hosp.,  1915,  xxvi,  190. 

This  paper  summarizes  the  experience  gained  in 
the  last  eight  years  in  the  treatment  of  nearly  1,300 
cases  at  the  private  hospital  of  Howard  A.  Kelly, 
Baltimore.  The  marked  selective  tendency  of 
radium  in  picking  out  the  pathological  cells  and 
leaving  the  normal  tissues  unaffected  is  explained 
on  the  supposition  that  the  normal  cells  have  the 
advantage  of  protective  body  fluids.  This  is  seen 
in  the  different  reactions  which  are  sometimes 
produced  in  the  same  kind  of  tumor  under  exactly 
the  same  radiation  in  different  individuals.  Both 
|3-  and  7-rays  are  used  in  surface  or  near-surface 
applications,  while  7-rays  alone  are  employed  in 
the  treatment  of  deep-seated  processes. 

The  results  reported  may  be  briefly  summarized: 
Cures  were  obtained  in  95  per  cent  of  fibroid  tumors 
of  the  uterus,  in  all  cases  of  pruritis  and  kraurosis 
vulvae,  lupus  vulgaris,  rhynophyma,  lupus  erythe- 
matosus, acne  rosacea,  birthmarks  of  the  port-wine, 
the  angiomatous,  the  pigmented,  and  hairy  mole 
types,  macrocheilia,  and  macroglossia.  One  colloid 
carcinoma  of  the  thyroid  was  cured.  Cures  are 
also  reported  for  papillary  and  basal-cell  carcinomata 
of  the  larynx,  sarcomata  of  the  neck  of  the  small 
round-cell  and  angiomatous  type,  skin  sarcomata 
including  melanotic  sarcomata  and  basal-cell 
epitheliomata  of  the  rodent  ulcer  variety.  Radium 
was  found  to  have  a  remarkable  action  in  controlling 
excessive  uterine  haemorrhage.  Improvement  was 
noted  in  cases  with  inoperable  and  recurrent  car- 
cinomata of  the  cervix  uteri  and  of  the  vagina,  with 
metastases  from  cancer  of  the  body  of  the  uterus, 
the  cervix,  and  vagina,  with  papilloma  and  papillary 
carcinoma  of  the  bladder,  with  tubercular  and  other 
chronic  ulcers,  with  multiple  polyposis  of  the  rec- 
tum, with  mediastinal  tumor,  with  tumors  of  the 
breast  and  the  metastases  of  such,  with  colloid 
and  exopthalmic  goiters,  with  basal-cell  epithelio- 
mata and  with  sarcomata  of  the  tonsil,  with  Hodg- 


kin's  disease,  and  with  tubercular  glands  of  the 
neck.  Single  cases  with  sarcoma  of  the  kidney, 
enlargement  of  the  spleen,  and  benign  hypertrophy 
of  the  prostate  were  benefited.  No  improvement 
was  noted  in  5  per  cent  of  fibroids  of  the  uterus, 
in  squamous-cell  carcinomata  of  the  bladder,  in 
mucous  membrane  cancers  of  the  mouth,  with  the 
exception  of  the  lip  epitheliomata,  and  in  spinous- 
cell  cancer  of  the  skin. 

The  author  states  in  conclusion  that  treatment 
with  radium  is  indicated  in  benign  growths  pre- 
liminary to  surgical  intervention,  in  all  inoperable 
malignant  growths,  particularly  sarcomata,  and  in 
the  operable  malignancies  where  an  operation  will 
cause  great  disfigurement.  Surgical  methods  and 
radium  should  be  combined  in  the  treatment  of 
operable  malignant  growths.  No  one  type  of  tumor 
is  curable  in  all  cases  and  some  types  respond  to  the 
treatment  in  only  a  small  percentage  of  cases.  When 
used  intelligently,  in  connection  with  other  known 
methods  of  treatment,  radium  is  a  valuable  thera- 
peutic agent.  Frank  Hinman. 

Gorley,  K.  C:  Sacro-Iliac  Strain.  Am.  J.  Obst., 
N.  Y.,  1915,  Ixxi,  595. 

The  author  finds  that  rest  is  of  value  but  is  not 
sufficient  to  effect  a  cure.  The  first  step  in  his 
treatment  of  this  condition  is  to  apply  a  dressing 
of  adhesive  plaster.  The  adhesive  plaster  is  cut  into 
strips  about  two  inches  wide  and  long  enough  to 
reach  from  just  posterior  to  the  anteroposterior 
median  line  about  on  a  level  with  the  iliac  crest, 
downward  across  the  back,  just  posterior  to  the 
anteroposterior  median  line  at  a  level  of  the  great 
trochanter  of  the  femur.  It  is  important  that  the 
strips  do  not  extend  anterior  to  the  anteroposterior 
median  line  for  the  reason  that  great  discomfort  is 
attended  upon  the  drawing  across  the  abdomen. 

In  applying  the  strips  have  the  patient  prone  on  a 
flat  hard  bed.  Securely  attach  one  end  and  having 
some  one  hold  it,  grasp  the  free  end  with  the  right 
hand  pulling  forcibly,  making  counterpressure  with 
the  left  hand  against  the  ilium,  at  the  same  time 
bringing  the  free  end  of  the  plaster  in  contact  with 
the  skin.  This  is  done  alternately  from  side  to  side, 
each  strip  overlapping  the  preceding  one  by  one-half. 
When  a  patient  is  relieved  from  pain  and  disability 
by  such  a  dressing  the  diagnosis  is  clear  and  arrange- 
ments should  be  made  for  some  form  of  permanent 
dressing.  In  a  series  of  193  cases  about  20  per  cent 
were  associated  with  pregnancy.  C.  H.  Davis. 

Fothergill,  W.  E.:  Anterior  Colporrhaphy  and 
Amputation  of  the  Cervix  Combined  as  a 
Single  Operation  for  Use  in  the  Treatment  of 
Genital  Prolapse.     Am.  J.  Surg.,  1915,  xxix,  161. 

In  prolapsus  the  two  lateral  pedicles  of  the  uterus 
are  elongated  so  that  the  cervix  drops  forward 
and  downward,  the  body  of  the  uterus  passing 
backward  into  a  position  of  retroversion.  By 
combining  the  operation  of  anterior  colporrhaphy 
and  amputation  of  the  cervix  with  the  union  of  the 
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lateral  pedicles  in  front  of  the  stump,  the  cervix  is 
held  posterior  and  the  cystocele  is  cured. 

Instead  of  the  oval  denudation  of  the  anterior 
vaginal  wall,  the  author  advocates  removing  a 
triangular  flap  of  mucous  membrane.  The  apex 
of  the  triangle  is  at  a  point  just  behind  the  urethral 
orifice  and  the  base  is  posterior  to  the  cervix  at  the 
point  of  junction  of  the  cervix  with  the  posterior 
vaginal  wall.  Its  lateral  extremities  are  about  one- 
half  inch  from  the  junction  of  the  cervix  and  vaginal 
wall. 

He  first  outlines  this  triangle  by  incising  the 
mucous  membrane.  Following  this  the  anterior 
wall  is  denuded  from  the  apex  backward,  leaving 
the  mucous  membrane  attached  to  the  cervix.  The 
cervix  is  then  amputated  and  the  specimen  thus 
removed  shows  the  above  described  triangle  with 
the  amputated  cervix  in  the  middle  of  its  base. 

In  closing,  the  first  suture  passes  posteriorly 
through  the  cervical  canal  and  is  brought  out  in  the 
mid-line  of  the  posterior  vaginal  wall.  After  trying 
this,  sutures  are  inserted  in  a  similar  manner  on 
each  side  until  the  stump  of  the  cervix  is  covered 
and  the  wound  edges  approach  each  other  in  the 
mid-line.  The  sutures  must  be  tied  with  the  fingers 
in  the  vagina,  as  the  edges  of  the  wound  will  not 
come  together  unless  the  uterus  is  well  within  the 
pelvis.  The  anterior  wall  wound  is  closed  by  inter- 
rupted catgut  sutures. 

Following  this  operation  an  overcorrecting  peri- 
neorrhaphy is  not  required,  and  the  author  ad- 
vises one  that  will  admit  a  large  finger  easily  when 
all  of  the  sutures  have  been  inserted. 

Besides  combining  two  operations  in  one,  the 
author  finds  that  it  gives  results  superior  to  those 
previously  secured.  The  operation  stands  the  test 
of  parturition  without  recurrence  of  prolapse.  For 
one  having  some  experience  with  the  procedure,  it  is 
not  only  quicker  but  is  more  easily  done  than  the 
usual  amputation  of  the  cervix  followed  by  colpor- 
rhaphy.  A.  C.  Beck. 


Aschheim,  S.,  and  Meidner,  S.:  Intensive  Meso- 
thorium  Treatment  of  Gynecological  Car- 
cinomata  (Erfahrungen  mit  intensiver  Mesothor- 
bestrahlung  bei  gyniikologischen  Karzinomen). 
Ztschr.  f.Gehurlsh.  u.GynHk.,  1915,  Ixxvii,  82. 

Aschheim  and  Meidner  give  detailed  case  histories 
of  17  cases  of  gynecological  carcinomata,  principally 
of  the  uterus,  but  including  one  of  chorio-epithelioma 
and  a  few  vaginal  cancers.  They  had  about  140 
grams  of  radio-active  material,  radium,  and  meso- 
thorium.  It  was  enclosed  in  glass  tubes  lined  with 
silver.  For  filters  they  used  lead  i  to  3  mm.  thick. 
The  material  was  inserted  in  the  vagina  or  cervix 
and  left  from  a  few  hours  to  a  day.  Intervals  of 
one  or  several  days  were  left  between  treatments. 

Six  of  the  patients  died  in  the  hospital.  Five  of 
them  have  been  lost  track  of.  They  left  the 
hospital,  some  of  them  improved,  some  of  them  not 
improved,  but  from  their  condition  it  is  probable 
that  they  have  since  succumbed  to  the  disease. 
Four  patients  remained  under  observation  for  a 
considerable  period.  One  of  them  returned  to  the 
hospital  later  in  worse  condition  than  when  she  left, 
one  died  half  a  year  after  dismissal,  one  later  after  a 
total  vaginal  extirpation.  The  other  showed  bril- 
liant subjective  and  objective  improvement,  but 
after  six  months  there  are  signs  of  recurrence. 
Two  are  still  undert  reatment;  one  of  them  shows  re- 
current nodules,  the  other  is  still  free  from  recurrence. 

Of  the  14  advanced  cases,  8  of  which  were  recur- 
rences, only  two  were  benefited.  Of  the  6  cases 
that  had  not  been  operated  upon  3  showed  con- 
siderable improvement;  the  non-operated  cases 
seem  to  react  better  than  the  recurrences. 

The  authors  conclude  that  in  inoperable  car- 
cinomata radiotherapy  is  an  excellent  palliative 
treatment;  operation  is  still  indicated  in  operative 
cases.  Two  of  their  cases  which  were  still  operable 
insisted  on  radiotherapy.  Both  died  shortly.  They 
believe  that  radiotherapy  as  a  preliminary  to 
operation  is  inadvisable  and  may  even  be  injurious. 
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PREGNANCY  AND  ITS  COMPLICATIONS 

Swearingen,  M.:  Placenta  Praevia  and  Its  Treat- 
ment.   Texas  St.  J.  Med.,  1915,  xi,  13. 

The  author  states  that  this  condition  has  occurred 
once  in  every  125  labors  in  his  own  practice.  Ac- 
cording to  the  most  accurately  compiled  statistics 
this  condition  occurs  about  once  in  1,200  labors. 

The  general  management  of  such  cases  should  be 
as  follows:  Send  for  an  assistant  to  give  an  anaes- 
thetic; prepare  yourself  and  patient  as  for  a  surgical 
operation,  always  using  sterile  gloves.  The  cervix 
should  be  dilated  by  means  of  the  finger  or  a  Goodell 
dilater  until  sufficiently  open  to  admit  two  fingers. 
A  sterile  dilatable  rubber  bag  should  be  introduced, 
first  rupturing  the  membranes  or  making  a  rent  in 
the  placenta  if  a  central  insertion  is  to  be  dealt 
with.  The  bag  will  act  as  a  tampon  and  also  as  a 
means  of  dilating  the  cervix.  This  method  the 
author  believes  will  give  the  best  results.  The  use 
of  the  iodoform  pack  is  attended  with  danger  of 
infection  and  it  may  give  rise  to  a  false  sense  of 
security. 

When  the  mother  is  in  a  good  condition  and  it 
is  certain  that  the  child  is  viable  he  advises  complete 
rapid  manual  dilatation;  while  this  is  being  done, 
firm  but  gentle  pressure  should  be  made  upon  the 
fundus  of  the  uterus  to  keep  the  head  down  against 
the  lower  uterine  segment;  one  ccm.  of  pituitrin 
may  be  given  at  this  time.  This  procedure  should 
be  followed  with  bipolar  version  or,  if  the  head  is 
well  down,  a  forceps  extraction  may  be  done.  Dur- 
ing the  third  stage,  if  there  is  no  haemorrhage  the 
placenta  may  be  left  until  it  is  expelled  into  the 
vagina,  but  when  the  bleeding  is  profuse,  Crede's 
method  should  be  resorted  to  at  once;  if  this  is  not 
effective  the  placenta  should  be  removed  manually. 
In  a  large  number  of  cases  the  continued  oozing 
from  the  uterus  will  necessitate  the  introduction 
of  sterile  gauze  into  the  uterus  and  the  use  of  a 
vaginal  tampon.  W.  D.  Phillips. 

Walther:  Miscarriage  with  Prolonged  Retention 
of  the  Placenta  (Zur  Kasuistik  der  Fehlgeburt,  mit 
besonderer  Beriicksichtigung  langdauernder  Pla- 
centerratention).     Med.  Klin.,  Berl.,  1915,  xi,  540. 

Walther  discusses  miscarriage  during  the  second 
third  of  pregnancy  with  retention  of  the  placenta. 
During  the  first  third  the  ovum  is  generally  dis- 
charged in  ioto.  Many  physicians  do  not  appreciate 
the  dangers  of  retention  in  these  cases  and  use  the 
expectant  treatment.  There  is,  however,  great 
danger  of  ascending  infection  and  haemorrhage,  and 
it  is  just  as  important  to  see  that  the  placenta  is 
expelled  promptly,  within  two  hours  after  delivery, 


as  it  is  in  cases  delivered  at  term.  If  this  does  not 
occur  spontaneously  active  measures  should  be 
taken  to  bring  it  about. 

Five  cases  are  described  in  which  no  active  treat- 
ment was  given.  In  one  case  there  was  sudden  and 
serious  haemorrhage  which  recurred  several  times; 
in  others  there  was  constant  loss  of  blood,  and  in 
still  others  putrid  and  septic  infection.  In  order  to 
know  whether  any  of  the  placenta  has  been  retained 
it  is  necessary  to  know  the  relative  sizes  of  the 
placenta  and  foetus  at  different  ages.  The  average 
size  of  the  placenta  in  the  fifth  month  is  10  cm.  by 
12  cm.  and  it  is  i  to  1.5  cm.  thick;  in  the  sixth  and 
seventh  months  it  is  12  cm.  by  13  cm.  and  2  cm. 
thick.  Often,  however,  the  physician  is  not  called 
until  the  part  of  the  placenta  that  was  discharged 
has  been  disposed  of. 

The  best  thing  to  use  to  stimulate  contractions  is 
quinine.  This  has  recently  been  displaced  to  a 
great  extent  by  hypophysis  preparations,  but 
Walther  has  found  that  it  acts  more  promptly 
than  the  latter,  especially  in  premature  delivery. 
He  describes  two  cases  in  which  the  placenta  was 
promptly  discharged  after  quinine,  after  having 
been  retained  for  twelve  hours.  Ergot  promotes 
retention  by  causing  the  cervix  to  contract.  An 
attempt  is  first  made  to  deliver  the  placenta  by 
Crede's  method,  which,  if  not  successful,  is  repeated 
under  anaesthesia.  If  there  is  much  haemorrhage  the 
uterus  can  be  compressed  from  without  and  by  two 
fingers  introduced  into  the  posterior  cul-de-sac 
of  the  vagina. 

In  cases  where  the  retention  has  persisted  for  a 
long  time  and  there  is  haemorrhage  or  fever  it  is 
advisable  to  call  a  skilled  consultant,  for  the  re- 
moval of  an  attached  placenta  with  the  cervix 
closed  up  requires  great  skill.  The  cervix  should  be 
dilated  with  a  tent  until  the  finger  can  be  introduced 
and  the  placenta  then  loosened  with  the  finger. 
If  this  fails  an  abortion  forceps  can  be  introduced  till 
it  reaches  the  lower  pole  of  the  placenta,  or  as  a 
last  resort  a  large  blunt  curette  may  be  used.  A 
small  curette  should  never  be  used,  for  the  blood- 
vessels from  the  uterus  to  the  placenta  may  be 
opened  and  severe  haemorrhage  follow;  there  is, 
moreover,  the  danger  of  perforation  with  a  small 
curette.  The  cervix  should  never  be  abruptly 
dilated.  A.  Goss. 

Taylor,  H.  C:    Ectopic  Gestation.     N.    Y.  M.  J., 

1915,  ci,  1107. 

Forty-six  cases  are  reported  as  occurring  in  the 
Roosevelt  Hospital,  New  York,  from  January  i, 
1909,  to  December  31,  1914;  2)Z  had  ruptured;  13 
were  unruptured.     In  active  bleeding  the  patient 
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is  usually  operated  upon  at  once.  Where  the 
diagnosis  is  uncertain  or  where  there  is  no  active 
bleeding,  operation  is  delayed  until  the  patient's 
condition  is  satisfactory.  Twenty-five  per  cent 
of  the  cases  had  been  sterile  for  at  least  five  years. 
Seventy-six  per  cent  gave  a  history  of  previous 
tubal  inflammation.  The  haemoglobin  and  blood 
count  depended  on  the  suddenness,  the  amount,  and 
the  recent  occurrence  of  the  haemorrhage. 

Three  indications  for  opening  the  abdomen 
through  the  posterior  vaginal  wall  are  given:  (i)  for 
diagnosis;  (2)  for  small  pelvic  haematocele;  (3)  for  sep- 
tic infection  of  the  haematocele.  In  other  conditions 
an  abdominal  operation  is  performed.  The  mortality 
of  the  series  was  8.7  per  cent.  D.  H.  Boyd. 

Rabinovitz,  M.  :The  Clinical  Significance  of  Amenor- 
rhcea  in  the  Diagnosis  of  Tubal  Pregnancy. 

Am.  J.  Obst.,  N.  Y.,  1915,  Ixxi,  766. 

The  author  calls  attention  to  the  fact  that  ectopic 
pregnancy  may  be  present  without  amenorrhoea. 
After  giving  the  history  of  four  cases  he  gives  the 
following  resume: 

Each  of  the  cases  demonstrates  the  clinical  fact 
that  the  history  of  skipping  a  menstrual  period  is  not 
an  essential  diagnostic  factor  in  all  cases  of  tubal 
gestation.  In  the  cases  quoted,  the  symptoms  of 
disturbed  gestation  have  set  in  immediately  before  or 
just  about  the  time  when  the  next  menstrual  period 
was  due,  so  that  the  patient  could  not  assuredly 
state  that  she  did  not  "skip"  a  menstrual  period. 
It  behooves  us,  therefore,  to  keep  constantly  in 
mind  that  irregular  uterine  bleeding  occurring  im- 
mediately before  or  about  the  expected  menstrual 
period,  in  conjunction  with  other  well-known 
classical  symptoms,  is  just  as  strongly  suggestive 
of  extra-uterine  pregnancy  as  is  the  bleeding  that 
takes  place  after  the  missing  of  one  period.  This 
exception  if  properly  interpreted  and  tempered  with 
mature  clinical  judgment  will  frequently  prove 
the  rule  and  will  help  to  lessen  diagnostic  errors  in 
extra-uterine  pregnancy.  C.  H.  Davis. 

Carstens,  J.  H.:  The  Conservative  vs.  Radical 
Treatment  of  Eclampsia.  Lancd-Clin.,  1915, 
cxiii,  541. 

Carstens  reviews  the  etiology  of  eclampsia,  con- 
sidering it  due  to  some  form  of  placental  toxaemia. 
Great  stress  is  laid  upon  the  diagnostic  value  of 
blood-pressure  variations  and  the  treatment  is 
based  largely  upon  these  findings. 

Should  symptoms  of  toxaemia  develop,  the  use  of 
carefully  restricted  diet  and  the  removal  of  the 
patient  to  a  hospital  is  advised. 

If  convulsions  occur,  induction  of  labor  should 
be  practiced  if  the  case  is  mild  in  type,  while  in 
serious  attacks  immediate  delivery  should  be  in- 
stituted by  the  so-called  vaginal  caesarean  section 
if  the  patient  is  not  beyond  the  seventh  month  of 
pregnancy.  At  full  term,  and  especially  in  primi- 
parae,  abdominal  caesarean  section  should  be  the 
operation  of  choice.  Edward  A.  Schumann. 


Byers,  J.:  The  Treatment  of  the  Toxaemias  of 
Later  Pregnancy.    Bril.  M.  /.,  1915,  i,  877. 

Byers  cites  three  severe  cases  of  toxaemia  of 
later  pregnancy  (after  the  sixth  month)  adding  his 
treatment.  He  admits  his  inability  to  name  the 
causative  toxin  and  the  incidence  of  its  occurrence, 
yet  accepts  the  toxin  theory,  and  treats  it  by  the 
eliminative  method. 

He  offers  the  following  suggestions  as  to  treat- 
ment. 

1.  Avoid  the  formation  of  toxins,  starve  the 
patient,  give  gastric  and  intestinal  lavage  of  sodium 
bicarbonate. 

2.  To  eliminate  toxins  continue  frequent  stomach 
and  intestinal  lavage.  Thoroughly  empty  the 
bowels,  use  saline  infusions  and  kidney  poultices. 
Use  few  medicines. 

3.  Treat  special  conditions  as  they  arise.  Keep 
the  patient  warm  and  turned  on  the  side.  Give 
no  warm  baths  or  diaphoretics. 

Harold  G.  Garwood. 

Tweedy,  E.  H. :  Etiology  and  Treatment  of  Hyper- 
emesis  and  Other  Forms  of  Pregnancy  Toxaemia. 

Med.  Press  &°  Circ,  1915,  xcix,  440. 

Tweedy  cites  a  severe  case  of  pernicious  vomiting 
of  pregnancy  and  its  treatment.  His  conclusions 
are: 

1.  Food  irritation  is  not  a  factor  in  increasing 
the  toxaemia  of  pregnancy. 

2.  Toxaemic  exacerbations  may  arise  from  the 
absorption  of  intestinal  ferment,  but  in  practice 
this  is  the  exception  rather  than  the  rule,  for  vomit- 
ing may  be  induced  and  the  eclamptic  seizure  start 
a  few  minutes  after  the  ingestion  of  milk  and  before 
there  could  possibly  be  any  manifest  fermentative 
change. 

3.  The  absorption  of  food  particles  during  the 
earliest  stages  of  their  digestion  must  be  responsible 
agents  in  hyperemesis  and  eclampsia. 

Tweedy  further  suggests  that  since  in  early  preg- 
nancy a  foreign  albumin  appears  in  the  blood, 
normal  antibodies  are  interfered  with  thereby; 
hence  the  early  vomiting  may  be  Nature's  method 
of  rejecting  food  incapable  of  neutralization. 

Harold  G.  Garwood. 

Bowen,  W.  S.:  Case  of  Caesarean  Section  in 
Breech  Presentation.  Wash.  M.  Ann.,  1915, 
xiv,  131. 

Caesarean  section  was  performed  on  a  primipara, 
aged  40,  with  normal  pelvic  measurements  but  a 
breech  presentation.  External  version  had  been 
unsuccessfully  attempted  several  times  before  the 
onset  of  labor.  After  twenty  hours  of  labor  little 
progress  had  been  made;  the  cervical  dilatation 
was  about  the  size  of  a  quarter,  and  the  patient 
was  becoming  exhausted.  Section  was  successful 
in  delivering  a  living  baby,  and  the  mother  made 
a  good  recovery.  In  the  opinion  of  many  leading 
obstetricians  this  course  was  justifiable. 

D.  H.  Boyd. 
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Walls,  W.  K.,  and  Shaw,  W.  F.:  Three  Cases  of 
Rupture  of  Pregnant  Uterus  Through  the 
Scar  of  a  Former  Csesarean  Section.  J .  Obst.  &• 
GyncBC.  Brit.  Emp.,  1914,  xxvi,  232. 

The  first  case,  a  dwarf,  aged  30,  had  been  delivered 
by  ca^sarean  section  three  times,  the  last  in  October, 
1913.  On  November  23.  1914,  when  seven  months' 
pregnant,  she  had  sudden  severe  pains  in  the 
abdomen  and  collapsed.  Upon  admission  to  the 
hospital  the  abdomen  was  opened.  The  peritoneal 
cavity  was  filled  with  blood,  which  was  oozing 
through  the  old  scar  in  the  uterus.  The  placenta 
was  attached  anteriorly  and  could  be  seen  bulging 
through  the  spongy  scar  tissue.  Supravaginal 
hysterectomy  was  rapidly  performed,  but  the 
patient  died  the  same  evening. 

The  second  case  had  had  one  previous  cajsarean 
section  and  had  arranged  for  a  second,  but  symptoms 
of  accidental  haemorrhage  supervened  about  ten 
days  before  the  appointed  time.  As  contracted 
pelvis  had  given  the  indication  in  the  first  instance, 
the  abdomen  was  opened  at  once.  The  old  scar  was 
long,  wide,  and  very  thin,  with  blood  oozing  from 
its  lower  end.  A  dead  child  was  removed  through 
the  uterine  incision  and  supravaginal  hysterectomy 
performed.  Microscopical  sections  of  the  uterine 
wall  showed  no  degeneration  to  account  for  this 
weak  scar.  Neither  the  fibrous  nor  elastic  tissues 
were  increased  in  amount,  nor  was  any  histological 
change  noted. 

The  third  case  had  had  one  child  by  caesarean  sec- 
tion twenty  months  previous  and  was  within  a  week  of 
full-term  pregnancy,  for  which  caesarean  section 
was  to  be  done,  when  sudden  and  severe  abdominal 
pains  occurred.  She  was  in  bed  at  the  time,  but  six 
hours  later  she  walked  to  the  hospital  where  she 
collapsed.  Operation  showed  that  the  old  scar 
had  opened  throughout  its  entire  length  and  was 
blocked  by  the  placenta,  which  was  adherent  all 
around  it.  The  quantity  of  free  blood  was  consider- 
able, but  not  as  much  as  often  occurs  with  ruptured 
ectopic  gestation.  The  dead  child  was  removed 
through  the  opening  in  the  uterus  without  further 
enlargement,  after  which  supravaginal  hysterectomy 
was  performed.  Microscopical  sections  show  an 
increase  in  the  amount  of  fibrous  and  elastic  tissue, 
but  not  enough  to  account  for  the  accident. 

Carey  Culbertson. 

Lackner,  J.  E.:  Serological  Findings  in  100  Cases, 
Bacteriological  Findings  in  50  Cases,  and  a 
Resum^  of  679  Cases  of  Abortion  at  the  Michael 
Reese  Hospital.  Surg.,Gynec.b°Ohst.,  i9i5,xx,  537. 

In  reviewing  the  causes  of  abortion,  the  author 
shows  that  syphilis  is  an  etiological  factor  in  4  per 
cent  of  abortions.  Reviewing  the  literature  as  to 
the  role  syphilis  plays  in  causing  abortion,  he  quotes 
Trinchese,  who  claims  that  it  has  little  or  no  influ- 
ence in  causing  abortion  during  the  first  four  months 
of  pregnancy;  two-thirds  of  luetic  children  being 
born  in  the  seventh,  eighth,  and  ninth  months  of 
pregnancy. 


In  679  cases  of  abortion  there  were  4  deaths,  or  a 
mortality  of  .06  per  cent,  of  which  3  were  treated 
actively  and  one  conservatively. 

In  the  treatment  of  abortions  prophylaxis  is  an 
important  factor  in  treating  the  pathological  con- 
dition whether  local  or  constitutional.  The  treat- 
ment of  incomplete  abortions  in  the  Michael  Reese 
Hospital  from  i9i2toi9i4  consisted  in  tent  dilation 
from  8  to  24  hours,  digital  emptying  of  the  uterus 
when  possible,  otherwise  curettage,  followed  by 
intra-uterine  irrigation  of  one-half  per  cent  iodine. 
When  the  history  and  physical  findings  are  those  of 
an  incomplete  abortion  the  uterus  is  emptied  within 
24  to  36  hours  after  the  patient  enters  the  hospital. 
This  is  done  whether  or  not  there  is  any  temperature. 
Despite  the  cultural  findings,  which  in  50  cases 
showed  the  usual  number  of  anaerobic  and  aerobic 
bacteria,  the  uterus  should  be  emptied  in  24  to  36 
hours,  as  indicated  by  the  low  mortality  of  .06  per 
cent  in  579  cases. 

Pellissier,  P.:  Blood-Pressure  and  Viscosity  of  the 
Blood  in  Pernicious  Vomiting  and  Heart- 
Disease  During  Pregnancy  (De  la  tension  arteri- 
elle,  de  la  viscosite  du  sang  total  et  de  leurs  rapports 
chez  les  femmes  enceintes  atteintes  de  vomissements 
incoercibles  et  de  cardiopathies).  Arch.  mens. 
d'obstSt.  et  de  gynSc,  1915,  iv,  182. 

Pellissier  studied  the  blood-pressure  and  viscosity 
of  the  blood  in  normal  and  pathological  pregnancy. 
He  gives  detailed  reports,  with  pressure  curves,  of 
5  cases  of  pernicious  vomiting,  2  of  aortic  insuffici- 
ency, 4  of  mitral  stenosis,  2  of  mitral  insufficiency, 
and  2  of  other  heart-diseases.  He  found  that  in 
normal  women  pregnancy  and  labor  do  not  change 
either  pressure  or  viscosity  very  much,  though 
viscosity  is  slightly  lowered  and  the  pressure-curve  is 
slightly  irregular  during  the  latter  months  of  preg- 
nancy. Slight  or  well-compensated  valvular  lesions 
do  not  materially  affect  either  pressure  or  viscosity. 

In  patients  with  albuminuria  a  lowering  of  vis- 
cosity with  an  increase  in  pressure  indicates  "block- 
ing" of  the  kidney.  True  high  pressure,  that  is,  a 
rise  in  both  maximum  and  minimum  pressures,  is 
found  in  96  per  cent  of  the  women  who  have  oedema, 
with  or  without  albuminuria,  in  many  of  those  who 
have  the  so-called  pregnancy  albuminuria,  and  those 
who  have  or  are  threatened  with  eclampsia.  The 
variations  in  the  albuminuria  and  those  in  the 
blood-pressure  do  not  run  parallel,  and  a  prognosis 
based  on  the  latter  is  much  more  certain  than  one 
based  on  the  former. 

A  permanent  increase  in  blood-pressure,  both 
maximum  and  minimum,  with  increased  viscosity, 
indicates  a  very  serious  condition;  treatment  should 
be  instituted  at  once  to  prevent  convulsions.  The 
outlook  is  not  nearly  so  bad  if  the  high  pressure  is 
accompanied  by  low  viscosity.  In  prolonged  vomit- 
ing a  progressive  fall  in  blood-pressure  with  a  con- 
comitant rise  in  viscosity  indicates  a  grave  progno- 
sis. In  women  with  heart-disease,  particularly  of  the 
mitral   valve,   involvement   of  the   myocardium   is 
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indicated  by  irregularity  in  the  pressure  curve,  lower- 
ing of  the  maximum  pressure,  and  increase  in  the  mini- 
mum. There  is  increase  in  viscosity  in  these  cases  as 
soon  as  the  lesser  circulation  begins  to  suffer, 

A.  Goss. 

Fischkin,  E.  A.:    The  Dermatoses  of  Pregnancy. 

Illinois  M.  J.,  1915,  xxvii,  269. 

Certain  authorities  regard  the  appearance  of  skin 
lesions  during  pregnancy  as  an  evidence  of  toxasmia. 
As  yet,  however,  the  relation  of  the  one  to  the  other 
has  not  been  definitely  established.  Fischkin  sug- 
gests that  the  toxin  is  capable  of  affecting  the 
vascular  system  and,  in  turn,  producing  skin 
changes.  He  details  several  of  the  more  unusual 
lesions:  impetigo  herpetiformis,  herpes  gestationis, 
syphilis  haemorrhagica,  atrophia  cutis  progressiva, 
circumscribed  scleroderma,  and  erythema  exudati- 
vum,  which  he  observed  in  pregnant  women., 

J.  M.  Slemons. 

LABOR  AND  ITS  COMPLICATIONS 

Eddy,  I.  H.:  Uterine  Inertia  and  Its  Management. 

Illinois  M.  J.,  1915,  xxvii,  369. 

The  various  causes  of  uterine  inertia  are  enumer- 
ated as  follows:  fatigue  in  overcoming  a  rigid  cervix, 
faulty  development  of  the  uterine  musculature, 
fibroids,  endometritis  of  the  interstitial  type, 
hydramnios,  twin  or  rapidly  repeated  pregnancies, 
faulty  development  of  the  nerve  supply,  emotional 
inhibitory  nerve  impulses,  premature  rupture  of 
the  membranes,  an  unusually  large  head,  abnormal 
position,  contracted  pelvis,  placenta  praevia,  pendul- 
ous abdomen  in  multiparae,  an  overdistended 
abdomen. 

In  the  diagnosis  of  uterine  inertia  these  points 
should  be  kept  in  mind:  The  contractions  are  of 
short  duration  and  cause  the  patient  little  discom- 
fort, and  on  palpation  the  uterus  does  not  possess 
the  firmness  usually  felt  at  the  fundus  during  a 
normal  contraction.  In  cases  in  which  the  lower 
uterine  segment  is  not  relaxed  and  there  is  only 
slightly  appreciable  pressure  exerted  by  the  present- 
ing part,  chloral  and  morphine  are  indicated.  Cases 
not  belonging  to  this  class,  provided  there  are  no 
obstructive  conditions  present,  are  given  pituitary 
extract,  which  usually  brings  about  physiological 
contractions. 

The  author  has  not  noted  any  untoward  effects 
on  the  mother,  but  cautions  against  its  free  use  in 
cases  of  high  blood-pressure,  especially  if  associated 
with  considerable  sclerosis.  C.  D.  Hauch. 

Adair,  F.  L.:   Occiput  Posterior  Positions.     Am.  J. 

Obst.,  N.  Y.,  1915,  Ixxi,  616. 

The  author  calls  attention  to  the  early  rupture  of 
the  membranes  as  one  of  the  important  factors  in 
causing  delay  in  occiput-posterior  cases.  In  1,000 
cases  of  anterior  vertex  presentations  at  the  Man- 
hattan Maternity  Hospital  the  membranes  were 
intact  in  60  per  cent  at  the  beginning  of  the  second 


stage.  In  400  occiput-posterior  positions  the  mem- 
branes were  unruptured  in  43  per  cent  at  this  stage. 

Because  of  the  difficulties  which  may  attend 
occiput-posterior  cases,  the  author  considers  it  very 
important  to  recognize  them.  He  considers  ab- 
dominal palpation  the  most  important  means,  al- 
though inspection,  percussion,  and  auscultation 
should  be  employed  also. 

The  management  of  these  cases  is  at  times  quite 
difficult,  and  there  are  five  possible  methods  of  hand- 
ling them:  (i)  waiting  for  spontaneous  labor;  (2) 
assisting  in  maintaining  flexion  and  furthering 
rotation  of  the  head  by  manual  methods;  (3)  using 
the  vectis  or  forceps  to  bring  about  rotation  and 
descent  of  the  head;  (4)  podalic  version;  and  (5) 
possibly  caesarean  section. 

Occiput-posterior  cases  may  be  divided  into  three 
groups:  (i)  the  large  diameter  of  the  head  above  the 
brim,  head  not  engaged;  (2)  head  in  the  parturient 
canal,  but  above  the  ischial  spines;  (3)  head  below 
these  bony  spines. 

In  Group  i,  with  membranes  intact  and  indica- 
tion for  delivery,  caesarean  section  may  be  employed 
if  the  cervix  is  not  dilated,  but  if  it  is  dilated  the 
delivery  may  be  by  version.  If  the  membranes  are 
ruptured  and  the  amniotic  fluid  drained  away, 
the  only  courses  are  waiting,  artificial  dilatation  of 
the  cervix,  maintaining  flexion  and  securing  rotation 
of  the  head,  and  lastly  the  use  of  the  forceps. 

In  Group  2,  three  methods  of  delivery  may  be 
considered:  (i)  flexion  and  rotation  of  the  head  by 
manual  methods;  (2)  delivery  by  forceps;  (3)  and 
lastly  podalic  version. 

In  Group  3,  the  cervix  is  usually  dilated  and  the 
only  methods  which  may  be  used  are  manual 
rotation  and  forceps.  C.  H.  Davis. 

Arluck,  S.  S.,  and  Girsdanksy,  J.:  Forceps,    N.  Y. 

M.  J.,  1915,  ci,  1053. 

Cases  requiring  the  application  of  forceps  may  be 
divided  into  two  great  classes:  (i)  those  in  which 
there  exists  a  disproportion  in  size  between  the  pre- 
senting part  and  the  pelvis;  (2)  those  in  which  no 
such  disproportion  exists.  The  latter  group  usually 
presents  few  difficulties  or  problems  either  in  the 
matter  of  technique  or  diagnosis  of  indication. 

The  indications  may  be  subdivided  into:  (i) 
inertia,  exhaustion,  cardiac  disease,  eclampsia, 
etc.;  (2)  dry  labor,  transverse  or  posterior  portion 
of  head,  cord  about  neck  —  undiagnosed. 

Pituitrin  has  reduced  the  necessity  for  forceps 
application  in  some  of  these  cases. 

In  the  cases  with  disproportion  a  thorough  test 
of  labor  is  advised  before  interference.  The  follow- 
ing factors  are  considered  in  making  the  test  of 
labor:  (i)  parity;  (2)  position  of  head;  (3)  con- 
sistence of  head;  (4)  possibility  of  testing  engage- 
ment externally;  (5)  character  of  pain;  (6)  con- 
dition of  cervix;  (7)  foetal  heart;  (8)  condition  of 
mother. 

The  use  of  high  forceps  has  been  discontinued  in 
the  majority  of  cases.    In  the  statistics  of  the  Jewish 
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Maternity  Hospital  from  1909  to  1915  the  percent- 
age of  forceps  applications  has  been  reduced  from 
13.3  to  3.2. 
The  following  conclusions  are  drawn: 

1.  The  total  percentage  of  forceps,  5.5  per  cent, 
is  very  low. 

2.  The  use  of  high  forceps  has  been  practically 
ehminated  as  an  operative  procedure,  thereby 
materially  decreasing  our  infant  mortality. 

3.  Cajsarean  section  and  pubiotomy  have  proved 
admirable  substitutes  for  forceps,  and  with  more 
experience  and  improved  technique  are  continually 
giving  better  results. 

4.  Pituitrin  has  proved  of  extreme  value  in 
cases  of  dystocia  due  to  dry  labor,  posterior  or 
parietal  positions,  etc.,  where  no  disproportion 
exists. 

5.  In  the  authors'  series  of  "twilight"  cases, 
small  compared  to  the  grand  total,  the  use  of 
forceps  was  markedly  increased  from  4.5  to  9  per 
cent.  D.  H.  Boyd. 

Brannan,  J.  W.:   Observations  on  Twilight  Sleep. 

Med.  Rec,  1915,  Ixxxvii,  715. 

The  following  results  from  observation  of  cases 
of  "twilight  sleep"  are  enumerated  by  the  author: 

In  Knipe's  service  at  the  Gouverneur  Hospital 
there  were  94  cases:  55  primiparae  and  39  multi- 
parae.  In  70  cases  complete  amnesia  was  obtained; 
in  13  partial  amnesia;  in  2  there  was  analgesia. 
Nine  cases  were  failures,  4  of  these  had  only  one 
injection.  Low  forceps  were  applied  in  6  cases; 
craniotomy  was  performed  in  the  case  of  a 
large  child,  the  mother  having  a  small  pelvis  and 
mitral  stenosis.  Pituitary  extract  was  used  in  3 
cases,  2  of  which  are  included  in  the  forceps  cases. 
Post-partum  haemorrhage  occurred  once;  consider- 
able excitation  of  the  mother  was  noticed  in  2  cases. 
There  were  no  maternal  deaths.  There  was  one 
stillbirth,  a  case  of  moderately  small  pelvis,  large 
child,  and  protracted  labor.  Two  children  were 
born  asphyxiated  —  both  lived.  There  were  5 
cases  of  oligopnoea,  all  lived.  In  the  above  series 
of  cases  the  true  Dammerschlaf  method  of  Gauss 
was  used. 

At  Harlem  Hospital  97  cases  were  treated  by 
Brodhead.  In  the  first  46  cases  the  method  of 
Siegel  was  employed  with  the  following  results: 
complete  amnesia  in  32  cases,  partial  amnesia  in 
6,  analgesia  without  complete  amnesia  in  5;  in  2 
cases  the  drugs  had  no  effect.  The  treatment 
was  discontinued  in  one  case  after  twelve 
hours  because  of  cessation  of  pains.  Of  these 
patients,  19  were  primiparae  and  27  multiparas 
The  average  duration  of  labor  was  six  hours 
and  twenty  minutes  in  the  primiparae  and  four 
hours  and  fifteen  minutes  in  multiparas.  Twenty- 
nine  of  the  babies  cried  spontaneously.  There 
was  oligopnoea  in  15,  but  all  of  the  babies  lived. 
Brodhead  states  that  one  of  the  disadvantages  of 
the  Siegel  plan  of  treatment,  in  his  experience,  is 
the  excitement  produced  in  some  patients. 


In  the  second  group  of  cases,  51  in  all,  only  two- 
thirds  as  much  scopolamine  was  used  in  the  first 
two  doses;  the  remaining  doses  of  scopolamine  were 
the  same  as  in  the  Siegel  method,  but  at  longer 
intervals,  and  no  more  morphine  was  given.  The 
results  as  to  the  mothers  were  fully  as  good  as  before, 
and  the  babies  fared  better  under  the  small  dosage. 
The  author  states  that  the  Siegel  method  is  now 
generally  abandoned  by  advocates  of  twilight  sleep. 

At  Bellevue  Hospital  25  cases  were  treated  by 
Edgar.  Narcophine  and  scopolamine  hydrobromide 
were  used  after  the  Freiburg  technique.  Complete 
amnesia  was  obtained  in  11  cases,  partial  amnesia 
in  8;  in  4  cases  the  results  were  indefinite  and  they 
were  classed  as  failures.  According  to  Edgar  all 
the  stages  of  labor  were  lengthened,  which  he  con- 
siders due  to  the  drug.  It  was  necessary  to  employ 
forceps  in  only  one  instance.  No  dangerous  symp- 
toms were  noticed  on  the  part  of  the  mothers  and 
all  of  the  babies  lived.  W.  D.  Phillips. 

Beach,  R.  M.:  "Twilight  Sleep";  Report  of  One 
Thousand  Cases.  Am.  J.  Obst.,  N.Y.,  191 5,  Ixxi,  727. 

From  his  study  of  ''Dammerschlaf,"  the  author 
comes  to  the  following  conclusions : 

1.  That  "  twilight  sleep  "  is  a  reality  and  not  a  fad. 

2.  That  by  its  applications,  it  will  be  possible  tor 
about  85  per  cent  of  cases  in  which  it  is  used  to  pass 
through  a  practically  painless  labor. 

3.  That  it  is  contra-indicated  in  certain  definite 
cases,  especially  in  primary  uterine  inertia,  mark- 
edly contracted  pelvis,  and  the  emergencies  of  labor 
which  demand  operative  interference 

4.  That  it  may  be  used  in  all  other  labors  and 
is  especially  applicable  to  the  nervous  woman,  the 
physically  unfit  woman,  in  long  painful  first-stage  la- 
bors, in  cardiac  cases,  etc. 

5.  That  the  women  after  "twilight  sleep"  labors 
are  in  better  condition  because  there  are  less  difficult 
forceps  deliveries,  less  lacerations  of  the  cervix  and 
perineum,  better  milk  secretion,  and  less  nerve 
exhaustion.  They  recuperate  much  faster  than  by 
the  old  method. 

6.  That  it  does  not  cause  insanity,  as  stated  in  the 
lay  press,  but  rather  tends  to  diminish  its  occurrence. 

7.  That  by  its  use  we  will  have  more  and  better 
babies. 

8.  That  its  disadvantages  are  slight  and  we  are 
learning  to  overcome  them  by  a  further  knowledge 
of  the  method,  a  closer  attention  to  detail,  and 
perfection  of  technique. 

9.  That  "twilight  sleep"  is  a  method  which,  to 
secure  the  best  results,  must  be  used  under  ideal 
surroundings,  with  the  minimum  dosage  and  ad- 
ministered by  one  who  has  trained  himself  to  do  the 
work.  C.  H.  Davis. 

Mann,  A.  L.:  Is  "Twilight  Sleep"  to  Be  for  Me  a 
Blessing  or  a  Curse?  Illinois  M.  J.,  191 5,  xxvii, 
264. 

On  account  of  the  environment  and  the  number 
of    assistants    required,    if    scopolamine-narcophin 
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seminarcosis  be  administered  according  to  the 
Freiburg  technique,  the  author  believes  that  the 
treatment  will  be  available  to  relatively  few  women. 
He  estimates  that  95  per  cent  of  American  prac- 
titioners will  find  they  arc  not  in  a  position  to  ad- 
minister the  treatment  to  the  rules  set  down  by  advo- 
cates of  the  method.  In  these  circumstances  the 
author  concludes  that  the  availability  of  the  treat- 
ment for  women  of  all  classes  has  been  grossly  over- 
stated, especially  in  the  lay  press.  He  has  person- 
ally witnessed  the  objectionable  effects  of  these 
drugs  in  one  case  in  which  it  was  impossible  to 
resuscitate  the  infant.  J.  M.  Slemons. 

Libby,  W.  E.:  Scopolamine  and  Narcophin  Semi- 
narcosis  During  Labor.  J.  Am.  M.  Ass.,  1915, 
Ixiv,  1728. 

No  injurious  effect  on  the  mother  was  encountered 
in  the  author's  experience,  for  cases  in  which  com- 
plications of  labor  were  anticipated  were  rejected. 
With  this  caution,  and  if  the  patient  understands 
that  some  difficulty  occasionally  arises  in  reviving 
her  child,  her  wish  to  receive  scopolamine  and  mor- 
phine or  narcophin  seminarcosis  during  labor  may 
be  complied  with.  However,  physicians  must  recog- 
nize that  the  method  has  not  reached  the  perfection 
which  warrants  indiscriminate  use.  For  example, 
even  moderate  degrees  of  pelvic  contraction  make  it 
inadvisable  to  employ  seminarcosis,  for  in  these 
circumstances  its  effects  may  diminish  the  chances 
for  spontaneous  delivery  and  occasionally  neces- 
sitate the  performance  even  of  major  obstetric 
operations.  Similarly,  the  primary  inertia  not 
infrequent  in  the  case  of  elderly  primiparae  consti- 
tutes a  contra-indication  to  the  use  of  scopolamine. 
For  the  present,  therefore,  it  would  seem  advisable 
to  employ  this  drug  only  when  there  is  every  indica- 
tion that  the  patient  will  pass  through  a  normal 
confinement. 

An  intimate  knowledge  of  obstetrics  is  required 
if  physicians  wish  to  administer  seminarcosis  suc- 
cessfully, for  sound  judgment  must  be  exercised  not 
only  in  the  selection  of  cases  but  also  in  the  manage- 
ment of  labor.  The  supervision  of  patients  who  are 
under  the  influence  of  scopolamine  and  an  opiate 
requires  competent  assistants;  for  this  reason,  and 
also  because  the  frequency  of  operative  procedures 
is  increased,  good  hospital  facilities  are  desirable. 
However,  such  precautions  do  not  mean  that  the 
method  is  impracticable  and  that  it  ought  to  be  dis- 
carded. On  the  contrary,  the  very  satisfactory 
results  in  the  majority  of  cases  provide  the  stimulus 
to  secure  further  improvements  in  the  method  which 
will  broaden  its  field  of  application  and  remove  its 
objectionable  effect  upon  the  new-born  infant. 

Edward  L.  Cornell. 

Baer,  J.  L.:  Scopolamine-Morphine  Treatment 
in  Labor.     /.  Ant.  M.  Ass.,  1915,  Ixiv,  1723. 

All  private  cases,  all  cases  that  threatened  to 
become  pathologic,  and  all  cases  that  came  in  too 
soon  before  delivery  to  permit  of  the  proper  ad- 


ministration of  the  drugs,  were  excluded  from  the 
series.  The  total  number  analyzed  was  60.  Treat- 
ment was  begun  with  the  following  indications: 
in  multipara?,  when  the  pains  recurred  every  10 
minutes,  and  in  primipara;  when  the  pains  recurred 
every  five  minutes. 

The  drug  used  in  the  earlier  cases  was  a  tablet 
form  of  scopolamine  put  out  by  Sharp  &  Dohme 
and  made  by  Merck;  later  a  powder  form  of  scopo- 
lamine by  Merck  and  ampules  of  scopolamine  from 
Hoffman-LaRoche,  preserved  with  mannite,  ac- 
cording to  the  formula  of  Straub  of  Freiburg,  were 
employed  in  alternate  cases. 

The  total  dosages  varied  from  one-eighth  to  one- 
quarter  grain  morphine  and  from  two  doses  of 
1/200  to  nine  doses  of  1/150  and  eleven  doses 
of  1/200  grain  scopolamine,  hypodermically. 

The  success  of  the  treatment  is  classified  as 
follows : 

Primi-  Multi- 

Totals  parae  parae 

None 26  12  14 

Little 7  6  I 

Partial 8  4  4 

Fair 5  4  i 

Good 853 

Complete 6  2  4 

The  prolongation  of  labor,  the  increase  in  the 
number  of  foetal  asphyxias,  the  excessive  thirst 
and  intense  headaches  that  are  so  distressing,  the 
difficult  control  of  patients  and  avoidance  of  in- 
fection by  soiling  the  genitals,  the  more  frequent 
post-partum  haemorrhages,  the  blurred  vision,  the 
ghastly  deliriums  persisting  far  into  the  puerperium, 
the  inability  to  recognize  the  onset  of  the  second 
stage  unless  by  risk  of  more  frequent  examinations, 
the  masking  of  early  symptoms  such  as  antepartum 
haemorrhage,  rupture  of  the  uterus  and  even  eclamp- 
sia, the  violence  and  uncertainty  of  the  whole  treat- 
ment, the  general  bad  impression  given  to  patients 
who  are  being  taught  to  approach  the  "horrors  of 
labor"  in  fear  and  trembling,  constitute  so  severe 
an  arraignment  of  this  treatment  of  labor  cases 
that  the  author  feels  compelled  to  condemn  it, 
leaving  open  the  question  of  the  merits  of  a  single 
dose  of  morphine  and  scopolamine  in  those  cases 
where  morphine  and  atropine  have  hitherto  been 
given.  Edward  L.  Cornell. 

Polak,  J.  O.:  A  Study  of  Scopolamine  and  Mor- 
phine Amnesia  as  Employed  at  Long  Island 
College  Hospital.  Am.  J.  Obst.,  N.  Y.,  1915,  Ixxi, 
721. 

The  author  believes  that  "twilight  sleep"  is  partic- 
ularly indicated  in  nervous  women  of  the  physically 
unfit  type  in  their  first  labor.  The  usual  obstetric 
interference  by  forceps  in  unprepared  soft  parts 
results  in  a  permanent  morbidity,  and  is  the  largest 
contributor  to  our  collection  of  chronic  invalids. 
The  primipara  with  a  border-line  contraction  may  be 
carried  under  the  scopolamine  amnesia  and  analgesia 
for  many  hours  without  showing  any  of  the  classical 
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signs  of  exhaustion,  and  if  operative  delivery  is 
indicated,  either  in  the  interests  of  the  mother  or 
the  child,  it  may  be  accomplished  with  less  shock 
and  with  less  general  anaesthesia.  The  conduct  of 
labor  in  cardiac  cases  is  favorably  influenced  by  the 
use  of  "twilight  sleep." 

The  chief  contra-indications  to  its  use  are  the 
emergency  conditions  which  arise  in  obstetric  prac- 
tice, as  precipitate  labor,  placenta  prajvia,  acciden- 
tal haemorrhage,  eclampsia,  prolapse  of  the  cord, 
primary  inertia,  and  a  dead  foetus.  On  the  other 
hand  it  may  be  used  as  a  first-stage  procedure  in 
malpositions,  as  the  scopolamine  favors  the  dilata- 
tion of  the  cervix. 

The  author  reports  155  cases  with  three  failures. 
There  was  no  foetal  mortality.  There  has  been  no 
post-partum  haemorrhage.  The  women  are  in 
better  physical  condition,  especially  after  prolonged 
labor,  than  the  same  class  of  patients  after  or- 
dinary labor.  C.  H.  Davis. 

Schloessingk,  K.  E.:  Scopolamine-Narcophine 
Anesthesia  (Twilight  Sleep)  in  Labor.  Med. 
Press  &•  Circ,  1915,  xcix,  465. 

Schloessinck  very  clearly  describes  the  technique 
and  the  advantages  and  disadvantages  of  scopo- 
lamine-narcophine  anaesthesia — "twilight  sleep" — in 
childbirth. 

The  drugs  recommended  and  used  are  "scopo- 
lamine stable  "  and  narcophine.  Hyoscine,  considered 
as  chemically  identical  with  scopolamine,  does  not 
have  the  same  clinical  effect  and,  therefore,  should 
not  be  used. 

The  patient  should  be  placed  in  a  quiet,  half- 
dark  room.  The  eyes  should  be  covered  by  a 
bandage  or  spectacles  in  which  dark  paper  takes  the 
place  of  lenses,  and  the  ears  plugged  with  cotton. 
The  employment  of  padded  doors,  felt-soled  shoes, 
and  carpet-covered  floors  are  unnecessary.  Sharp 
or  sudden  noises  should  be ,  eliminated  as  far  as 
possible. 

A  time-table  for  the  administration  of  the  drugs 
is  given,  although  the  author  specifically  states 
that  such  a  table  cannot  be  followed  absolutely  be- 
cause every  patient  does  not  react  in  the  same  man- 
ner. Therefore,  individualization  must  play  a 
very  important  role  in  the  administration  of  scopo- 
lamine-narcophine  anaesthesia.  Wide  experience 
is  prerequisite  to  individualization. 

The  advantages  claimed  for  this  method  of 
anaesthesia  are: 

1.  It  does  not  have  any  or  but  very  little  in- 
fluence upon  the  activity  of  labor. 

2.  The  drugs  act  best  in  the  more  intelligent, 
highly  nervous,  and  hyperaesthetic  women. 

3.  Haemorrhages  are  no  more  frequent  than  usual. 

4.  Lacerations  of  the  cervix  and  perineum  are 
less  common. 

5.  Operative  deliveries  can  be  performed  as 
usual  with  perhaps  a  small  quantity  of  ether 
anaesthesia. 

6.  Forceps  delivery  is  very  materially  decreased. 


7.  The  fresh,  rested  condition  of  the  patient 
after  delivery  is  remarkable. 

8.  This  method  is  particularly  well  adapted  to 
those  cases  complicated  by  heart  and  kidney  lesions. 

The  disadvantages  of  the  method  are: 

1.  Dangers  to  the  child  —  possibly  a  harmless 
oligopnoja  —  very  slight  in  experienced  hands. 

2.  Rarely  occurring  restlessness  —  so-called  "de- 
lirium"—  of  the  mother. 

The  method  is  not  contra-indicated  in  abnormal 
positions  or  premature  labors,  although  the  author 
does  not  employ  the  method  in  these  cases,  be- 
cause any  mishap — dead  baby,  etc. — ^would  im- 
mediately be  laid  to  "twilight  sleep." 

A  well-equipped  hospital  is  the  ideal  place  for  the 
administration  of  "twilight  sleep,"  although  the 
author  believes  it  can  be  given  in  the  home  if  under 
the  constant  observations  of  a  skilled  obstetrician 
who    is   thoroughly   familiar   with   the   technique. 

Summing  up,  Schloessingk  believes  that  we  are, 
thanks  to  Kronig  and  Gauss,  at  last  in  possession 
of  a  non-dangerous  anaesthesia  which  frees  woman 
from  the  dreaded  pangs  of  labor  pains. 

Harvey  B.  Matthews. 

Andrews,    C.    J.:     Anaesthesia    and    Amnesia    in 
Childbirth.     Virg.  M.  Semi-Month.,  191 5,  xx,  27. 

The  suffering  incident  to  childbirth,  the  resulting 
retardation  of  labor  in  some  instances,  and  sub- 
sequent profound  exhaustion  have  been  apparent 
to  medical  men  for  a  long  time  and  have  caused  them 
to  go  to  some  lengths  to  secure  some  method  of 
modifying  or  abolishing  labor-pains.  Neither  chloro- 
form nor  ether  have  been  entirely  satisfactory. 
Nitrous  oxide  is  again  on  trial.  Undoubtedly  mor- 
phine, which  has  been  employed  for  years,  plays  a 
helpful  role  in  many  cases.  Whether  or  not  the 
additional  use  of  scopolamine  will  improve  these 
results  is  the  question  to  be  decided.  The  author 
believes  it  will.  His  favorable  opinion  is  based 
upon  the  results  he  has  witnessed  in  some  of  the 
New  York  hospitals  and  upon  two  cases  which  he 
has  personally  treated.  J.  M.  Slemons. 

Guedel,     A.     E.:     Nitrous-Oxide    Anaesthesia    in 
Obstetrics.     /.  Indiana  St.  M.  Ass.,  1915,  viii.  113. 

For  the  following  reasons  the  author  thinks 
nitrous  oxide  properly  administered  has  many 
advantages  over  ether  in  obstetrics. 

1.  So  far  as  known  it  is  an  innocuous  gas  and 
when  given  for  a  long  period  of  time  in  full  anaes- 
thetic doses  it  seems  to  produce  no  degenerative 
changes  in  any  of  the  body  tissues  and  only  a  slight 
intoxication,  which  is  extremely  transitory. 

2.  It  does  not  produce  muscular  relaxation, 
beyond  the  relaxation  of  normal  sleep,  and  has 
no  noticeable  effect  on  the  contractions  of  the 
uterus. 

3.  It  does  not  reduce  the  haemoglobin  percentage 
in  the  blood;  neither  does  it  produce  a  haemolysis 
nor  impair  in  any  way  the  normal  resistance  to 
pathogenic  bacteria. 
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4.  Its  action  is  transitory  and  rapid;  it  is  not 
irritating  and  not  unpleasant  to  inhale;  neither  does 
it  cause  such  disturbances  as  vomiting  and  nausea. 
He  says  that  the  more  satisfactory  results  have 
been  secured  by  the  self-administration  method; 
that  is,  with  the  patient  holding  the  inhaler.  As  to 
the  time  of  administration,  he  is  of  the  opinion  that 
it  depends  on  the  amount  of  suffering.  He  men- 
tions two  cases  in  which  an  intermittent  anaes- 
thesia was  maintained  over  a  period  of  6  hours, 
and  many  cases  in  the  neighborhood  of  3;  the 
average  being  from  i  to  2  hours.  As  the  head  passes 
over  the  perineum  continuous  anaesthesia  is  per- 
mitted. The  greatest  drawback  to  this  anaisthesic 
is  the  cost  of  the  gas  used;  a  single  case  may  con- 
sume as  much  as  ten  dollars'  worth  of  gas  in  six 
hours'  anaesthesia.  W.  D.  PmLLiPs. 

PUERPERIUM  AND  ITS  COMPLICATIONS 

Gautiez  and  Tissier:  Post-Partum  Motor  Disturb- 
ances (Troubles  de  motilite  para-obstetricaux). 
Arch.  mens,  d'obstet.  et  de  gynic,  1915,  iv,  206. 

Frequently  patients,  after  a  confinement,  limp  and 
complain  of  pain  in  the  feet.  There  is  weakness  of 
the  internal  edge  of  the  foot,  pain  in  the  foot,  and 
decrease  in  the  size  of  the  calf  of  the  leg  —  in  short 
the  symptoms  of  the  painful  flat-foot  of  adolescents. 
This  is  caused  by  the  abnormal  way  in  which  the  foot 
is  used  during  the  latter  months  of  pregnancy.  The 
abdomen  is  heavy  and  projects  forward;  to  balance 
this  weight  the  body  is  thrown  back  and  the  weight 
falls  on  the  heels.  The  bones  and  muscles  undergo 
an  abnormal  strain;  the  circulation  is  also  more  or 
less  impeded  by  the  pregnancy.  The  overstrained 
muscles  undergo  rapid  atrophy  during  the  enforced 
rest  of  the  confinement.  When  the  woman  gets  up 
and  tries  to  walk  in  the  normal  way  the  arch  has 
lost  its  elasticity  and  there  is  more  or  less  deformity 
of  the  instep.  The  muscles  should  be  treated  by 
massage  and  electricity  and  some  appliance  used  to 
raise  the  inner  edge  of  the  foot  and  throw  the  weight 
on  the  outer  edge. 

Another  source  of  post-partum  motor  disturbance 
is  overstrain  or  partial  rupture  of  the  tendon  of  the 
rectus  during  delivery.  A  case  is  described  in  which 
it  was  difficult  to  rise  from  a  sitting  position;  the 
right  rectus  remained  inert.  A  painful  point  was 
found  at  the  site  of  the  rupture,  and  the  muscle 
remained  inert  to  avoid  arousing  pain.  The  con- 
dition is  the  same  as  that  sometimes  found  in  the 
abdominal  muscles  of  rachitic  children.  They  are 
weak  and  flabby  and  the  child  has  diflficulty  in 
learning  to  stand.  A.  Goss. 

Hiissy,  P.:  Importance  of  Anaerobic  Bacteria  in 
Puerperal  Infection  (Die  Bedeutung  der  anaero- 
beti  Bakterien  fiir  die  Puerperal-infektion).  Monat- 
schr.f.Geburtsh.  u.Gyndk.,  1915,  xli,  299. 

Haemolytic  and  non-haemolytic  streptococci  have 
been  regarded  as  of  such  paramount  importance  in 
the  causation  of  puerperal  fever  that  very  little 


attention  has  been  paid  to  other  bacteria  in  this 
connection.  Anaerobic  streptococci  were  found  in 
the  vagina,  however,  as  early  as  1895,  and  Hiissy 
recently  examined  49  cases  of  puerperal  fever  for 
anaerobic  bacteria.  Both  lochia  and  blood  were 
examined  repeatedly;  pure  cultures  were  sometimes 
obtained  from  the  blood  but  never  from  the  lochia. 
Nineteen  of  the  cases  were  fatal.  One  was  a  case 
of  fulminating  tetanus  after  criminal  abortion;  it  is 
the  sixty-seventh  case  of  this  kind  that  has  been 
published.  Death  was  caused  by  anaerobes  almost 
as  often  as  by  haemolytic  streptococci.  One  case  of 
fatal  puerperal  fever  caused  by  obligate  anaerobic 
streptococci  caused  Hiissy  to  believe  in  the  theory 
of  self-infection.  The  patient  had  had  a  rapid  and 
normal  delivery  and  was  examined  only  once  with 
gloves.  The  anaerobic  bacteria  could  not  have 
been  proliferating  on  the  outside,  but  must  have 
been  in  the  vagina. 

He  concludes  that  in  all  cases  of  puerperal  fever 
examination  should  be  made  for  anaerobic  bacteria. 
Not  all  of  these,  however,  are  dangerous.  The  most 
malignant  ones  are  tetanus  bacilli,  anaerobic  strep- 
tococci, and  staphylococci  and  the  gas  bacillus. 
These  are  fortunately  found  in  only  a  comparatively 
small  number  of  cases.  The  obligate  anaerobic  gas- 
producing  bacilli  that  are  more  commonly  found 
give  a  very  good  prognosis.  Mixed  infections  of 
anaerobes  and  aerobic  bacteria  give  a  particularly 
favorable  prognosis.  A.  Goss. 

Frank,  R.  T. :  Th6  Treatment  of  Puerperal  Sepsis. 

N.  Y.  M.J.,  1915,  ci,  726. 

Frank's  discussion  is  confined  to  the  treatment 
of  post-partum  puerperal  sepsis  and  his  ideas  may  be 
summarized  as  follows: 

1.  Rigid  ante-  and  post-partum  asepsis  and  anti- 
sepsis. 

2.  Thorough  examination  of  the  patient  for  signs 
of  infection  during  pregnancy.  Treatment  of  the 
infection,  if  present,  before  labor  begins. 

3.  Coitus  and  vaginal  douches  after  seven  and 
one-half  months  should  not  be  allowed. 

4.  Skillful  management  of  the  labor.  Meddle- 
some interference  is  strongly  condemned. 

5.  Retained  placental  rests  should  be  removed 
immediately  after  they  are  found  to  exist. 

6.  Lacerations  should  be  treated  immediately 
after  labor. 

7.  When  fever  develops  do  not  meddle.  "Wait 
and  watch."     Treat  symptoms  as  they  arise. 

8.  Treat  the  general  condition  by  rest  in  bed, 
nutritious  food,  cathartics,  and  stimulation.  The  high 
Fowler  position  should  be  maintained  for  drainage. 

9.  When  local  symptoms  develop  treat  them  ac- 
cording to  the  indications. 

10.  In  case  of  a  bacteraemia  the  waiting  policy 
is  equally  effective. 

11.  In  hospital  cases,  or  those  seen  in  consultation, 
where  there  is  strong  evidence  of  retained  placenta 
or  parts  of  placenta,  gentle  digital  exploration  may 
be  permissible. 
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12.  Late  or  persistent  haemorrhage,  when  serious, 
should  be  controlled  by  packing  the  uterus  with 
iodoform  gauze.  Harvey  B.  Matthews. 

Dorland,  W.  A.  N.:   The  Treatment  of  the  Gesta- 
tional Variety  of  Puerperal  Eclampsia.    Illinois 

M.  J.,  1915,  xxvii,  361. 

Dorland  emphasizes  the  importance  of  differen- 
tiating the  nephritic  from  the  hepatic  type  of  eclamp- 
sia. He  lays  down  the  law  that  lessened  urinary 
toxicity  means  increased  haimic  toxicity,  and  in- 
creased haemic  toxicity  is  the  direct  cause  of 
eclampsia.  High  arterial  tension,  with  the  resultant 
cerebral  irritation,  is  the  cause  of  the  eclamptic 
seizure.  Cases  are  cited  to  substantiate  his  con- 
clusions.    He  offers  the  following  advice: 

1.  Watch  the  urine,  not  so  much  for  albumi- 
nuria as  for  decreased  urinary  toxicity. 

2.  Watch  the  arterial  tension,  and,  if  above  165 
mm.,  seriously  consider  interference. 

3.  Administer  fluid  extract  of  veratrum  viride 
to  prevent  the  onset  of  eclamptic  seizure. 

4.  If  labor  has  not  set  in,  abdominal  caesarean 
section  gives  the  best  results. 

5.  Attempts  at  forcible  delivery  may  bring  on 
seizure. 

6.  Watch  the  pulse  and  arterial  tension  after 
section  and  judiciously  use  veratrum  viride. 

Harold  G.  Garwood. 

Dowd,  A.  F. :  Alcohol  Drain  Treatment  of  Puerperal 
Temperature.     /.  M.  Soc.  N.  J.,  1915,  xii,  228. 

This  drain  consists  of  a  rubber  tube  the  size  of  a 
stomach  tube  with  several  layers  of  iodoform  gauze 
strips  one  inch  wide  over  the  opening.  The  tube 
and  gauze  are  carried  well  up  to  the  fundus  of  the 
uterus.  The  uterus  is  lightly  packed  with  gauze 
strips  and  the  vagina  is  packed  more  tightly.  The 
tube  is  fixed  to  the  thigh  and  a  sterile  glass  funnel 
attached  to  the  distal  end.  Two  ounces  of  25  to  50 
per  cent  alcohol  are  introduced  through  the  tube 
into  the  uterus  at  two-hour  intervals.  The  distal 
end  of  the  tube  with  the  funnel  is  wrapped  in  a 
sterile  towel  and  allowed  to  lie  on  the  patient's 
abdomen  between  the  treatments. 

One  hundred  and  five  cases  of  sepsis  after  labor 
were  treated  by  this  method.  Of  these,  85  recovered 
and  20  died.  Of  the  fatal  cases,  14  were  highly 
unfavorable  from  the  beginning,  as  they  came 
under  treatment  late  or  were  practically  moribund 
before  treatment  was  begun.  Six  deaths  occurred, 
although  the  drain  was  employed  early  and  per- 
sistently. The  average  duration  of  treatment  was 
twelve  days,  the  shortest  six  days,  the  longest  forty- 
five. 

Usually  the  temperature  began  to  decline  within 
sixteen  hours  after  the  introduction  of  the  drain 
with  a  corresponding  fall  in  pulse-rate  and  marked 
improvement  in  the  general  condition.  In  the 
average  case  the  drain  was  allowed  to  remain  for 
forty-eight  hours,  was  then  removed  and  reinserted, 
following   uterine   douche.     If   there   was   general 


improvement  in  the  patient's  condition  the  drain 
was  left  to  expel  itself.  It  is  advised  if  this  treat- 
ment is  instituted  to  begin  within  twenty-four  to 
thirty-six  hours  after  the  diagnosis  seems  probable. 

It  is  claimed  that  alcohol  meets  the  requirements 
in  these  cases  of  profound  toxaemia,  usually  the 
result  of  wound  infection,  because  it  is  a  powerful 
germicide  which  penetrates  deeply.  It  destroys 
the  organisms,  diminishes  their  infective  power 
at  the  seat  of  primary  infection,  produces  a  local 
hyperasmia  and  leucocytes,  thus  minimizing  absorp- 
tion. C.  D.  Hauch. 

Brinkley,  A.  S.:  The  Pryor  Method  of  Treatment 
for  Puerperal  Septicaemia.  Virg.  M.  Semi- 
Month.,  1915,  XX,  10. 

The  author  believes  that  of  all  the  methods 
advised  for  the  treatment  of  puerperal  septicaemia 
that  of  Pryor  is  the  best. 

After  a  short  description  of  the  lymphatic  supply 
of  the  uterus,  there  follows  a  detailed  description  of 
the  Pryor  method  as  carried  out  by  the  author. 
This  consists  essentially  in  swabbing  the  vagina  with 
a  5  per  cent  tincture  of  iodine  in  alcohol,  removing 
the  contents  of  the  uterus  with  a  sponge  holder  or  the 
finger,  thorough  iodinization  of  the  cavity,  leaving 
a  narrow  strip  of  iodoform  gauze  in  the  uterus  and 
cervix  for  forty-eight  hours. 

With  this  done,  a  cul-de-sac  incision  is  made 
and  the  pelvis  packed  with  iodoform  gauze.  The 
gauze  is  so  placed  behind  each  broad  ligament  and 
the  uterus  that  the  pelvic  organs  are  shut  off  from 
the  general  peritoneal  cavity.  This  gauze  is  re- 
moved in  seven  days  and  two  small  loose  strips 
are  inserted  to  promote  further  drainage.  These 
are  changed  every  few  days  until  the  wound  has 
healed. 

The  general  treatment  is  the  same  as  that  for 
any  acute  pelvic  infection. 

The   advantages   claimed   for   this   method   are: 

1.  All  debris  is  removed  from  the  cavity  of  the 
uterus. 

2.  The  septic  transudate  or  pus,  if  any,  is  evacu- 
ated from  the  pelvic  cavity. 

3.  The  dam  of  iodoform  gauze  walls  off  the 
general  peritoneal  cavity. 

4.  The  iodoform  gauze  strips  from  the  pelvis 
leading  into   the   vagina  afford  natural   drainage. 

5.  The  iodoform  gauze  causes  a  plastic  exudate 
to  be  thrown  out  which  seals  up  the  lymphatic 
openings  and  prevents  further  spread  of  infection. 

Harvey  B.  Matthews. 

Schwyzer,  A.:    Surgical  Experiences  in  Puerperal 

Sepsis.     Surg.,  Gynec.  &°  ObsL,  1915,  xx,  471. 

The  author  reports  9  cases  encountered  in  pri- 
vate practice  in  twenty-three  years:  case  i,  a  severe 
purulent  thrombophlebitis  treated  by  15  small 
incisions  into  the  saphenous  vein  and  its  branches; 
case  2,  severe  sepsis,  abscess  in  the  uterine  wall,  and 
two  separate  intraperitoneal  abscesses;  treatment, 
drainage;  case  3,  intraperitoneal  abscess,  pyosalpinx, 
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suppuration  in  the  broad  ligament;  treatment,  ex- 
cision of  the  tube,  drainage;  meningitis,  followed  by- 
death;  cases  4  and  5  beginning  diffuse  peritonitis 
after  perforation  of  the  uterus;  case  6,  large  pelvic 
abscess;  treatment,  vaginal  drainage;  case  7,  diffuse 
seropurulent  peritonitic  exudate,  acute  salpingitis, 
ovarian  tumor,  abscess  in  the  wall  of  the  fundus 
uteri;  treatment,  removal  of  the  tube  and  ovarian 
tumor,  and  drainage  of  the  abscess  in  the  uterine  wall; 
case  8,  severe  infection  of  the  placental  area;  puru- 
lent thrombophlebitis  of  the  right  ovarian  and 
uterine  veins;  treatment,  extirpation  of  the  uterus; 
opening  and  draining  of  the  ovarian  vein  extraperi- 
toneally  after  stnppmg  the  peritoneum  off  the  re- 
mainder of  the  abdominal  wall,  beginning  at  the 
median  abdominal  incision  and  ending  over  the  right 
ovarian  vessels;  case  9,  right-sided  acute  pyosalpinx, 
tubo-abdominal  abscess,  purulent  thrombophlebitis 
of  right  ovarian  vein,  left-sided  intra-abdominal 
abscess;  treatment,  removal  of  pyosalpinx,  drainage 
of  the  right  ovarian  vein  and  left-sided  abscess 
through  the  vagina,  ligation  of  the  left  ovarian  vein, 
abdominal  drainage  for  the  tubo-abdominal  ab- 
scess. 

The  author  believes  that  a  definite  localization 
of  the  infection  usually  exists,  even  if  palpation 
gives  little  information.  The  cases  are  thus  often 
allowed  to  go  too  far  on  account  of  fear  of  an  all- 
pervading  infection.  The  8  recoveries  out  of  the  9 
cases,  whjch  are  not  selected  ones  but  comprise  all  of 
the  author's  experience,  tend  to  indicate  that,  not- 
withstanding the  general  infection,  localized  foci  and 
processes  are  apt  to  be  found,  which  if  handled  by 
correct  surgical  measures  may  turn  the  tide. 

Trendelenburg's  ligation  of  the  infected  veins 
was  a  truly  great  step  ahead.  In  some  cases  open- 
ing and  draining  of  the  veins  may  be  desirable  or 
even  necessary.  The  operation  should  not  be 
done  without  opening  the  peritoneal  cavity,  and 
in  addition  the  pathology  of  the  case  should  be 
thoroughly  surveyed  and  other  measures  used  as 
necessary. 

Miller,  C.  J.:  The  Surgical  Treatment  of  Puerperal 
Infection.    Texas  St.  J.  Med.,  1915,  xi,  7. 

Miller  states  that  in  the  past  two  years  he  has 
practically  dispensed  with  intra-uterine  treatment 
in  acute  septic  endometritis,  except  in  cases  asso- 
ciated with  uterine  haemorrhage.  In  the  latter 
cases  he  controls  bleeding  with  a  pack  of  iodoform 
gauze;  and  he  states  that  the  retained  masses  are 
usually  discharged  when  the  gauze  is  removed. 
He  believes  that  infection  may  be  limited,  drainage 
secured,  and  uterine  contraction  maintained  by 
postural  drainage,  (Fowler's  position),  the  use  of 
ergot  and  pituitrin,  and  the  use  of  ice-bags  over  the 
abdomen.  Only  after  the  local  barriers  are  strong 
enough  to  resist  invasion,  should  an  attempt  be 
made  to  remove  retained  debris. 

He  outlines  the  general  routine  plan  of  treatment 
followed  in  his  obstetrical  and  gynecological  service 
as  follows:     Patients  presenting  a  history  of  puer- 


peral infection  are  examined  to  determine  if  the 
infection  is  confined  to  the  genital  tract,  to  find  if 
possible  the  actual  lesion  and  whether  it  has  already 
extended  beyond  the  uterus.  A  blood  count  is 
made  to  determine  the  natural  resistance  of  the 
patient,  and  cultures  are  made  to  determine  whether 
or  not  bactera»mia  is  present.  If  the  uterus  is  well 
contracted  and  the  cervix  closed  no  attempt  is 
made  to  enter  the  uterus,  even  to  obtain  bacterial 
cultures.  If  the  uterus  is  flabby  and  the  os  patu- 
lous, the  culture  smears  are  gathered  and  the 
finger  introduced  for  exploration.  If  membranes 
or  debris  can  be  reached  easily,  they  are  removed; 
otherwise  no  further  local  treatment  is  attempted, 
except  hot  vaginal  douches,  until  the  acute  symp- 
toms subside.  The  uterus  may  then  be  emptied, 
if  necessary,  with  the  finger  or  an  iodoform  pack 
as  the  indications  demand. 

In  cases  of  peri-  and  parametritis  the  author  says 
the  prognosis  is  usually  good,  and  rest  without 
operative  interference  will  usually  give  the  best 
results.  If  pus  collections  develop,  incision  through 
the  vaginal  vault  or  over  the  localized  areas  above 
Poupart's  ligament  is  indicated. 

General  purulent  peritonitis  is  a  comparatively 
rare  complication  in  puerperal  cases,  and  practically 
all  end  fatally;  the  infection  is  usually  streptococcic. 
In  one  case  the  author  mentions  that  the  patholog- 
ist reported  pure  pneumococcal  cultures  and  the 
patient  recovered  after  free  incision  of  the  vaginal 
vault.  This  plan  of  treatment  and  method  of  in- 
stituting drainage  he  considers  very  good,  and 
mentions  three  cases  which  he  thinks  were  prob- 
ably saved  by  free  incision  of  the  vaginal  vault. 

In  regard  to  the  surgical  treatment  of  septic 
thrombophlebitis  he  mentions  the  following  con- 
clusions: 

1.  Septic  thrombophlebitis  occurs  oftener  than 
w^as  formerly  suspected. 

2.  The  mortality  can  be  estimated  to  be  not 
less  than  70  per  cent. 

3.  In  many  cases  the  process  can  be  arrested 
by  ligation  of  the  involved  veins. 

4.  In  chronic  cases  the  diagnosis  can  be  made 
with  a  fair  degree  of  certainty. 

5.  In  acute  pyaemia  the  mortality  has  not  been 
influenced  by  operation.  W.  D.  Phillips. 

MISCELLANEOUS 

Rissmann,  P.:  The  Influence  Exerted  upon  Preg- 
nancy by  Dietetic  and  Medicinal  Means,  and 
Analyses  in  Regard  to  the  Alkalinity  of  the 
Blood  (Beitrage  zur  diatetischen  und  medikamen- 
tosen  Beeinflussung  der  Schwangerschaft  nebst 
Analysen  iiber  den  Alkaligehalt  des  Blutes). 
Frauenarzt,  1915,  No.  i. 

All  serologic  theories,  however  correct  they  may 
be,  are  nevertheless  one-sided.  They  do  not  take 
into  consideration  that  there  are  other  substances 
besides  albumin  in  the  blood  and  serum,  such  as 
fat,  sugar,  split  products  of  albuminous  digestion, 
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and  numerous  salts.  Furthermore,  they  take  into 
consideration  only  what  shall  enter  the  maternal 
organism  but  not  what  is  taken  from  it.  Thirdly, 
they  do  not  take  into  consideration  the  variable 
conditions  of  the  maternal  organism,  the  mechanical 
disturbances  of  pregnancy,  constipation,  accidental 
disease,  etc.  The  greatest  objection,  however, 
raised  against  the  placental  theories  and  the  like 
is  that  they  have  not  offered  us  anything  thera- 
peutically. On  the  contrary,  the  serum  therapy 
did  not  live  up  to  its  promises  and  has  almost 
generally  been  displaced  by  the  injection  of  salt 
solution,  as  recommended  by  Rissmann. 

Metabolism  is  radically  changed  during  preg- 
nancy. It  is  therefore  essential  in  treating  the 
toxaemias  of  pregnancy  to  depend  upon  the  analyses 
of  the  maternal  metabolism  for  a  cue  as  to  treat- 
ment. Analyses  of  the  maternal  metabolism  during 
pregnancy  made  clear  the  following  points: 

1.  There  is  a  considerable  retention  of  albumin. 
Albumin  catabolism,  however,  shows  considerable 
change  as  less  urea  but  more  ammonia,  creatin 
ammo-acids  are  excreted  (Rest-Stickstoff),  nitrogen 
is  constantly  increased. 

2.  The  assimilation  of  sugar  is  decreased  during 
pregnancy.    Diabetes  is  usually  aggravated. 

3.  Fat  metabolism  is  also  disturbed.  A  hyper- 
lipaemia  exists  (increase  of  glycerine  fats  and 
cholesterin  fats). 

4.  A  positive  metabolic  balance  also  occurs  for 
phosphate  of  calcium  and  magnesium. 

5.  The  coagulability  and  viscosity  of  the  total 
amount  of  blood  should  be  increased. 

6.  Iron,  calcium,  and  magnesium  are  more  abun- 
dant in  the  foetal  circulation  than  in  the  maternal. 

7.  The  fixed  acids  of  the  blood  are  increased 
at  the  expense  of  the  carbonic  acid  (acidosis). 

8.  In  regard  to  the  alkalies  in  the  blood  during 
pregnancy  and  the  puerperium,  the  author  makes 
the  following  statement: 

During  pregnancy  the  woman  has  relatively 
less  sodium  than  potassium  in  contradistinction 
to  the  non-pregnant  state.  The  newborn  child 
has  more  sodium  than  the  mother  and  less  potassium. 
In  eclamptic  patients  during  labor  both  values  — 
sodium  and  potassium  —  are  higher  than  in  the 
normal  pregnant  woman,  whereas  during  the 
period  of  convalescence  a  marked  rise  of  sodium 
and  a  decrease  of  potassium  occurs.  Nephritis 
also  occasionally  leads  to  sodium  retention  in  the 
parturient  women.  The  mother  is  influenced  dele- 
teriously  by  the  placenta  in  several  ways,  as  nu- 
tritive substances  and  salts  are  taken  from  her 
and  she  is  burdened  with  the  most  variable  products 
of  metabolism.  In  addition  there  is  the  action 
exerted  upon  all  the  glands  of  the  female  organism 
(not  only  glands  of  internal  secretion)  by  this 
changed  metabolism.  Besides  there  are  numerous 
accidental  causes  in  the  maternal  organism  which 
may  pervert  this  changed  metabolism  into  a  real 
metabolic  disturbance,  such  as  uraemia  and  diabetes. 
Examples  are: 


1 .  Primarily  diseased  organs  such  as  the  kidneys, 
liver,  pancreas,  thyroid,  etc. 

2.  Severe  compression  of  organs  of  the  chest 
and  abdominal  cavity,  as  in  hydramnion  or  twin 
pregnancy. 

3.  Obstinate  constipation  (auto-intoxication). 

4.  Intercurrent  diseases  (angina,  icterus,  etc.). 
Even  the  apparently  healthy  pregnant  woman's 

life  is  different  during  pregnancy,  and  efforts  must 
be  directed  toward  discovering  the  first  signs 
which  presage  a  serious  disturbance  of  metabolism 
in  the  patient.  Hence  elaborate  investigations  of 
metabolism  are  necessary. 

Rissmann  recommends  the  following  diet  for 
the  healthy  pregnant  woman:  meats  should  be 
curtailed,  the  maximum  for  a  normal  woman  doing 
her  own  work  should  be  100  to  150  gms.;  alcohol, 
beans,  coffee,  tea,  spices  (excluding  salt),  should 
be  diminished,  as  well  as  all  substances  containing 
irritants,  such  as  horseradish,  radishes,  onions, 
celery,  asparagus,  parsley,  etc.  Meat  broths, 
meat  juices,  sharp  sauces,  and  such  meats  as 
are  rich  in  nuclein  and  extractives,  as  game,  liver, 
kidneys,  veal,  lean  beef  fried,  should  be  prohibited. 
Not  more  than  three  eggs  should  be  used  daily. 
Vegetables  and  fruit  should  be  plentiful,  especially 
the  green  vegetables  for  their  iron  content,  likewise 
coarse  bread.  Fluids  should  be  plentiful  to  prevent 
the  concentration  of  the  blood  and  to  promote  the 
excretion  of  the  nitrogen  containing  substances, 
and  the  alkali  chloride  mineral  waters  are  best. 
Five  small  meals  should  be  taken;  all  excesses  should 
be  avoided,  and  the  bowels  kept  regular. 

To  recognize  the  disturbances  of  metabolism 
early,  the  infant  welfare  stations  should  be  made 
also  consultation  stations  for  the  pregnant.  Of 
considerable  importance  are  blind  headaches  in 
the  presence  of  albumin-free  but  concentrated 
brown  urine.  Boiling  the  urine  shows  the  presence 
of  numerous  salts,  soluble,  however,  upon  addition 
of  acids.  The  urine  becomes  lighter  then.  Increased 
pulse-rate  accompanied  by  general  malaise  is  not 
uncommon.  The  disturbances  of  the  digestive 
tract  should  be  remedied  early.  Constipation 
must  be  remedied  by  all  means.  Auto-intoxications 
are  possible,  yes,  highly  probable.  Gastro-intes- 
tinal  disturbances  may  become  the  exciting  cause 
of  eclamptic  attacks. 

The  author  not  rarely  observed  disturbances 
in  the  sensory  and  motor  nerves  remediable  by 
dietetic  means.  He  lays  considerable  stress  upon 
the  excretion  of  coloring  solutions  and  table  salt 
in  the  urine  after  intravenous  injections  of  phenol- 
sulphonephthalein. 

In  regard  to  treatment  of  disturbances  of  meta- 
bolism, important  points  may  be  gained  from  the 
above  and  Rissmann  emphasizes  the  different 
forms  of  diet.  The  dietetic  treatment  may  be 
supplemented  beneficially  by  medicinal  treatment. 
In  one  pregnant  woman  with  severe  pruritus, 
vegetable  diet  and  calcium  lactate  i  gm.  t.  i.  d. 
resulted  in  cure.     Fish  was  permitted.     Cramps  in 
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the  calves  of  the  legs  were  twice  successfully  treated 
with  equal  parts  of  calcium  phosphate  and  potassium 
bitartrate,  the  dose  being  the  tip  of  a  knifeful  once 
daily.  Numerous  cases  of  severe  headache  were 
successfully  combated  with  a  vegetable  diet, 
with  some  calcium  added.  In  nephritis  a  vegetable 
diet  or  a  diet  poor  in  table  salt,  and  eventually  a 
diet  poor  in  potassium,  is  of  much  value.  In 
nephritis  of  the  severe  grade,  premature  labor  was 
induced  if  the  child  was  viable. 

In  itching  dermatitis  of  pregnancy,  the  injection 
of  Ringer's  solution,  repeated  if  necessary,  and 
accompanied  with  regulation  of  the  diet,  has  ren- 
dered excellent  results.  Several  times  the  injection 
was  refused  and  complete  cure  resulted  from  dietetic 
measures,  plus  the  administration  of  salt  mixtures 
(3  times  daily  i  gm.  sodium  chloride,  1.5  gm.  each  of 
ferric  oxide,  saccharine  solution,  sodium  bicarbonate, 
sodium  phosphate,  and  calcium  phosphate  4  gm.). 

Pernicious  vomiting  during  pregnancy  is  not 
due  to  an  intoxication  of  pregnancy  in  all  cases. 
In  less  than  half  of  the  cases  it  is  due  to  disturb- 
ances of  metabolism,  a  differential  diagnosis  from 
the  chemical  and  microscopic  examination  of  the 
urine  and  from  functional  tests  of  the  kidneys.  In 
addition,  an  examination  for  bilirubin,  urobilin, 
and  urobilinogen  must  be  made.  In  a  very  severe 
case  the  dietetic  treatment  proved  very  successful. 

According  to  Rissmann,  eclampsia  is  the  end- 
product  of  a  true  disease  of  metabolism  parallel  to 
uraemia  and  diabetic  coma.  He  is  therefore  of  the 
opinion  that  for  its  prevention  it  is  not  only  necessary 
to  regulate  the  sodium  chloride  content,  but  also 
the  nitrogen  content  of  the  diet.  In  the  severer 
grades  of  metabolism  disturbances  during  preg- 
nancy, the  albumin  of  the  diet  should  be  reduced 
to  allow  the  minimum  requirement  — about  60 
to  80  gms.  daily.  There  is  no  danger  therefrom  for 
mother  or  child.  If  eclampsia  has  developed,  the 
medicinal  subcutaneously  or  rectally  applied 
therapy  alone  is  to  be  considered.  He  favors 
early  interruption.  By  waiting  too  long  with  the 
patient  under  the  influence  of  morphine  and  chloral, 
the  infant  mortality  rises  considerably.  Not  all 
cases  of  eclampsia  demand  an  interruption  of 
pregnancy;  a  venesection  of  500  ccm.  blood  is  to 
be  recommended.  The  injection  of  Ringer's 
solution  is  contra-indicated  as  the  excretion  of 
sodium  chloride  is  generally  disturbed.  Rectally 
a  5  per  cent  solution  of  magnesium  sulphate  may 
be  given.  In  habitual  abortion,  potassium  iodide 
is  of  value. 

Rissmann's  conclusions  may  be  summarized  as 
follows: 

1.  As  there  are  severe  metabolic  changes  during 
every  pregnancy,  even  the  healthy  pregnant 
woman  should  receive  special  dietetic  care. 

2.  The  foetus  and  placenta,  as  well  as  the  ma- 
ternal organism,  present  numerous  causal  factors 
which  may  convert  the  changes  of  metabolism  into 
real  disturbances  of  metabolism,  frequently  of  a 
severe  nature. 


3.  Although  accurate  chemical  analyses  still 
leave  much  to  be  cleared  up,  we  can  nevertheless 
state  even  today  that  by  means  of  a  rational  diet, 
medinal,  and  probably  also  organotherapy,  we  can 
influence  the  disturbances  of  metabolism  during 
pregnancy  very  favorably. 

4.  By  the  means  enumerated,  we  may  in  the 
great  majority  of  cases  avoid  and  cure  the  so-called 
toxaemias  of  pregnancy  so  that  abortions  and  pre- 
mature labors  without  viable  children  may  be 
reduced  to  a  minimum.  L.  A.  Juhnke. 

Petri,  T.:    Parenteral  Digestion  of  Albumin  and 
Its   Relation    to    Obstetrics    and    Gynecology 

(Neue  Probleme  des  parenteralen  Eiweissabbaues 
in  ihrer  Beziehung  zur  Geburtshiilfe  und  Gynako- 

logie).     Monatschr.  f.  Geburtsh.    u.   Gynak.,    1915, 
xli,  309,  388. 

Petri  performed  a  large  amount  of  clinical  and 
experimental  work  on  the  formation  of  protective 
ferments  in  the  blood  against  albumin,  and  the 
results  of  his  research  are  given  in  tabulated  form. 
He  used  rabbits  as  experimental  animals.  He  found 
that  proteolytic  ferments  are  produced  by  the  in- 
jection of  the  individual's  own  albumin  as  well  as 
by  foreign  albumin.  These  ferments  are  not  specific 
for  the  organs  from  which  the  albumin  originated; 
that  is,  the  same  albumin  produces  ferments  that 
act  on  placenta,  muscle,  kidney,  lung,  etc.  Another 
new  point  brought  out  in  his  research  is  that  similar 
ferments  can  be  produced  in  the  animal's  blood  by 
the  artificial  production  of  a  haematoma.  After 
absorption  of  the  serum  albumin  from  the  blood 
effusion,  ferments  are  formed  that  are  capable  of 
digesting  the  tissue  of  various  organs,  including  the 
placenta.  This  was  found  to  be  true  in  the  human 
being  also;  a  young  woman,  not  pregnant,  crushed 
her  finger  and  there  was  an  extensive  effusion 
of  blood  into  the  surrounding  tissues.  Twenty- 
four  hours  after  the  injury  the  blood  showed 
albumin-splitting  ferments,  which  disappeared  again 
three  weeks  later  after  the  effusion  had  been 
absorbed. 

The  ferments  that  appear  during  pregnancy 
digest  not  only  placenta,  but  also  other  organs. 
Ferments  are  produced  not  only  by  foreign  albumin 
but  by  the  parenteral  administration  of  the  indi- 
vidual's own  albumin,  and  they  are  produced  not 
only  during  pregnancy  but  also  under  other  path- 
ological conditions  and  by  natural  or  induced  con- 
ditions in  which  undigested  albumin  passes  into  the 
circulation.  Therefore,  while  the  Abderhalden 
reaction  will  always  be  positive  in  pregnancy,  it  will 
also  be  positive  in  various  other  conditions.  The 
albumin  splitting  ferments  are  probably  mobilized 
at  once  after  the  intravenous  introduction  of 
foreign  albumin,  and  their  action  persists  for  a 
certain  length  of  time  only.  Petri  could  de- 
monstrate ferments  15  minutes  after  the  injec- 
tion, which  persisted  for  48  hours;  but  after  5 
days  no  trace  of  ferments  could  be  demonstrated. 

A.  Goss. 
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Cornell,  M.  C:  The  Use  of  Pituitrin  in  Obstetrical 
Work.     Clinique,  Chicago,   1915,  xxxvi,   120. 

The  author  is  of  the  opinion  that  pituitrin  if  used 
in  suitable  cases  is  a  valuable  drug.  She  believes 
that  many  of  the  failures  following  its  use  might 
be  explained  by  the  fact  that  at  first  the  drug  was 
prepared  from  the  whole  gland,  whereas  more  mod- 
ern researches  have  established  the  fact  that  the 
posterior  lobe  is  the  one  from  which  the  drug 
should  be  made.  The  drug  must  be  fresh,  and 
alcohol  should  not  be  used  in  the  syringe,  because  it 
tends  to  neutralize  the  drug. 

The  author  gives  the  following  observation  in 
over  a  hundred  cases  in  the  service  of  Emil  Vogt  of 
Dresden:  "After  the  rupture  of  the  foetal  mem- 
branes in  the  second  stage  of  labor  the  effect  of  the 
drug  is  most  pronounced;  the  contractions  of  the 
uterus  follow  each  other  much  more  rapidly  and 
energetically,  and  the  intervals  between  pains  are 
decreased;  it  failed  only  once,  in  a  case  given  very 
early." 

To  further  illustrate  the  promptness  of  the  ac- 
tion of  the  drug  the  author  gives  a  record  of  8 
cases  in  which  pituitrin  was  used  on  an  average 
of  thirty-six  hours  before  the  injection  and  twenty- 
eight  minutes  afterwards;  in  none  of  the  cases  was 
the  dilatation  greater  than  three  fingers  in  diameter 
at  the  time  of  injection.  Another  use  of  pituitrin  is 
in  cases  in  which  the  catheter  has  to  be  used  follow- 
ing parturition,  one  injection  usually  being  sufficient. 
As  a  galactagogue  he  says  the  extract  given  by  the 
mouth  is  fully  as  efficient  as  the  hypodermic  in- 
jection. Other  uses  are  in  atonic  post-partum 
haemorrhages,  caesarean  section,  and  placenta  prsevia 
lateralis.  .    "     '■  W.  D.  Phillips. 

Moodie,  R.  L. :  The  Occurrence  of  a  Nine-Millimeter 
Human  Embryo  in  the  Margin  of  a  Full-Term 
Placenta.     Surg.,Gynec.  cfObst.,  1915,  xx,  561. 

The  embryo  was  found  accidentally  on  the  margin 
of  the  placenta  while  looking  for  the  yolk-sac  which 
is  commonly  believed  to  occur  in  this  location.  The 
object  was  located  on  the  foetal  surface  between  the 
chorionic  and  amniotic  membranes  and  above  the 
large  marginal  cotyledon,  just  at  the  base  of  the 
amniotic  fold  of  Schultze.  It  was  enclosed  in  a 
sac  of  thin,  glistening  tissue  to  which  it  was  slightly 
adherent.  The  embryo  was  slightly  flattened, 
possibly  by  pressure  from  the  other  foetus. 

The  child  to  which  the  placenta  was  attached 
was  a  vigorous  female  infant  of  9  pounds,  3.5  ounces 
in  weight  at  birth,  apparently  normal  in  every 
respect,  and  showed  a  gain  at  the  end  of  the  first 
week  of  3.5  ounces.  The  mother,  before  marriage 
had  undergone  an  operation  for  appendectomy,  at 
which  time  the  left  ovary  was  removed,  the  fallopian 
tube  resected,  and  a  cyst  removed  from  the  other 
ovary.  A  bicornate  uterus  was  not  indicated. 
Pregnancy  lasted  270  days  and  delivery  was  spon- 
taneous, with  a  large  amount  of  liquor  amnii.  The 
placenta  and  envelopes  were  normal  in  every  respect. 

The  literature  on  superfoetation  and  allied  topics 


is  very  extensive  and  goes  back  to  the  earliest 
medical  writings  of  Hippocrates  and  other  early 
Greek  writers,  in  whose  writings  there  are  numerous 
references  to  superfa'tation.  This  subject  is  today, 
however,  not  well  understood  and  is  on  an  insecure 
basis,  in  spite  of  numerous  contributions  to  the 
subject.  The  present  instance  therefore  is  not 
assigned  to  any  particular  phase  of  superfoetation 
but  the  following  possibilities  are  suggested:  (i) 
parthenogenesis,  (2)  fertilized  polar  bodies,  (3)  an 
embryoma,  (4)  undeveloped  twin — due  to  inanition, 
and  (5)  superfoetation.  All  five  of  the  possibilities 
are  uncertain  and  much  work  must  be  done  to  place 
any  one  of  them  on  a  secure  footing.  Accurate 
clinical  observations  of  the  actual  occurrence  of  any 
one  of  these  is  needed  to  establish  the  subject  in  a 
satisfactory  manner. 

Piatt,  H.:  Birth  Palsy.    Brit.  M.  J.,  igis,   '1,793. 

Certain  etiological  factors  are  well  established 
and  accepted  by  all.  In  the  vast  majority  of  cases 
birth  palsy  is  seen  in  an  infant  born  after  a  pro- 
longed and  difficult  labor  in  which  there  was  a  dis- 
proportion between  the  size  of  the  child  and  the 
maternal  pelvis. 

Statistics  available  show  that  the  injury  occurs 
more  frequently  in  vertex  than  in  breech  presenta- 
tions, but  the  exact  relative  proportions  remain  to 
be  settled  in  the  future  from  a  large  series  of  cases. 

There  are,  then,  two  opposing  theories  to  explain 
the  etiology  of  birth  palsy. 

1.  Primary  paralysis,  due  to  stretching  or  tearing 
of  the  brachial  plexus. 

2.  Primary  joint  or  bone  lesion,  with  or  without 
secondary  paralytic  phenomena. 

As  to  symptoms  and  signs,  it  is  noticed  that  fol- 
lowing a  difficult  labor  in  which  instruments  may  or 
may  not  have  been  employed,  one  arm  of  the  infant 
hangs  limp  and  motionless.  The  position  of  the 
affected  limb  is  characteristic,  the  arm  hanging  close 
by  the  side  in  full  internal  rotation  at  the  shoulder, 
with  the  elbow  extended,  the  forearm  pronated, 
the  fingers  flexed,  and  in  some  cases  obvious  wrist- 
drop. For  a  few  days  the  neck  and  shoulder  may  be 
tender,  the  infant  resisting  all  efforts  of  examination 
and  manipulation  of  the  limb,  usually  no  actual 
bruising  or  other  superficial  local  signs  of  trauma 
being  seen.  If  untreated,  the  subsequent  progress  of 
the  case  may  be  along  one  of  three  lines: 

1.  Rapid  and  complete  spontaneous  recovery 
may  ensue,  leaving  the  limb  in  a  practically  normal 
state. 

2.  There  may  be  complete  absence  of  recovery 
with  persistence  of  a  flail-joint.  This  is  a  rare 
sequel. 

3.  Considerable  recovery  may  take  place,  but 
in  an  incomplete  manner,  leaving  a  residual  paraly- 
sis. 

This  latter  event  is  the  one  usually  seen,  so  that 
after  some  weeks  the  arm  is  no  longer  limp  but  is 
used  by  the  chUd  with  fair  power.  As  time  goes  on 
in  all  moderate  and  severe  cases  there  is  an  evident 
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lack  of  growth  in  the  whole  limb  and  shoulder 
girdle.  The  author  emphasizes  that  there  is  fre- 
quently associated  a  posterior  subluxation  of  the 
shoulder. 

Brachial  plexus  theory.  The  conception  of  birth 
palsy  as  a  primary  lesion  of  the  brachial  plexus 
is  one  based  on  sound  clinical,  pathological,  experi- 
mental, and  operative  evidence.  It  is  generally  held 
that  the  exact  lesion  is  either  a  simple  tearing  of  the 
nerve-sheaths  or  a  stretching,  laceration,  or  com- 
plete rupture  of  the  nerve-trunks.  Every  degree 
of  injury  is  possible,  and  may  involve  the  whole 
plexus  or  be  localized  to  one  or  more  trunks. 

It  is  instructive  to  compare  and  contrast  the 
upper-arm  type  of  infantile  paralysis  with  obstetri- 
cal palsy.  The  characteristics  of  the  former  are 
extreme  muscular  atrophy,  a  flail  shoulder-joint, 
but  no  fixed  contracture  or  subluxation  in  the  antero- 
posterior plane.  In  birth  palsies  there  is  usually 
little  atrophy  and  fiaccidity,  but  a  fixed  contracture 
and  posterior  subluxation  of  the  joint  are  present. 
Brachial  plexus  injuries  in  the  adult,  on  the  other 
hand,  generally  show  considerable  muscle  atrophy, 
and  subluxations  of  the  shoulder  are  rare. 

Epiphyseal  or  joint  lesion  theory.  In  a  recent 
contribution  Vulpius  reiterates  his  view  that  the 
essential  lesion  in  birth  palsy  is  a  bone  lesion. 
Paralysis  he  dismisses  lightly  as  a  secondary  unim- 
portant feature.  The  traction  injury  at  birth 
produces  a  fracture  or  displacement  of  the  upper 
epiphysis  of  the  humerus,  which  is  followed  later 
by  union  in  the  dislocated  position.  Lange  con- 
siders that  the  chief  lesion  is  a  laceration  of  the 
anterior  part  of  the  joint  capsule,  the  healing  of 
which  produces  a  twist  of  the  humerus  at  the 
shoulder-joint  in  the  position  of  internal  rotation, 
but  with  no  dislocation. 

Turner  Thomas  has  enthusiastically  supported 
the  shoulder-joint  theory,  and  has  brought  forward 
a  new  conception  of  the  mode  of  production  of  the 
injury.  Thomas  believes  that  in  all  cases  the  joint 
capsule  is  damaged,  and  in  addition,  in  the  majority 
of  instances,  an  actual  subluxation  is  produced  at 
the  time  of  birth;  this  subluxation  is  difficult  to 


diagnose,  and  therefore  is  invariably  missed  in  the 
first  few  weeks.  The  resulting  scar  tissue  from  the 
lacerated  capsule  involves  the  brachial  plexus 
cords  lying  in  close  proximity  to  the  shoulder-joint, 
causing  paralytic  phenomena  which  are  usually 
slight  and  transient. 

The  violence  producing  this  shoulder-joint  in- 
jury is  not  traction  during  delivery,  but  pressure 
exerted  by  the  bony  pelvic  wall  on  the  anterior 
aspect  of  the  infant's  shoulder  while  it  is  still  in 
utero.  According  to  the  degree  of  backward  pres- 
sure there  is  either  a  tearing  of  the  joint  capsule  or  a 
subluxation  of  the  joint. 

The  author  thinks  it  is  probable  that  the  com- 
bination of  physical  signs  presented  in  birth  palsy 
may  be  produced  by  a  pure  plexus  lesion,  a  joint 
lesion,  or  an  epiphyseal  displacement.  The  dif- 
ferential diagnosis  in  infants  so  young  is  well  nigh 
impossible,  but  as  the  treatment  is  the  same  for  all, 
this  is  not  so  serious.  The  theory  that  the  injury 
is  the  result  of  pelvic  compression  relieves  the  ac- 
coucheur. 

Treatment  may  be  divided  into  three  stages: 

1.  Simple  paralysis.  The  arm  should  be  ab- 
ducted to  90  degrees  and  fixed  there,  flexed  to  a 
right  angle  at  the  elbow,  the  forearm  fully  supinated, 
and  wrist  and  fingers  hyperextended.  This  posi- 
tion of  relaxation  must  be  kept  up  night  and  day, 
accompanied  by  daily  massage  and  passive  motion. 
The  results  of  operations  on  the  plexus  in  children 
have  been  uniformly  poor,  in  rare  cases  showing 
little  or  no  recovery.  In  arthrodesis,  tendon  trans- 
plantation is  as  a  rule  preferable  to  an  attempt  at 
nerve-suture. 

2.  Internal  rotation,  deformity  at  the  shoulder, 
anaesthesia  stretching,  external  rotation,  and  ab- 
duction to  be  followed  by  the  above-mentioned  rest 
for  the  muscles  if  no  subluxation  is  present. 

3.  Posterior  subluxation.  Manipulation  under 
anaesthesia  may  suffice,  but  usually  an  open  opera- 
tion is  necessary.  A  plaster-of-Paris  cast  is  appUed, 
fixing  the  limb  in  full  external  rotation  with  the  el- 
bow well  back.  Three  months  later,  massage  and 
manipulation  are  begun.  A.  C.  Beck. 
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KIDNEY  AND  URETER 

Dunn,  J.  S.:  Neuroblastoma  and  Ganglioneuroma 
of  the  Suprarenal  Body.  /.  Pathol,  b" Bacterial., 
191S,  xix,  456. 

The  author  describes  two  new  tumors  of  the  ner- 
vous system,  giving  a  brief  description  of  the  his- 
tory of  the  case,  histology  of  a  neuroblastoma  of  the 
right  suprarenal,  and  a  case  of  ganglioneuroma, 
giving  its  history,  macroscopic  and  microscopic  ex- 
amination, describing  fully  the  tumor-cell,  fibrillar 
material,  malignant  parts,  secondary  tumors,  and 
metastatic  findings.  He  reviews  the  whole  field 
of  ganglioneuromata,  giving  a  table  of  the  51  cases, 
already  described,  including  the  author's,  and  three 
plates  with  thirteen  figures  of  the  two  cases  here 
cited. 

In  discussing  the  cases  the  author  points  out  the 
facts  already  brought  out,  emphasizes  their  value, 
and  presents  some  important  points  in  differentiating 
between  the  new  cases,  at  the  same  time  noting 
their  remarkably  close  resemblance. 

The  age  incidence  is  cited  as  a  factor.  In  42 
cases  in  which  the  age  is  given,  16  were  in  the  first 
decade,  9  in  the  second,  4  in  the  third,  8  in  the  fourth, 
2  in  the  fifth,  while  in  3  cases  the  age  was  over  sixty. 

The  tumors  tend  to  be  of  fairly  large  size,  and  the 
author  considers  Falks'  observation  as  approximate; 
viz.,  that  the  size  of  the  tumor  is  in  inverse  propor- 
tion to  the  age.  No  predilection  is  shown  as  to  sex. 
The  possible  site  of  the  origin  of  these  tumor  is 
considered  by  the  author  to  be  coextensive  with  the 
nervous  system,  and  the  sympathetic  system  par- 
ticularly from  the  main  chains  and  their  abdominal 
branches. 

He  calls  attention  to  the  fact  that,  whereas  the 
majority  of  these  tumors  are  solitary,  some  groups 
consisted  of  as  many  as  160  (Bencke's  case). 

In  presenting  these  two  cases  the  author  em- 
phasizes two  important  and  significant  facts. 
First,  the  occurrence  of  lymphocyte-like  cells  along 
with  the  ganglion  cells,  which  were  accompanied 
by  a  peculiar  form  of  fibrillar  material  differing 
from  mature  nerve-fibers  being  arranged  in  rosette 
forms,  in  parts  of  the  tumor  not  of  a  malignant 
character.  Second,  in  "definitely  malignant" 
parts  of  tumor,  no  ganglion  cells  are  present  and  all 
cells  are  small;  the  fibrillar  material  being  ar- 
ranged in  "rosettes"  as  above. 

The  author  concludes  that  the  evidence  points 
to  the  conclusion  that  both  forms  of  tumors  are 
derived  from  residues  of  neuroblastic  tissue  which 
have  become  dislodged  from  their  natural  place  in 
the  scheme  of  development  of  the  nervous  tissues. 
Where  the  residual  cells  return  to  their  original 


embryonic  form,  a  malignant  tumor  results — a 
neuroblastoma.  The  separate  cells  may  continue 
to  deve'op  in  a  fairly  normal  fashion  so  as  to  produce 
a  tumor  of  ganglion  cells — a  ganglioneuroma. 

H.  W.  Plaggemeyer. 

Frank,  L.:    Anuria  Due  to  Unilateral  Calculous 
Obstruction.     Surg.,Gynec.  b'Obst.,  1915,  xx,  526. 

The  scope  of  Frank's  contribution  is  limited  to  a 
consideration  of  anuria  due  to  calculous  obstruc- 
tion above  the  bladder,  and  is  restricted  to  those  of  a 
unilateral  type.  His  observations  are  based  on 
five  cases. 

In  some  experiments  with  reference  to  the  results 
of  ligation  of  one  ureter,  the  observations  were 
made:  that  a  kidney  might  resume  work  even  after 
six  to  eight  weeks  of  obstruction  of  its  ureter;  that 
for  a  period  of  from  two  to  five  days,  sometimes 
longer,  after  ligation  (obstruction),  the  surrounding 
tissues  were  oedematous,  the  veins  enlarged;  that 
after  removal  of  the  obstruction,  the  urine  filtered 
through  the  kidneys  very  rapidly  (polyuria);  that 
the  unobstructed  kidney  became  primarily  intensely 
congested,  arterial  then  venous,  and  very  quickly 
hypertrophied. 

These  observations  have  been  confirmed  clinical- 
ly in  his  cases  of  calculous  obstruction,  and  seem 
to  explain  certain  symptoms  and,  probably  in  certain 
instances,  failure  of  the  unobstructed  kidney  to 
functionate.  Likewise,  the  anuria  occasionally 
following  nephrectomy  may,  in  the  absence  of  a 
mechanical  obstruction,  find  its  explanation  in  the 
same  causes. 

In  ligation  experiments,  the  urine  output  of  the 
unobstructed  kidney  is  always  at  first  moderately 
diminished,  due  to  the  altered  circulation.  Based 
upon  this  and  the  tremendous  arterial  congestion 
in  the  kidney,  he  has  been  led  to  believe  that  herein 
lies  the  cause  of  anuria  in  cases  of  unilateral  calculous 
obstruction.  This  is  doubtless  the  congestive 
reflex,  the  reflex  congestion  referred  to  by  Israel 
in  his  thesis  in  1888. 

One  of  the  kidneys  being  incapacitated,  the  com- 
pensatory vascular  activity  in  the  other  fiUs  the 
afferent  vessels  with  a  volume  of  blood  which  cannot 
be  cared  for  by  the  efferents.  This  permits  further 
over-distention  from  the  arterial  side,  and  leakage 
from  the  arterioles  adds  to  the  direct  pressure  on 
the  veins,  further  lessening  the  escape  of  blood, 
and  mechanically,  as  a  result  of  this  circulatory  dis- 
turbance, the  kidney  is  overwhelmed  with  arterial 
blood,  thus  interfering  just  as  efficiently  with  urinary 
excretion  as  if  the  renal  vein  were  ligated.  Com- 
plete interruption  of  venous  escape  produces  anuria, 
just  as  does  any  permanent  obstruction  of  urinary 
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output  from  the  kidney.  He  would,  therefore, 
offer  this  circulatory  disturbance  as  an  explanation 
of  anuria  in  the  presence  of  one  obstructed  and  a 
second  good  and  normal  kidney. 

The  anuria  as  a  rule  begins  suddenly.  There  may 
be  periods  of  polyuria  with  recurrence  of  total 
suppression,  indicating  that  probably  the  stone  has 
shifted  or  that  some  temporary  alteration  of  blood- 
pressure  has  occurred  in  the  good  kidney. 

In  all  cases  the  fact  was  noted  that  the  compensa- 
tory work  of  the  unobstructed  kidney  was  always 
attended  with  decided  increase  in  its  size. 

In  the  author's  case,  too,  an  infection  of  the 
right  kidney  preceded  the  calculous  obstruction  on 
the  left,  and  such  a  case  would  bear  out  the  observa- 
tions to  which  others  have  previously  called  atten- 
tion. It  is  further  observed  that  obstruction  may 
occur  in  a  ureter  which  is  partially  dilated  by  invag- 
ination of  the  undilated  portion.  In  this  particular 
instance  it  was  in  the  nature  of  an  intussusception. 

In  discussing  the  symptoms  of  calculous  anuria, 
it  would  seem  that  probably  the  most  important 
feature  in  connection  with  anuria  of  this  kind  is 
the  absolute  absence  of  any  disturbance  in  these 
individuals  aside  from  lack  of  urinary  secretion. 

Realization  of  the  possibility  of  the  causation  of 
anuria  should  lead  at  once  to  a  thorough  cysto- 
scopic  and  radiographic  examination.  If  this  is 
impossible  for  any  reason,  and  even  if  such  ex- 
amination be  negative,  with  a  clear  history  and  a 
fair  presumption  as  to  the  cause  of  the  obstruction, 
operative  intervention  is  urgently  and  immediately 
indicated. 

After  the  stone  has  been  located  by  the  X-ray, 
it  may  be  well  to  attempt  the  passage  of  the  ureteral 
catheter.  It  may  be  possible  to  introduce  a  cathe- 
ter past  an  obstruction  due  to  stone  and  relieve  the 
anuria  as  in  the  author's  third  case. 

If  for  any  reason  immediate  surgical  intervention 
is  not  undertaken  and  it  is  impossible  to  pass  the 
obstructing  stone,  lavage  of  the  unobstructed  kid- 
ney through  the  catheter  may  be  of  some  benefit 
in  reestablishing  kidney  secretion.  In  addition  to 
this,  purgation  and  depletion  for  the  purpose  of 
lowering  blood-pressure  may  be  useful  in  attempting 
to  restore  the  flow  of  urine.  The  present  methods 
in  vogue  of  giving  digitalis  with  large  amounts 
of  water  and  other  diuretics  is  deprecated  and  con- 
demned. 

The  nature  of  the  operation  to  be  performed  is  in 
some  respects  a  matter  of  choice.  Speed  and 
expeditiousness  are,  however,  quite  necessary. 
Either  the  obstructed  kidney  must  be  nephrotomized 
or  pelviotomy  done.  The  latter  operation  is  equally 
efficient  in  securing  the  desired  results  and  is  far 
less  dangerous.  Decapsulation  of  the  unobstructed 
kidney,  should  such  kidney  not  be  extensively  dis- 
eased, may  restore  the  secretion  to  this  kidney. 
Should  any  doubt  exist  as  to  which  kidney  or  ureter 
is  obstructed,  there  is  no  objection  to  doing  a  bilat- 
eral operation.  Even  bilateral  nephrotomy  may  be 
desirable.     It  is  unnecessary  to  remove  the  calculus 


at  the  first  operation.  Should  a  single  calculus  be 
present  in  the  lower  end  of  the  ureter,  and  the  kid- 
ney pelvis  opened,  or  a  nephrotomy  done,  such  a 
stone  may  be  dislodged  and  pushed  into  the  bladder 
by  means  of  the  ureteral  catheter  passed  from  above. 
The  reason  for  the  operation  is  primarily  the  re- 
establishment  of  the  kidney  function.  In  no  in- 
stance should  surgical  intervention  be  delayed 
more  than  forty-eight  hours. 

Macklem,  G.  de:    Nephrolithiasis.     N.    Y.  M.  J., 

191 S,  ci,  944. 

In  an  excellent  article  on  the  general  subject  of 
nephrolithiasis  the  author  gives  a  very  extensive  and 
excellent  differential  diagnostic  table  which  is  well 
worth  study.  He  reports  a  new  method  of  treating 
haematuria;  namely,  the  use  of  .04  grams  of  ematine 
hydrochloride.  He  mentions,  but  does  not  lay  any 
particular  stress  upon,  the  value  of  ureteral  catheter- 
ization with  dilatation  of  the  ureters  and  injection 
of  oil  as  a  means  of  relieving  cases  of  ureteral  stone. 

The  article  is  well  summed  up  in  the  author's  con- 
clusions which  are  as  follows: 

1.  Though  the  presence  of  renal  calculus  is  most 
frequently  noted  between  the  ages  of  20  and  30  years 
it  is  encountered  at  any  age,  uric  acid  infarcts  having 
been  found  in  the  newborn. 

2.  The  precipitation  of  salts  in  the  urine  is  usually 
preceded  by  a  catarrh  of  the  renal  tubes,  brought 
about  by  a  highly  acid  condition  of  the  urine. 

3.  Calculi  are  more  frequently  encountered  in  the 
right  kidney  than  in  the  left,  owing  possibly  to' its 
being  more  freely  movable,  and  stones  in  the  kid- 
ney and  ureter  of  the  same  side,  and  stones  in  both 
kidneys  and  ureters  are  not  infrequent. 

4.  Pain  constitutes  the  most  prominent  symptom 
in  the  average  case,  the  severity  of  which  depends 
upon  the  roughness  and  movability  of  the  stone, 
rather  than  upon  its  size. 

5.  The  extent  of  the  disease  should  never  be  judged 
by  the  lack  or  presence  of  symptoms  of  unusual 
severity,  especially  pain,  as  cases  are  very  frequent, 
indeed,  in  which  the  subjective  symptoms  are 
few,  or  are  replaced  almost  entirely  by  those  of 
a  reflex  character,  and  yet  an  almost  total  destruc- 
tion of  the  kidney  may  have  taken  place. 

6.  In  practically  every  case  blood-cells  can  be 
found  in  the  urine  immediately  upon  the  cessation 
of  the  attack  of  colic. 

7.  In  making  a  diagnosis  of  nephrolithiasis, 
it  is  necessary  to  consider  several  factors,  and  the 
positive  determination  of  its  existence  rests,  not 
only  upon  the  signs  presented  by  the  suspected 
kidney,  but  also  upon  those  presented  by  its  fellow. 

8.  Cystoscopy  is  not  indicated  in  this  class  of 
cases  until  the  diagnostician  is  positive  that  the 
case  is  not  one  of  renal  tuberculosis  in  which  the 
bladder  has  not  become  involved,  as  it  occasionally 
gives  rise  to  traumatism  that  is  sufficient  to  act  as  a 
predisposing  cause  of  vesical  tuberculosis  while  the 
bladder  was  free  from  involvement  before  the  ex- 
amination. 
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9.  Care  should  be  exercised  not  to  interpret  every 
obstruction  to  the  free  introduction  of  a  ureteral 
catheter,  as  a  stone,  as  several  other  conditions 
are  capable  of  producing  an  impediment. 

10.  It  is  of  prime  importance  to  make  it  a  prac- 
tice to  test  ureteral  catheters  thoroughly  before 
using,  and  to  see  that  they  are  washed  out  imme- 
diately afterward. 

11.  It  should  be  a  rule  for  the  physician  to  see 
that  a  rontgenograph  is  made  in  every  suspicious 
case. 

12.  The  medical  treatment  of  this  condition 
can  only  be  symptomatic  and  palliative,  but  should 
be  given  a  fair  trial  unless  the  case  becomes  an 
emergency  one.  V.  D.  Lespinasse. 

Bartlett,  W. :  A  Method  of  Surgical  Treatment  for 
Floating  Kidney.  /.  Mo.  St.  M.  Ass.,  1915,  xii. 
152. 

The  author  believes  that  successful  non-operative 
treatment  of  floating  kidney  is  often  accomplished  by 
means  of  a  support  below  the  organ,  such  as  a  belt 
or  supporting  pad;  then,  too.  Nature  helps  by  supply- 
ing a  pad  of  fat  after  the  rest  cure. 

He  proposes  a  technique  of  operation  used  in  17 
cases,  II  of  which  he  has  been  able  to  follow  up 
closely. 

The  technique  of  operation  is  as  follows : 

1.  Make  an  incision  which  equally  divides  the 
angle  formed  by  the  last  rib  and  the  erector  spinae 
muscle;  this  should  expose  the  fatty  capsule. 

2.  The  fatty  capsule  is  carefully  stripped  from 
the  abdominal  wall  behind  and  the  kidney  lifted 
with  it  out  of  the  abdominal  cavity. 

3.  An  incision  is  made  along  the  convexity  of  the 
organ,  dividing  the  fatty  capsule  and  the  tunica 
propria.  Both  these  structures,  adhered  together, 
are  completely  stripped  back  and  inverted.  In 
rare  instances  the  tunica  propria  is  adherent  and 
must  be  left  behind. 

4.  This  rather  thick-walled  bag  is  drawn  by  a 
few  catgut  sutures  into  a  ball  below  the  kidney  ped- 
icle and  anchored  with  the  same  catgut  strand  to 
the  interior  of  the  abdominal  muscles  at  a  point 
just  below  the  inferior  angle  of  the  laparotomy 
wound. 

An  operator  will  be  agreeably  surprised  at  the 
difficulty  experienced  in  returning  the  kidney  to  the 
abdominal  cavity  after  such  a  support  is  formed. 
There  is  nothing  to  prevent  such  a  naked  kidney 
becoming  firmly  adherent  to  naked  muscles  during 
the  succeeding  two  or  three  weeks  in  bed. 

Of  the  II  cases  reported  9  were  examined  from 
one  to  fourteen  months  after  operation.  There 
were  no  recurrences  and  all  were  improved,  while 
most  of  them  were  completely  relieved  of  their 
former  symptoms.  H.  G.  Hamer. 

Keith,    N.    M.:     Experimental    Hydronephrosis. 

Bull.  Johns  Hopkins  Hosp.,  1915,  xxvi,  160. 

The  method  employed  in  these  experiments  was 
partially  to  obstruct  a  dog's  ureter  on  one  side  and 


remove  the  opposite  kidney.  An  ordinary  elastic 
band,  i  mm.  in  thickness,  was  placed  around  the 
ureter  just  above  the  entrance  into  the  bladder  and 
held  in  place  by  a  silk  ligature.  Tests  with  a  water 
manometer  on  a  recently  sacrificed  dog  showed 
that  this  method  produced  a  back  pressure  of 
about  30  cm.  It  had  been  known  that  a  back  pres- 
sure of  over  45  cm.  of  water  would  very  soon  lead 
to  a  complete  cessation  of  function.  The  particular 
object  of  the  experimenter  was  to  study  renal 
activity  over  a  considerable  period  of  time  follow- 
ing the  production  of  a  hydronephrosis.  Dogs 
sacrificed  at  the  end  of  one  week,  although  clinically 
normal,  showed  definite  hydronephroses  of  the  re- 
maining kidneys.  All  dogs  thus  treated  developed 
toxic  symptoms  at  the  end  of  three  or  four  weeks 
and  died. 

The  following  daily  functional  tests  were  made: 
intake  of  nitrogen  in  the  food  and  output  in  the 
urine,  phthalein  test,  lactose  and  phloridzin  tests, 
and  the  estimation  of  the  urea  and  total  non-pro- 
tein nitrogen  content  of  the  blood.  The  phthalein 
output  on  the  third  or  fourth  day  showed  a  mod- 
erate diminution,  and  at  the  same  time  the  non- 
protein nitrogen  in  the  blood  increased  to  four  times 
the  normal  amount.  The  lactose  and  phloridzin 
tests  showed  only  a  slight  variation  from  the  nor- 
mal. From  the  fourth  day  until  the  development 
of  toxic  symptoms,  three  to  four  weeks  later,  the 
renal  function  remained  almost  stationary.  At 
times  the  urinary  output  of  nitrogen  exceeded  the 
nitrogen  in  the  food,  and  the  author  suggests  this 
as  an  indication  that  the  increase  of  the  non-coag- 
ulable  constituents  of  the  blood  is  not  only  due  to 
a  renal  retention,  but  also  to  a  metabolic  disturbance 
which  results  in  an  increased  nitrogen  catabolism. 
With  the  onset  of  the  terminal  toxic  symptoms, 
the  renal  function  showed  severe  impairment  along 
with  a  rapid  rise  in  blood  nitrogen.  The  sacrifice 
of  two  animals  within  ten  days  of  the  operation, 
in  which  no  evidences  of  infection  were  found  on 
histological  examination,  justifies  the  belief  that 
back  pressure,  and  not  infection,  produced  the 
above  functional  changes.  Frank  Hxnman. 

Garta-Mulas,  L.:  Repeated  Rupture  of  an  Echi- 
nococcus  Cyst  of  the  Kidney  Accompanied  by 
Abortion  (Cisti  da  echinococco  del  rene,  ripetuta- 
mente  svuotatasi  per  le  vie  naturali,  coincidente 
con  aborti).  Gazz.  d.  osp.  e  d.  din.,  Milano,  1915, 
xxxvi,  613. 

Echinococcus  cyst  of  the  kidney  is  very  unusual. 
Davaine  reports  31  cases  among  367  cases  of 
echinococcus,  Neisser  80  in  983,  and  Madelung  7 
in  196.  Prof.  Pinna  found  2  cases  among  63  cases 
of  echinococcus  in  the  province  of  CagUari  in  Italy. 
Manasse  has  collected  51  cases  from  the  literature, 
in  which  the  cyst  ruptured  into  the  kidney  pelvis. 
Recovery  followed  in  the  majority  of  these  cases. 

The  peculiarity  of  the  case  reported  by  Carta- 
Mulas  lies  in  the  fact  that  it  has  ruptured  three 
times  within  the  last  three  years,   followed  each 
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time  by  an  abortion.  The  rupture  of  the  cyst 
caused  such  severe  kidney  colic  and  muscular  con- 
traction that  the  musculature  of  the  uterus  was 
involved,  bringing  about  the  abortion.  The 
daughter  cysts  were  discharged  in  the  urine,  which 
was  bloody.  The  blood  showed  that  the  walls  of 
the  urinary  tract  had  been  injured.  The  tumor 
which  could  previously  be  felt  in  the  kidney  region 
disappeared  after  the  rupture.  The  pain  during 
the  discharge  of  the  daughter  cysts  was  terrible, 
simulating  that  of  kidney  stone.  The  patient 
refuses  surgical  treatment  and  if  the  cyst  forms 
again  the  author  will  advise  intensive  neosalvarsan 
treatment,  which  has  been  found  excellent  in  other 
cases  of  echinococcus  cyst.  A.  Goss. 

Geraghty,  J.  T.:    Renal  Functional  Tests.    Bull. 
Johns  Hopkins  Hosp.,  1915,  xxvi,  155. 

Geraghty  gives  an  excellent  summary  of  the 
absolute  and  relative  values  of  renal  functional 
tests,  and  emphasizes  the  necessity  of  familiarity 
with  these  values  in  order  to  apply  the  tests  intelli- 
gently and  get  the  maximum  amount  of  information 
that  is  available.  The  value  of  any  excretory  or 
retention  test  is  purely  empirical.  It  has  no  sound 
physiological  or  scientific  foundation,  inasmuch  as 
the  physics  and  chemistry  of  the  excretion  of  sub- 
stances by  the  different  parts  of  the  kidney  are  un- 
known. In  the  average  case  reduction  in  functional 
power  is  roughly  proportionate  to  the  degree  of 
anatomical  change;  but,  as  is  well  known,  marked 
exceptions  occur,  and  the  author  cites  a  case  in 
which  there  was  extreme  reduction  in  function  with 
very  slight  anatomical  change.  It  is  not  possible, 
therefore,  to  correlate  functional  and  anatomical 
values.  This  correlation  and  the  estimation  of  the 
future  loss  or  increase  in  function  must  rest  upon  a 
knowledge  of  the  underlying  pathologic  process 
gained  by  clinical  studies.  Removal  of  the  cause, 
renal  stone  for  example,  is  sometimes  possible  and 
is  followed  by  regeneration  of  function;  but  in 
case  the  cause  of  loss  of  function  is  chronic  nephritis, 
it  can  be  little  affected.  Consequently  a  combined 
functional  and  clinical  study  is  essential  in  order 
to  differentiate  two  functionally  similar  but  clinic- 
ally different  conditions. 

The  number  of  tests  is  too  large  for  all  to  be  used 
in  each  case.  This  is  not  necessary,  as  many  tests 
show  a  certain  parallelism,  and,  furthermore,  com- 
plete information  is  at  times  given  by  a  single  test. 
Familiarity  with  the  reliability  and  significance  of 
the  findings  of  each  test  in  the  various  types  of 
disease  is  essential  to  a  profitable  selection.  Of 
tests  of  excretion,  phthalein  furnishes  more  accurate- 
ly all  the  information  available,  and  no  advantage 
is  gained  by  the  employment  of  all.  Lactose,  how- 
ever, is  useful  in  the  very  mild  types  of  nephritis 
in  which  difficulty  arises  in  deciding  as  to  whether 
the  condition  is  really  a  mild  nephritis  or  a  functional 
albuminuria,  for  it  will  show  a  delayed  excretion 
when  phthalein  and  tests  of  retention  are  normal. 
In  cases  where  the  phthalein  output  is  low  one  of 


the  tests  of  retention  is  indicated,  and  the  author 
recommends  blood  urea  by  Marshall's  urease  meth- 
od. There  is  an  exceptional  type  of  nephritis  show- 
ing oedema,  albumin,  and  casts  in  which  the  func- 
tion is  normal,  or  even  better  than  normal,  for  all 
substances  except  salt.  However,  in  the  vast 
majority  of  cases  all  the  information  available  from 
functional  tests  will  be  furnished  by  phthalein, 
except  where  the  phthalein  is  low,  when  an  esti- 
mation of  the  blood  urea  gives  additional  informa- 
tion. 

To  the  surgeon  functional  tests  are  of  particular 
value  in  two  types  of  cases:  (i)  in  disease  of  the 
kidney  secondary  to  obstruction  of  the  lower  urin- 
ary tract  and  (2)  applied  with  ureteral  catheteriza- 
tion in  unilateral  and  bilateral  surgical  diseases. 
In  the  former  class  phthalein  is  incomparable  as  a 
control  of  preliminary  treatment  and  as  a  guide  to 
the  most  propitious  time  for  operation,  as  well  as 
in  differentiating  suitable  and  unsuitable  surgical 
risks.  The  great  advantage  of  phthalein  in  the 
second  group  is  that  when  checked  up  with  a  total 
estimation  of  renal  function  it  indicates  not  only 
the  relative  functional  capacity  of  each  side,  but 
also  the  absolute  working  ability  of  each  kidney, 
information  not  given  by  any  other  known  test. 
A  knowledge  of  the  total  phthalein  excretion  enables 
the  detection  of  loss  of  function  due  to  inhibition 
at  the  time  of  the  ureteral  catheterization  rather 
than  to  renal  disease. 

Notwithstanding  that  functional  tests  have  their 
limitations,  the  author  concludes  that  if  they  are 
used  in  association  with  careful  clinical  studies 
and  a  proper  regard  for  the  information  which  they 
can  furnish,  a  clearer  conception  of  the  renal  con- 
dition will  be  obtained  than  from  clinical  studies 
alone.  Frank  Hinman. 

Kohlmann,  W.:  Pelvic  Kidney;  Pyonephrosis  with 
Stones.     Am.  J.  Surg.,  1915,  xxix,  190. 

In  reporting  a  case  of  congenital  pelvic  kidney 
the  author  refers  to  the  fact  that  abnormal  develop- 
ment is  more  frequent  in  the  genito-urinary  system 
than  in  any  other  part  of  the  body.  In  the  diagno- 
sis of  abnormalities  of  the  kidney  the  associated 
anomalies  of  the  genital  system  are  to  be  taken  into 
consideration  as  they  are  developed  together,  and 
deviations  from  the  normal  are  caused  by  defects 
of  development  in  the  embryonic  stage.  In  the 
presence  of  such  anomalies  the  existing  abdominal 
tumor  should  awaken  suspicion  of  the  ectopic  kid- 
ney. Diagnosis  is  not  usually  made  before  operation. 
A  few  cases  have  been  reported  as  diagnosed  before 
laparotomy,  but  the  majority  of  cases  noted  are 
accidental  findings  at  the  time  of  operation  or  at 
post-mortem.  In  the  case  reported  diagnosis  was 
not  made  before  operation. 

The  patient  was  a  woman,  aged  24,  who  had 
always  been  in  good  health  up  to  six  months  before 
the  present  history.  The  onset  was  marked  by 
abdominal  pain  accompanied  by  frequent  micturi- 
tion.    The  patient  had  never  menstruated.     Ex- 
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amination  showed  a  well-developed  woman.  The 
abdomen  was  distended  and  very  painful  to  the 
touch,  especially  in  the  pelvic  region.  In  the  region 
of  the  vagina  the  skin  showed  only  a  slight  depres- 
sion. On  rectal  examination  the  uterus  and  ovaries 
were  not  palpable,  but  the  pelvic  cavity  was  filled 
with  a  large  mass  so  sensitive  that  it  was  not  pos- 
sible to  make  a  good  bimanual  examination.  The 
patient's  temperature  was  between  loo  and  102°  and 
the  urine  showed  pus. 

At  operation  no  uterus  was  found,  but  the  ovaries 
were  of  normal  size  and  were  situated  high  in  the 
abdomen.  The  left  kidney  was  normal  in  position 
and  size.  There  was  no  kidney  on  the  right  side. 
The  pelvic  cavity  was  filled  with  a  retroperitoneal 
mass  which  proved  to  be  a  large  pelvic  kidney.  The 
renal  artery  and  vein  were  tied  and  were  found  to  be 
rather  low.  The  greatly  dilated  ureter  was  displaced 
to  the  left  side  by  the  tumor.  The  tumor  was  about 
the  size  of  a  foetal  head  and  proved  to  be  a  large  kidney 
filled  with  pus  and  stones.  G.  J.  Thomas. 

Geraghty,  J.  T.,  and  Hinman,  F.:  Ureteral  Calculi; 
Special  Means  of  Diagnosis  and  Newer  Methods 
of  Intravesical  Treatment.  Snrg.,Gynec.  b'Ohsl., 
1915,  XX,  515. 

The  symptoms  of  ureteral  calculus  are  not  diag- 
nostic and  are  insufficient  to  definitely  determine 
either  its  presence  or  position,  except  in  rare  in- 
stances. 

While  radiography  is  the  simplest  and  probably 
the  most  valuable  single  diagnostic  method  for  the 
detection  of  ureteral  calculi,  even  in  the  most  ex- 
pert hands,  a  surprisingly  large  percentage,  22.4 
per  cent,  may  be  undetected  by  it.  This  large 
percentage  of  failures  demands  the  employment  of 
supplementary  methods  before  excluding  stone. 

By  means  of  coUargol  ureterograms  a  calculus 
occasionally  will  be  shown  which  the  simple  X-ray 
failed  to  reveal. 

The  employment  of  the  wax-tipped  catheter  is 
by  far  the  most  accurate  method  for  the  detection  of 
ureteral  calculi,  and  this  method  should  be  in  more 
general  use.  In  6  out  of  35  cases  of  ureteral  calculi, 
20  per  cent,  seen  in  the  last  two  years,  during 
which  time  this  procedure  has  been  used,  it  has 
located  a  stone  where  repeated  skiagraphs  were  uni- 
formly negative.  Owing  to  the  great  frequency 
of  extra-ureteral  shadows  in  the  region  of  the  pelvic 
portion  of  the  ureter,  diagnosis  of  ureteral  stone  in 
this  position  cannot  be  accepted  without  confirma- 
tory information. 

A  considerable  percentage  of  stones  which  enter 
the  ureter  pass  spontaneously  and  the  discovery  of  a 
small  calculus  is  not  always  an  indication  for  im- 
mediate operative  interference.  Unless  the  stone  is 
blocking  completely  or  produc  ng  repeated  and 
violent  colic  simple  manipulative  methods  should 
first  be  employed. 

For  calculi  beyond  the  juxtavesical  portion,  dis- 
placement with  the  ureteral  catheter,  injection  of 
oil,  or  the  securing  of  relaxation  of  the  ureteral  wall 


by  using  the  thermocatheter  may  in  certain  cases 
result  in  the  expulsion  of  the  stone.  When  the 
stone  is  in  the  vesical  portion  of  the  ureter  cysto- 
scopic  procedures  should  usually  be  successful. 

A  study  of  their  cases,  as  well  as  different  series 
reported  in  the  literature,  shows  that  a  considerable 
proportion  (14.3  per  cent,  Geraghty  and  Hinman; 
17  of  204  cases,  Jeanbrau)  of  ureteral  calculi  are 
arrested  in  the  intramural  portion  of  the  ureter — a 
portion  which  can  be  reached  readily  by  cystoscopic 
methods.  These  methods,  therefore,  have  an  in- 
creasing field  of  usefulness. 

Jeanbrau,  E.:    Stricture  of  the  Ureter  (Retr6cisse- 
ments  de  I'uret^re).    /.  d'uroL,  1914,  vi,  349. 

Stricture  of  the  ureter  may  be  congenital  or  ac- 
quired; the  acquired  cases  may  result  from  trauma- 
tism, inflammation,  or  the  passage  of  a  stone.  The 
pathological  anatomy  of  the  condition  is  discussed. 
Stricture  of  the  ureter  does  not  produce  any  symp- 
toms until  it  blocks  the  flow  of  the  urine  and  causes 
dilatation  of  the  pelvis.  This  occurs  late  in  non- 
infected  cases,  and  early  in  infected  ones. 

The  symptoms  caused  by  unilateral,  non-infected 
stricture  of  the  ureter  are  the  same  as  those  of  inter- 
mittent hydronephrosis  from  kinking  of  the  ureter, 
except  that  in  stricture  the  ureter  dilates  above  the 
stenosis,  while  in  hydronephrosis,  the  pelvis  and 
calyces  of  the  kidney  are  distended  first.  Therefore 
the  pain  is  somewhat  lower  down  in  stricture  of  the 
ureter.  Pain  starting  in  the  pelvic  ureter  and  irra- 
diating toward  the  kidney  is  symptomatic  of  stenosis 
of  the  ureter;  another  prominent  symptom  is  the 
appearance  of  crises  of  pain  almost  immediately 
after  drinking  large  quantities  of  fluid.  Sometimes 
a  large  quantity  of  fluid  is  given  as  a  means  of 
differential  diagnosis  to  see  whether  it  will  cause 
painful  polyuria.  Stricture  of  the  ureter  threatens 
the  kidney  on  the  same  side  with  destruction  by  dis- 
tension, suppuration,  or  atrophy.  Retention  causes 
congestion,  and  this  in  turn  invites  infection.  If 
there  is  any  general  infection  from  colon  bacillus, 
staphylococcus,  influenza,  or  tonsillitis,  the  kidney  is 
apt  to  become  infected.  If  it  does  the  only  chance  of 
cure  lies  in  nephrectomy,  if  the  condition  of  the  other 
kidney  is  such  as  to  allow  it.  The  prognosis  of 
stricture  of  the  ureter  is  therefore  serious,  and  an 
examination  should  always  be  made  for  it  in  patients 
who  have  attacks  of  lumbar  pain.  A  certain  diag- 
nosis can  be  made  only  by  catheterizing  the  ureters. 

Another  valuable  method  of  diagnosis  is  pyelog- 
raphy. Furniss  has  published  two  cases  of  stricture 
of  the  lower  part  of  the  ureter  diagnosed  by  means  of 
pyelography.  The  indications  for  treatment,  in 
cases  diagnosed  early,  are  the  same  as  in  stricture  of 
the  urethra;  that  is,  slow  and  progressive  dilatation. 
If  this  fails  operation  is  necessary.  Incision  of  the 
stenosis  may  be  from  within  or  without  the  ureter. 
If  the  stricture  is  near  the  pelvis  of  the  kidney  or  the 
bladder  it  is  best  to  section  the  ureter  near  the 
stenosis  and  reimplant  it  into  the  pelvis  or  bladder. 

A.  Goss. 
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BLADDER,  URETHRA,  AND  PENIS 

Tarnowsky,  G.  de:  A  Unique  Foreign  Body  in  the 
Urinary  Bladder.  J.  Am.  M.  Ass.,  1915,  Ixiv, 
1495- 

The  author's  case  presents  unique  features. 
The  patient,  a  male,  aged  36,  was  admitted  to  the 
Cook  County  Hospital,  October  10,  1914,  complain- 
ing of  dysuria  and  of  pain  in  the  lower  abdomen. 
He  stated  that  on  May  15,  1914,  long  slender 
pieces  of  solid  tar  had  been  pushed  into  his  urethra 
by  his  fellow  workmen  while  putting  a  tar  coating 
on  a  roof. 

After  he  was  released  the  last  piece  inserted  was 
removed,  but  from  that  time  on  he  had  com- 
plained of  frequency  of  urination  and  pain  in  the 
lower  abdomen.  The  stream  was  small,  usually 
dribbling,  with  blood  at  the  close.  He  had  chills 
and  fever  at  various  intervals.  Ten  days  after 
admission  to  the  hospital  a  cystoscopic  examination 
was  made,  but  on  account  of  small  bladder  capacity 
and  the  acuteness  of  bladder  inflammation  the 
presence  of  a  foreign  body  could  not  be  determined. 

Under  bladder  irrigations  his  symptoms  soon  sub- 
sided and  he  became  a  helper  in  the  hospital  ward. 
On  February  20,  1915,  the  patient  complained  of 
chilly  sensations  and  severe  pain  in  the  lower 
abdomen.  An  X-ray  examination  was  made  to 
settle  the  question  of  foreign  body  in  the  bladder, 
with  the  report  that  there  was  a  shadow  present 
in  the  bladder  which  might  indicate  stone. 

On  February  24,  1915,  a  suprapubic  cystotomy 
was  made.  The  bladder  was  found  to  be  much 
thickened  and  a  mushroom-like  solid  mass  of  the 
consistence  of  putty,  partially  covered  with  cal- 
careous deposit,  was  found  in  the  bladder,  its  stem 
being  embedded  in  the  prostatic  urethra  for  a  dis- 
tance of  a  third  of  an  inch.  The  specimen,  broken 
during  removal  and  afterward  pieced  together, 
was  the  size  of  an  English  walnut  and  weighed  24 
grams.  The  mass  itself  was  black,  viscid,  slightly 
soluble  in  water,  readily  soluble  in  alcohol  and  ether. 
On  burning  it  gave  off  the  characteristic  odor  of  tar. 
The  patient  made  a  good  recovery.      H.  G.  Hamer. 

Hunner,  G.  L.:  A  Rare  Type  of  Bladder  Ulcer  in 
Women.     Boston  M.  &•  S.  J.,  1915,  clxxii,  660. 

Hunner  describes  in  detail  a  rare  type  of  bladder 
ulcer  in  women,  with  a  report  of  8  cases  from  his 
own  clinical  material.  The  location  of  the  ulcers 
varies  from  the  vertex  to  the  summit  or  the  free 
portion  of  the  bladder.  He  claims  that  the  ulcer 
area  may  be  easily  overlooked,  and  attention  may 
first  be  arrested  by  an  area  of  dead  white  scar  tissue 
on  cystoscopic  examination.  In  the  neighborhood 
of  this  scarlike  area  one  sees  one  or  more  areas 
of  hypertrophy,  which,  on  being  touched,  bleed 
and  first  show  their  character  as  ulcers.  In  other 
cases,  or  in  subsequent  examination  of  the  same 
case,  the  ulcer  may  be  well  defined  as  a  deeply  red 
area  with  granulating  base.  The  area  is  usually 
about   one-half  centimeter   in   diameter,   although 


two  or  three  such  ulcers  at  a  time  have  been  grouped 
in  a  larger  inflammatory  area.  At  certain  exam- 
inations the  central  inflammatory  area  is  found 
surrounded  by  a  fairly  wide  area  of  oedema.  At 
operation,  after  opening  the  bladder,  the  entire 
granulating  surface  may  be  detected  easily  with 
the  bared  palpating  finger.  One  may  be  surprised 
to  find  that  some  of  these  inflammatory  processes 
extend  through  the  bladder  wall  and  involve  the 
peritoneum. 

The  diagnosis  may  be  difliicult  and  practically 
impossible  without  cystoscopic  examination.  There 
is  usually  a  history  of  serious  symptoms  simulating 
cystitis,  which  may  extend  over  a  long  period. 
There  is  usually  microscopic  pus  or  blood  in  the 
urine.  The  significant  thing  in  the  cystoscopic 
picture  is  the  slightness  of  the  lesion  as  compared 
with  the  long  duration  and  the  intensity  of  the 
patient's  suffering. 

His  conclusion,  therefore,  is  that  a  diagnosis 
of  this  peculiar  form  of  bladder  ulceration  depends 
ultimately  on  its  resistance  to  all  ordinary  forms 
of  treatment.  Microscopically,  one  finds  in  the 
resected  portion  of  the  bladder  wall  a  typical  pic- 
ture of  chronic  simple  ulcer. 

Of  the  8  cases  in  the  author's  personal  experience, 
5  had  been  treated  by  excision  of  the  diseased  area, 
with  perfect  results  in  all  but  4.  The  remaining 
cases  are  still  under  local  treatment,  and  are  more  or 
less  improved.  I.  S.  Koll. 

Ayres,   W. :    Radium   in   Cancer  of   the  Bladder. 

Radium,  1915,  v,  44. 

After  devoting  some  space  to  technique  and  dis- 
cussion of  the  effect  of  radium  on  cancer  tissue,  the 
author  reports  one  case  of  cancer  of  the  bladder  wall 
treated  by  direct  applications  of  radium  by  means  of 
a  cystoscope.  The  cancer  occurred  in  a  man,  72 
years  of  age,  whose  urine  contained  3  per  cent  sugar 
and  whose  blood-pressure  was  196.  The  principal 
symptoms  were  haematuria  and  increased  frequency 
of  urination.  There  was  slight  cachexia.  An 
operation  of  any  kind  was  unquestionably  contra- 
indicated. 

Radium  was  appHed  under  direct  vision  and  the 
gold  capsule  containing  the  radium  held  in  direct 
contact  with  the  tumor  for  from  half  an  hour  to  an 
hour  at  each  sitting.  Sixty-five  treatments  were 
given  at  intervals  of  from  two  to  four  days  —  in  all 
805  milligram-hours  of  exposure.  The  first  265 
milligram-hours,  10  mg.  of  radium  being  used, 
were  of  little  benefit  except  to  check  the  flow  of 
blood,  but  380  milligram-hours  with  a  20-mg.- 
capsule  caused  entire  destruction  of  the  tumor 
except  the  base.  An  exposure  of  180-milligram- 
hours,  using  a  40-mg.  capsule  of  radium,  caused  an 
entire  disappearance  of  all  malignant  tissue,  the 
base  of  the  tumor  being  indicated  by  a  sloughing 
area  only. 

No  conclusions  are  attempted,  but  the  author 
believes  that  a  40-mg.  capsule  is  the  largest  which 
can  be  used  with  safety  in  the  bladder  by  this  method 


326 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


and  it  is  also  the  smallest  from  which  one  may 
expect  satisfactory  results.  The  author  also  be- 
lieves that  radium  will  prove  to  be  the  most  effective 
means  of  checking  haemorrhage  and  destroying 
cancer  tissue  in  the  bladder  that  we  have  at  our 
command. 

The  patient  is  reported  to  have  died  in  May,  191 5, 
of  septicaemia.  Up  to  the  time  of  his  death  there 
had  been  no  symptoms  which  would  indicate  a 
return  of  the  growth  in  his  bladder,  but  the  physician 
in  charge  in  April  made  a  diagnosis  of  cancer  of  the 
rectum.  The  author  believes  that  cross-raying — 
one  capsule  in  the  rectum  and  one  on  the  bladder 
— should  have  been  used  in  this  case. 

GENITAL  ORGANS 

Center,  C.  D.:    Varicosities  of  the  Pampiniform 
Plexus.    Illinois  M.  J.,  1915,  xxvii,  337. 

Center  makes  an  analogy  of  varicocele  of  the 
female  with  the  male.  Anatomically  the  right- 
angle  right  spermatico-renal  with  the  oblique  angle 
left  spermatico-vena  cava  insertion  is  shown  along 
with  the  like  analogue  of  laxed  muscular  surround- 
ings in  the  broad  ligaments  and  the  faecal  and  foetal 
(when  pregnant)  pressure  upon  the  post-sigmoid  por- 
tion of  the  venous  return  flow.  Pampiniform  varix 
in  the  male  he  place's  as  occurring  in  10  per  cent 
of  300  subjects  examined. 

Dull  aching  pelvic  adnexia,  lumbosacral  pain, 
dysmenorrhcea,  menorrhagia,  neurasthenia,  and 
abnormal  sexual  appetite,  he  says,  are  frequently 
due  to  spermatic  vein  block  which  is  causing  pampini- 
form plexus  varicosities.  Patients  are  recommend- 
ed to  be  examined  in  the  erect  posture  so  that  the 
plexus  is  filled.  The  varicocele  should  be  found  as  a 
doughy  mass  in  the  broad  ligament.  Seven  cases 
are  cited,  of  which  four  had  the  plexuses  ligatured. 
Of  these,  three  cures  are  claimed,  while  the  fourth 
showed  marked  improvement. 

Charles  E.  Barnett. 

Valentine,  J.  J.:   Arteriosclerosis  with  Relation  to 
Prostate  Operations.     N.  Y.  M.  J.,  1915,  ci,  997. 

A  heart  whose  compensation  is  reasonably  well 
established  will  tolerate  a  prostatectomy  surprisingly 
well.  Those  suffering  with  aortic  lesions  do  not  do 
as  well  as  those  with  mitral  lesions.  High  arterial 
pressure  alone  is  no  contra-indication,  as  this  is 
reduced  during  and  following  a  prostatectomy. 
The  author  recommends  the  Milian  method  in  es- 
timating the  coagulability  of  the  blood,  and  lays 
particular  stress  upon  the  preliminary  study  con- 
sisting of  a  careful,  thorough  examination  of  from 
one  week  to  three  months'  duration,  as  well  as  the 
pre-operative  preparation  consisting  of  confining 
the  patient  to  bed  with  an  indwelling  catheter, 
irrigations  of  the  bladder  twice  daily,  lasting  from 
four  to  ten  days. 

Seven  prostatectomies  were  performed  on  pa- 
tients whose  blood-pressure  ranged  from  145  to  220 
mm.     None   died.     Two   of   the   patients   showed 


severe  parenchymatous  nephritis,  the  remainder  in- 
terstitial nephritis.  Bronchitis  was  present  in  all 
cases.  Five  of  the  operations  were  by  the  supra- 
pubic, two  by  the  perineal  route.  All  operations 
were  done  in  one  stage.  H.  A.  Rraus. 

Allen,  C.  W.:  Prostatectomy  Under  Local  Anaes- 
thesia.    Surg.,Gynec.  b'Obsl.,  1915,  xx,  477. 

Allen  lays  great  stress  on  the  anoci-association  of 
Crile  and  Lower,  and  illustrates  the  Lower  method 
of  injecting  the  prostatic  capsule.  He  urges  the 
necessity  of  some  sort  of  two-step  operation  in  order 
to  avoid  the  combined  shock  of  surgery  and  the 
sudden  relief  of  a  chronically  distended  bladder 
with  back-pressure  on  kidneys.  He  advises  the 
Trendelenburg  position  which  allows  the  bladder 
to  distend  with  air  and  so  gives  a  clearer  field  for 
inspection  and  operation.  After  enucleation  the 
cavity  is  packed  and  pressure  made  by  the  suture 
passed  through  the  urethra  and  anchored  at  the 
meatus.  Allen  reiterates  all  the  points  advanced  as 
favoring  the  Crile-Lower  anoci-association  and 
technique.  F.  R.  Charlton. 

Page,  H.  M.:  Spinal  Anaesthesia  in  Forty-Three 
Suprapubic  Prostatectomies.  Lancet,  Lend., 
1915,  clxxxviii,  1013. 

Page  has  found  spinal  anaesthesia  of  great  assist- 
ance in  many  genito-urinary  operations,  such  as 
malignant  disease  of  the  bladder,  lithotomy,  some 
cases  of  lithotrity,  extensive  perineal  fistulas,  etc. 

The  victim  of  enlargement  of  the  prostate  gland 
is  not  only  frequently  of  great  age,  but  often  presents 
evidence  of  organic  degeneration,  such  as  inade- 
quately acting  renal  tissue,  degeneration  of  the 
vascular  system,  emphysema,  and  bronchitis.  The 
question  of  anaesthesia  may  therefore  present  a 
serious  problem  both  as  to  the  immediate  result  and 
ultimate  recovery. 

The  commonest  causes  of  death  following  supra- 
pubic prostatectomy  are  shock  and  haemorrhage, 
suppression  of  urine,  pulmonary  complications, 
and  paralytic  distention  of  the  bowel. 

From  his  experience  in  the  administration  of  both 
general  and  spinal  anaesthesia  for  this  and  many 
other  kinds  of  operations  he  has  come  to  the  follow- 
ing conclusions:  General  anaesthesia  administered 
for  prostatectomy,  which  during  the  enucleation  of 
the  gland  must  be  deep  enough  to  relax  the  abdom- 
inal muscles,  does  not  prevent  shock.  If  ether  be 
the  drug  employed  it  tends  rather  to  increase  the 
amount  of  haemorrhage  and  the  risk  of  the  super- 
vention of  urinary  and  intestinal  complications. 
Possibly  it  tends  to  increase  preexisting  pulmonary 
troubles.  Successful  spinal  anaesthesia,  however, 
practically  prevents  shock,  and  even  in  cases  where 
the  spinal  block  is  not  perfect  the  operative  shock 
is  greatly  diminished.  The  risk  of  the  superven- 
tion of  suppression  of  urine  is  smaller. 

The  method  Page  uses  is  as  follows:  A  previous 
subcutaneous  injection  of  morphia  or  omnopon  and 
atropine   with   or   without    scopolamine   is   given. 
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He  injects  in  the  second  lumbar  space  in  the  middle 
line  with  the  patient  lying  on  his  side,  using  Barker's 
needles  and  his  internal  cannula.  The  drug  used  in 
all  these  cases  was  novocaine.  In  the  first  21  cases 
he  used  a  solution  weighted  with  mannitol. 

In  the  cases  reported  no  failure  to  obtain  muscular 
relaxation  or  analgesia  occurred.  Anaesthesia, 
though  slow  to  appear  in  3  cases,  was  perfect  even- 
tually in  41  cases  out  of  the  43;  in  the  2  others  there 
were  muscular  relaxation  and  analgesia  of  the  blad- 
der. Thirty-four  of  the  cases  were  operated  on 
without  any  general  anaesthesia.  Nitrous  oxide 
and  oxygen  were  given  to  4  cases  for  prevention  of 
mental  shock,  the  spinal  anaesthesia  being  perfectly 
good.  In  3  cases  a  little  general  anaesthesia  was 
given  during  the  skin  incision,  after  which  it  was 
withdrawn  and  no  more  given. 

In  a  majority  of  the  cases  the  author  was  asked 
by  the  surgeon  to  give  spinal  anaesthesia  for  special 
reasons,  such  as  great  age,  vascular  degenerations, 
low  specific  gravity  of  urine,  emphysema,  and  bron- 
chitis. H.  A.  Moore. 

MISCELLANEOUS 

Thomson -Walker,  J.  W.:  Recent  Work  in  Urinary 
Surgery.     Practitioner,  Lend.,  1915,  xciv,  752. 

In  this  paper  articles  by  Beer,  Ashcroft,  and 
Gehrels  on  the  treatment  of  papilloma  of  the  urinary 
bladder  with  the  high-frequency  current  are  dis- 
cussed. Then  follows  a  summary  of  the  views  of 
Keyes  on  the  treatment  of  bladder  tuberculosis, 
secondary  to  inoperable  prostatic  or  bilateral  renal 
lesions.  The  action  and  use  of  urotropine  as  a 
urinary  antiseptic,  together  with  Burnam's  tests  for 
free  formaldehyde  in  the  urine,  and  the  results  of 
Smith's  investigation  of  this  test  are  also  discussed. 

Articles  by  BilUngton,  Pardhy,  Mills,  Gardiner, 
the  author,  and  others  on  the  treatment  of  movable 
kidney  are  reviewed  with  the  conclusion  that  opera- 
tion is  of  benefit  in  cases  of  (i)  intermittent  hydrone- 
phrosis, (2)  chronic  lumbar  renal  pain  relieved  only 
by  horizontal  rest,  and  (3)  a  few  cases  of  Glenard's 
disease. 

A  review  is  also  given  of  the  work  of  Legueu  and 
Morel  in  their  study  of  the  blood  of  85  patients 
suffering  from  various  diseases  of  the  prostate. 
These  authors  find  that  the  leucocyte  count  varies 
with  the  nature  of  the  disease,  and  that  90  per  cent 
of  the  cases  of  adenoma  showed  an  eosinophilia. 
While  this  was  not  a  specific  reaction,  they  regard 
its  occurrence  as  a  sign  of  the  presence  of  adenoma 
rather  than  a  neoplasm. 

Gayet's  study  of  Ambard's  urea  coefficient  in  a 
series  of  cases  proved  to  him  that  the  test  is  an  in- 


dication of  the  physiological  state  of  a  single  func- 
tion, the  elimination  of  urea.  The  use  of  this  test 
makes  it  possible  to  follow  very  closely  the  improve- 
ments brought  about  by  the  reUef  of  retention,  and 
to  choose  the  best  time  for  radical  operation.  This 
author  regards  it  as  surer  and  more  reliable  than  the 
dye  functional  tests.  H.  L.  Sanpokd. 

Brown,  L.:    The  Significance  of  Tubercle  Bacilli 
in  the  Urine.    /.  Am.  M.  Ass.,  1915,  Ixiv,  886. 

In  the  classification  of  his  conclusions  Brown 
says  that  no  staining  method  differentiates  ab- 
solutely tubercle  bacilli  from  smegma  bacilli,  but 
that  cultural  methods  may  aid  greatly.  The  smeg- 
ma bacillus  is  shown  to  be  present,  when  thorough 
cleansing  of  the  urethra  is  not  done,  in  as  high  as 
46  per  cent  of  the  subjects.  The  cold-blooded 
tubercle,  lepra,  streptothrix,  milk-and-butter  and 
timothy-hay  bacilli  are  mere  possible  but  not 
probable  invaders.  He  considers  the  finding  of 
sterile  pus  of  much  value  from  a  diagnostic  stand- 
point. Frequency  of  examination  in  the  hope 
of  a  so-called  "shower"  of  tubercle  bacilli  is 
advocated.  Petroff's  practical  method  for  pre- 
cipitating the  solids  of  the  urine  is  considered  most 
satisfactory. 

Animal  inoculation,  with  the  production  of  tuber- 
culosis, is  an  absolute  test,  but  of  value  only  when 
positive.  A  case  is  cited  in  which  urine  containing 
numbers  of  acid  and  alcohol-fast  bacilli  was  injected 
into  guinea  pigs  without  producing  tuberculosis. 
The  patient  developed  tubercular  epididymitis  in 
spite  of  the  guinea-pig  findings.  The  possible  solu- 
tion was  that  the  bacilli  were  dead.  This  would 
also  be  a  possible  solution  for  tubercular  bacilluria 
with  kidney  free  findings. 

Radiography  may  aid  in  the  quick  detection  of 
caseous  foci  when  the  urine  contains  no  tubercle 
bacilli,  where,  on  account  of  a  blocked  ureter,  pyo- 
nephrosis or  a  fibrocaseous  mass  is  present. 

In  spontaneous  healing  or  autonephrectomy, 
Brown  considers  that  tubercular  renal  obliterans 
is  ofttimes  fictitious,  but  refers  to  two  cases  by 
Renton  and  Elkhorn.  Renton's  case  at  post-mor- 
tem showed  a  tubercular  kidney  on  one  side  while 
the  other  kidney  had  been  absorbed.  Elkhorn's 
case  was  operated  upon,  removing  a  mere  sac  which 
contained  no  tubercle  bacilli. 

Nephrectomy  of  the  tubercular  kidney  is  advised, 
followed  by  the  use  of  tuberculin  post-operative. 

In  genital  tuberculosis  he  considers  the  appear- 
ance of  the  bacillus  in  the  urine  as  too  late  to  be  of 
advantage.  Nodular  epididymii,  vesiculae  semi- 
nales  and  prostate  are  referred  to  as  earlier  posi- 
tive signs.  C.  E.  Barnett. 
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Bulson,  A.  E.,  Jr.:  Diagnosis  and  Treatment  of 
Simple  Glaucoma.  J.  Indiana  St.  M.  Ass., 
1915,  viii,  180. 

The  author  gives  the  prodromal  symptoms  of 
glaucoma  simplex  and  urges  the  importance  of  their 
warning.  It  is  only  when  central  vision  fails  that 
the  patient  becomes  concerned,  but  when  this  stage 
is  reached  valuable  time  has  been  lost.  The  con- 
tracted fields,  increased  tension,  and  cupping  of  the 
disk  are  important  aids  in  the  diagnosis.  He  urges 
the  use  of  the  tonometer  and  perimeter.  Various 
operative  measures  are  mentioned,  but  the  opera- 
tion of  Elliot  is  the  one  of  choice.  The  author 
advises  medicinal  treatment  with  eserine  or  pilo- 
carpine and  the  regulation  of  the  habits  of  life 
before  operative  interference.  He  speaks  favorably 
of  eserine  in  olive  oil.  The  source  of  the  vague 
symptoms  which  are  so  often  attributed  to  the  need 
of  changing  glasses  should  be  thoroughly  examined 
with  the  ophthalmoscope,  perimeter,  and  tonometer. 

L.   J.    GOLDBACH. 

McCaw,  J.  A.:  The  Colloidal  Theory  of  the  Pathol- 
ogy of  Glaucoma.     Colo.  Med.,  191 5,  xii,  149. 

McCaw  presents  a  review  of  the  colloidal  theory 
of  glaucoma  as  advanced  by  Fisher,  and  describes 
two  series  of  experiments  by  the  author. 

The  first  experiment  consisted  in  the  introduc- 
tion of  equal  amounts  by  weight  of  dried,  pulver- 
ized blood  fibrin  into  various  solutions  contained  in 
test-tubes  of  the  same  diameter.  The  fibrin  swelled 
to  various  heights  and  two  conclusions  were  reached : 

1.  Fibrin  swells  more  in  the  solution  of  any  acid 
than  it  does  in  distilled  water,  but  when  equinormal 
acids  are  compared  the  amount  of  swelling  is  greater 
in  some  acids  than  in  others. 

2.  The  addition  of  any  salt  to  an  acid  solution 
decreases  the  extent  to  which  fibrin  will  swell  in 
that  solution.  Observations  on  the  behavior  of 
gelatin  in  acid  solutions  show  that  in  the  main  the 
same  results  are  obtained  as  with  fibrin. 

The  second  experiment  consisted  in  the  immer- 
sion of  fresh  sheep  eyes  in  acid  solutions  of  various 
strengths.  The  eyes  were  then  weighed  at  stated 
intervals  and  it  was  found  they  had  absorbed  great 
quantities  of  water,  in  two  cases  producing  a  rupture 
of  the  sclera  at  the  equator. 

The  author  concludes  that  the  cause  of  the  oedema 
lies  in  the  tissues,  regardless  of  the  circulatory 
apparatus.  He  inquires  into  the  cause  of  the  changes 
which  the  tissues  suffer  to  get  into  this  state. 

The  work  of  other  experimenters  is  reviewed  and 
the  conclusion  reached  that  the  cause  of  glaucoma 


may  well  reside  in  the  tissues  of  the  eye,  and  that  it 
becomes  glaucomatous  not  because  there  is  more 
fluid  pressed  into  it  but  because  through  changes 
in  itself  it  absorbs  more  water.  This  increased 
absorption  of  water  is  dependent  upon  the  chemical 
alteration  of  the  colloids  in  the  eye,  due  to  the  ac- 
cumulation of  acids  within  the  tissues. 

J.  Milton  Griscoh. 

Wilmer,  W.  H.:  Sclerocomeal  Trephining  in 
Glaucoma.     South.  M.  J.,  191 5,  viii,  419. 

Wilmer  records  the  histories  of  26  glaucomatous 
eyes  occurring  in  16  individuals,  all  of  which  were 
operated  on  by  the  sclerocomeal  trephining  method 
of  Elliot.  The  complete  history  of  the  corrected 
vision,  tension,  and  fields  of  each  case  before  and 
after  operation  is  included,  together  with  the  opera- 
tive and  post-operative  complications.  The  cases 
operated  on  include  9  eyes  affected  with  secondary 
or  chronic  glaucoma,  and  18  with  simple  glaucoma. 

A  review  of  the  final  results  shows  that  vision  was 
improved  in  18  cases  with  no  change  in  the  re- 
maining 8.  The  fields  were  increased  in  22  cases, 
and  remained  unchanged  in  4.  Tonometric  readings 
before  operation  averaged  43.2  mm.  Hg.,  whereas 
afterward  it  was  12  mm.  Hg.  On  but  one  case  has 
the  tension  since  risen  above  20  mm.  Hg. 

The  author  considered  the  freedom  from  resulting 
astigmatism  an  important  factor  in  favor  of  the 
Elliot  operation,  and  concluded  from  his  experience 
that  corneoscleral  trephining  was  the  safest  and 
most  effective  way  of  reducing  excessive  tension  in 
all  forms  of  glaucoma  except  the  acute,  where  iridec- 
tomy is  still  the  operation  of  choice. 

J  Milton  Griscom. 

Thompson,  W.  R.:  Surgical  Treatment  of  Tra- 
choma.    Texas  St.  J.  Med.,  1915,  x,  499. 

The  author  urges  the  importance  of  early  diagno- 
sis and  treatment  for  trachoma  in  preventing  cor- 
neal infection.  He  lays  stress  upon  the  infectious- 
ness and  contagiousness  of  the  disease.  He  ad- 
vises surgical  treatment,  especially  the  expression 
of  the  conjunctiva  and  the  resection  of  the  tarsal 
cartilage,  the  latter  being  the  procedure  par  ex- 
cellence. He  emphasizes  the  necessity  of  handling 
these  cases  properly  and  the  advantage  gained  in 
doing  the  Heisrath-Kunt  tarsal  resection  in  chronic 
cases  of  trachoma.  L.  J.  Goldbach. 

Bach,  J.  A.:  A  Modified  Muscular  Advancement 
Operation  Applicable  in  All  Cases  and  Easy 
of  Execution.     Wis.  M.  J.,  1915,  xiii,  481. 

This  operation  is  designed  to  meet  all  possible  con- 
ditions of  squint,  and  it  is  claimed  to  be  simple, 
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painless,  and  effective.  The  author  believes  that  the 
capsule  of  Tenon  plays  a  more  important  part  in  the 
movements  of  the  globe  than  is  generally  admitted, 
and  that  in  advancing  the  capsule  we  conserve  the 
cooperating  power  between  those  muscles  which 
rotate  the  eye  ball  in  a  given  direction.  Heretofore 
capsular  advancement  has  failed  largely  because  the 
sutures  have  cut  through,  and  the  author  empha- 
sizes the  necessity  of  temporarily  disabling  the  op- 
posing muscle  by  overstretching,  thus  eliminating 
the  tension  on  the  advanced  capsule.  The  amount 
of  correction  possible  is  practically  unlimited  and  in 
one  case  a  squint  of  75°  was  corrected  satisfactorily. 
As  to  the  operation  itself,  a  semilunar  strip  of 
conjunctiva  the  width  of  the  cornea  and  extending 
far  enough  back  to  fully  expose  the  attachment  of  the 
tendon  is  removed.  Sutures  are  then  introduced 
above  and  below  through  the  conjunctiva  and  cap- 
sule adjacent  to  the  cornea,  passed  over  the  denuded 
area  and  then  under  the  conjunctiva  as  far  back  as 
necessary,  passing  through  the  conjunctiva  and 
capsule  at  the  margin  of  the  tendon  and  out.  Before 
tying  the  sutures  the  opposing  muscle  is  tenotomized 
and  forcibly  stretched  by  rotating  the  globe. 

J.  Milton  Griscom. 

EAR 

Beck,  J.  C:  The  Rontgenographic  Diagnosis  in 
Otosclerosis.    Laryngoscope,  19 15,  xxv,  154. 

As  a  result  of  his  study  of  stereorontgenograms 
made  from  27  cases  in  which  a  clinical  diagnosis  of 
otosclerosis  was  made,  the  author  states  that  while 
he  is  not  in  a  position  to  say  that  he  can  positively 
diagnose  otosclerosis  by  means  of  a  rontgenogram, 
he  does  say  that  there  is  no  question  that  in  marked 
progressive  cases  the  dark  areas  (in  the  negative) 
in  the  region  of  the  promontory  of  the  cochlea,  espe- 
cially in  the  upper  and  posterior  region,  are  markedly 
enlarged,  which  indicates  a  deficiency  in  lime  salts. 
In  normal  children  a  similar  condition  is  frequently 
seen,  but  there  is  a  more  general  deficiency  through- 
out all  the  bones  of  the  body.  In  the  suppurative 
form  of  middle  ear  disease,  especially  when  the 
labyrinth  is  involved,  areas  of  rarefaction  or  absence 
of  bone  are  frequently  found,  but  these  are  usually 
surrounded  by  sclerosed  dense  bone. 

Otto  M.  Rott. 

Turner,  A.  L. :  The  Clinical  Aspect  of  Tubercular 
Disease  of  the  Ear.  Proc.  Roy.  Soc.  Med.,  1915, 
viii,  Otol.  Sect.,   15. 

The  report  is  made  from  51  children  observed  with 
tuberculous  disease  of  the  ear.  As  regards  the 
mode  of  onset  92  per  cent  were  of  quiescent  origin, 
pain  being  a  conspicuously  absent  phenomenon. 
In  45  or  88  per  cent  the  discharge  was  the  first 
clinical  sign  noticed;  in  2,  the  glands;  in  i,  discharge 
and  facial  paralysis  were  noticed  first. 


Facial  paralysis  was  observed  as  a  sign  during 
some  part  of  the  course  of  the  disease  in  23,  or  45 
per  cent  of  cases. 

As  regards  concomitant  affections  of  the  laby- 
rinth, in  35  cases  operated  upon  the  labyrinth  was 
destroyed  in  whole  or  in  part  in  8,  or  22  per  cent. 
The  outer  labyrinth  wall  showed  changes  in  11 
others. 

Four,  or  7  per  cent,  died  of  tuberculous  menin- 
gitis. As  regards  the  pathological  findings  in  the  35 
cases  operated  upon,  the  author  states  that  definite 
evidence  of  tubercle  was  sought  for  in  17  cases,  with 
the  following  result:  i  inoculation  of  guinea  pig 
and  development  of  general  tuberculosis;  2  tubercle 
bacilli  in  the  ear  discharge;  14  giant-cell  sys- 
tems and  caseation  in  the  granulations.  There  were 
sequestra  in  45  per  cent;  carious  bone  in  48  per  cent; 
granulations  and  caseous  material  were  common; 
there  were  no  cholesteatomata.        Otto  M.  Rott. 

West,  C.  E. :  Tuberculosis  of  the  Auditory  Appara- 
tus Treated  by  Permanent  Drainage  of  the 
Lateral  Ventricle.  Proc.  Roy.  Soc.  Med.,  1915, 
viii,  Otol.  Sect.,  32. 

About  five  months  after  a  bilateral  radical 
mastoid  had  been  performed,  there  developed  a 
sudden  complete  right  hemiplegia,  in  an  infant 
two  and  one-half  years  of  age.  There  were  general 
signs  of  a  chronic  meningitis,  squint,  retraction  of 
the  head,  and  unconsciousness. 

About  3  months  later,  there  developed  con- 
vulsions, mostly  right-sided,  and  unconsciousness. 
Chloroform  was  given,  and  a  large  temporal  flap 
was  turned  down  and  the  whole  of  the  squama  re- 
moved on  the  left  side.  When  the  dura  mater  was 
turned  down  the  leptomeninges  were  found  to  be 
intensely  cedematous  and  a  large  quantity  of  cerebro- 
spinal fluid  ran  away.  The  brain  bulged  strongly 
through  the  opening.  In  the  anterior  part  of  the 
exposed  area,  over  what  would  represent  the  lower 
part  of  the  motor  area,  the  color  was  blue  and  had  a 
cystic  appearance.  This  area  was  punctured  and 
found  to  be  an  enormously  dilated  lateral  ventricle. 
The  fluid  was  allowed  to  run  away  slowly,  the  dura 
replaced  but  not  sutured,  and  the  scalp  wound 
closed.  Three  weeks  later,  because  of  a  return  of  the 
convulsions,  the  scalp  bulge  was  pierced  by  a  long 
needle  armed  with  No.  3  twist  silk,  the  needle  being 
passed  directly  across  the  bulge  and  brought  out 
through  the  skin  some  two  inches  beyond  the  edge 
of  the  old  incision.  Both  ends  of  the  silk  were  buried. 
One  such  line  passed  from  above  and  behind,  down- 
ward and  forward  emerging  in  the  parotid  region; 
two  others  led  upward  into  the  parietal  region. 
There  was  an  immediate  and  remarkable  passage  of 
fluid  along  the  threads,  producing  an  obvious  oedema 
The  child's  general  health  has  been  excellent  since 
the  operation,  now  more  than  three  months. 

Otto  M.  Rott. 
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Skillern,  R,  H.:    The  External  Operation  of  the 
Frontal  Sinus.    Laryngoscope,  1915,  xxv,  212. 

The  author  first  discusses  the  indications  which 
he  divides  into  the  absolute  and  the  relative. 
Absolute  indications  are: 

1.  Where  the  disease  has  made  such  progress  as 
to  seriously  threaten  some  neighboring  organ,  and 
even  life  itself  is  threatened,  or  there  are  actual 
cerebral  and  orbital  complications. 

2.  When  the  subjective  symptoms  are  severe 
enough  to  interfere  with  the  business  pursuits  of 
the  pMient. 

3.  When  severe  exacerbations  occur. 

4.  In  abscess  or  fistula  formation. 
Relative  indications  are: 

1 .  When  the  headache  continues  with  no  apparent 
change  in  the  amount  or  consistency  of  the  secretion. 

2.  When  despite  frequent  irrigations  the  pus 
continues  foetid,  even  though  diminishing  slightly 
in  amount. 

3 .  When  the  X-ray  shows  a  large  sinus  with  many 
ramifications  and  the  disease  does  not  appear  to 
yield  satisfactorily  to  internal  treatments. 

As  to  the  type  of  operation,  this  is  often  determined 
by  the  pathological  change  present  or  the  anatomical 
configuration  of  the  sinus. 

However,  other  things  being  equal,  the  author 
performs  his  modification  of  the  Jansen  operation. 

The  principles  of  this  operation  are  to  spare  the 
anterior  wall,  but  obtain  the  requisite  space  by 
resecting  the  superior  internal  portion  of  the  margin 
of  the  orbit  and  the  floor  of  the  sinus,  thus  exposing 
the  entire  lower  portion  or  funnel  of  the  frontal 
sinus.  After  this  has  been  done  the  usual  procedures 
are  followed,  i.e.,  removal  of  diseased  mucosa,  the 
ethmoid  cells,  and  if  necessary  the  sphenoid  is 
opened.  The  communication  with  the  nose  may  be 
enlarged  to  any  desired  size  by  merely  removing  the 
orbital  plate  piece-meal  with  the  bone  forceps. 
The  wound  is  closed  and  dressed  in  the  usual  man- 
ner. Otto  M.  Rott. 

Smith,  H. :   Case  of  Nasopharyngeal  Sarcoma  and 
Two    Cases    of    Nasopharyngeal    Fibromata. 

Laryngoscope,  1915,  xxv,  224. 

The  case  of  nasopharyngeal  sarcoma  had  had 
several  haemorrhages  from  the  nose  and  temporal 
pain.  A  bluish  red  growth  was  seen  to  extend  along 
the  left  pharyngeal  wall  and  likewise  to  involve  the 
soft  palate. 

The  two  cases  of  fibromata  are  being  treated  with 
injections  of  monochloracetic  acid.  Four  injections 
in  one  has  caused  a  reduction  in  size. 


The  other  case  was  first  subjected  to  operation, 
the  growth  being  snared  oflf.  Bleeding  necessitated 
postnasal  plugging  for  several  days,  at  which  time 
an  otitis  media  with  mastoiditis  and  other  complica- 
tions developed,  which  nearly  proved  fatal.  In  the 
meantime  the  growth  had  returned,  so  the  author 
began  giving  injections  of  monochloracetic  acid. 
On  December  15  the  first  injection  of  5  minims  of 
the  saturated  solution  was  made.  Since  that  time 
injections  have  been  made  at  intervals  of  ten  days 
to  two  weeks,  and  the  growth  shows  reduction  in 
size.  Otto  M.  Rott. 

Smith,  H.:  Blindness  Incidental  to  External 
Ethmoidal  Operation.  Laryngoscope,  1915,  xxv, 
216. 

The  case  reported  by  the  author  was  one  of  bilat- 
eral polypoid  degeneration  of  the  ethmoid  laby- 
rinth. A  specialist  in  a  neighboring  town  while 
operating  on  the  left  ethmoid  externally,  with  the 
patient  under  a  general  anaesthetic,  had  apparently 
lost  his  direction,  for  the  instrument  had  perforated 
the  perpendicular  plate  of  septum  and  invaded  the 
opposite  ethmoid.  Following  the  operation,  blind- 
ness resulted  in  the  right  eye,  and  a  diagnosis  of 
neuritic  atrophy  was  made.  The  author  does  not 
state  whether  the  blindness  was  due  to  direct  in- 
jury of  the  optic  nerve,  or  whether  traumatism  with- 
in the  region  of  the  nerve  produced  a  haemorrhage 
of  the  cavernous  sinus,  or  whether  pressure  followed 
the  induration  of  the  tissues  surrounding  the  nerve. 

The  author  states  that  the  lessons  to  be  learned 
from  this  case  are: 

1.  Removal  of  polypi  incident  to  sinusitis  should 
be  done  under  local  anaesthesia. 

2.  Orientation  is  maintained  far  better  when  the 
operation  is  performed  under  local  anaesthesia  with 
the  conscious  assistance  of  the  patient  than  when 
the  patient  is  under  a  general  anaesthetic. 

3.  With  a  patient  under  general  anaesthesia, 
with  the  head  in  any  other  than  a  direct  line,  and 
with  the  operator  working  backward  and  upward, 
there  is  considerable  danger  of  losing  the  direction. 

Otto  M.  Rott. 

Stein,  O.  J.  :  Report  of  a  Case  of  Hypophyseal 
Growth  Operated  Through  the  Nose  and 
Sphenoid.     Laryngoscope,  1915,  xxv,  159. 

The  author's  technique  was  as  follows:  A  full 
luncheon  was  allowed  at  11  o'clock.  Two  hours 
later  a  hypodermic  of  1/150  gr.  scopolamine  and 
1/6  gr.  morphine  was  given  and  repeated  in  one  hour, 
at  which  time  i  ccm.  of  pituitrin  was  injected.  About 
one-half  hour  was  then  consumed  in  applying  to 
the  nasal  septum  and  the  right  middle  turbinate 


330 


SURGERY  OF  THE  NOSE,  THROAT,  AND   MOUTH 


331 


flake  cocaine  on  a  cotton  applicator  dipped  in 
adrenalin  solution.  A  submucous  operation  was 
performed  on  the  septum.  After  reaching  the 
rostrum,  the  right  middle  turbinate  was  removed. 
By  means  of  Killian's  extra-long  bivalve  nasal 
speculum,  the  mucoperichondri-periosteum  flaps 
were  held  apart  to  allow  of  painstaking  elevation 
of  the  thin  periosteum  covering  the  rostrum  and 
outer  wall  of  the  sphenoid. 

When  sufTiciently  separated  the  membranes  were 
easily  retracted  with  an  extra-long  and  wide  re- 
tractor, and  by  using  a  sharp  spoon  or  the  sphenoid 
punch  forceps  introduced  in  the  ostei  the  outer  wall 
of  the  sphenoid  was  rapidly  bitten  out  and  its 
septum  was  then  broken  down  and  removed  by  the 
aid  of  chisel  and  forceps.  On  entering  the  sphenoid 
cavity  a  slight  amount  of  bloody  serous  fluid  was 
encountered.  It  was  apparent  to  the  touch  of  the 
probe  that  at  places  the  floor  of  the  sella  was  de- 
fective, as  a  soft  mass  was  occasionally  felt.  Touch- 
ing the  dura  caused  the  patient  great  pain.  While 
mopping  the  area  with  a  cotton  wrapped  probe,  the 
probe  entered  the  brain  on  the  left  side,  immediately 
causing  a  collapse  of  the  patient  with  every  evidence 
of  haemorrhage  into  the  brain,  even  to  unconscious- 
ness, paralysis,  retarded  breathing,  slow  pulse, 
buccal  relaxation,  dilated  pupils,  etc.  An  iodiform 
gauze  strip  was  placed  between  the  septal  membranes 
to  the  sphenoid,  and  the  nostrils  lightly  filled  with 
cotton  covered  with  guttapercha  tissue.  The 
patient  soon  recovered  consciousness,  with  no 
ill-effects. 

The  gauze  drain  was  removed  in  thirty-six  hours 
and  the  two  flaps  held  in  coaptation  twenty-four 
hours  by  the  light  pressure  of  rolled  gutta  percha 
tissue.  The  patient  left  the  hospital  seven  days 
later,  with  improved  vision  and  no  headache.  This 
report  was  made  two  months  after  operation  and 
all  of  the  symptoms  had  disappeared. 

The  advantages  of  this  method  of  approach  are: 

1.  The  anaesthesia  is  local. 

2.  It  is  the  least  destructive  and  sacrificing  to 
tissues. 

3.  It  is  the  most  aseptic,  thus  lessening  the 
danger  of  meningitis. 

4.  It  presents  a  complete  aseptic  closure  of  the 
wound,  thus  minimizing  the  dangers  of  after-in- 
fection. 

5.  There  is  no  danger  whatsoever  to  the  nose, 
and  the  patient  does  not  subsequently  complain  of 
dry  throat,  disagreeable  nasal  scabs,  scars,  bleeding, 
pain,  headache,  anosmia,  cough,  bad  odor,  etc. 

6.  No  special  instruments  are  absolutely  neces- 
sary. Otto  M.  Rott. 

Thomasson,  W.  J.:  Congenital  Bony  Occlusion  of 
the  Right  Nasal  Choana.  Laryngoscope,  19 15, 
XXV,  221. 

A  submucous  resection  of  septum  was  first 
performed,  the  incision  was  made  well  back,  and 
extended  from  a  point  high  up  to  the  floor  of  the 
nose.     The  tissue  covering  the  septum  was  elevated 


on  both  sides  in  the  usual  way,  back  to  the  bony 
occlusion.  The  deflected  cartilage  and  bone  were 
then  removed,  and  the  next  step  was  to  elevate  the 
tissue  covering  this  occlusion  through  the  button- 
hole incision  in  the  septum.  The  bony  occlusion 
appeared  to  be  an  extension  of  the  vomer  and  was 
adherent  to  the  outer  wall  of  the  nasal  cavity. 
The  bone  was  about  the  thickness  of  the  normal 
plate  of  vomer  that  is  removed  in  the  ordinary  re- 
section of  the  septum. 

The  next  step  in  the  operation  was  to  get  a 
proper  flap  to  cover  the  floor  of  the  nasal  cavity. 
This  was  done  by  making  a  curved  incision  com- 
mencing at  the  floor  of  the  nose  on  the  outer  portion 
of  the  nostril  and  finishing  at  the  floor  on  the  inner 
side.  This  flap  was  brought  forward,  and  it  not 
only  made  a  good  covering  for  the  inferior  part  of 
the  wound  but  also  allowed  a  good  view  for  the  re- 
moval of  the  bone  by  the  use  of  the  chisel  and  biting- 
forceps.  Otto  M.  Rott, 

Watson-Williams,  P, :  The  Pemasal  Operation  for 
Frontal  Sinus  Suppuration,  Bristol  Med.-Chir. 
J.,  1915,  xxxiii,  24. 

The  author  divides  the  non-external  operations 
for  frontal  sinusitis  into  two  classes:  (i)  those 
restricted  to  the  removal  of  ethmoid  cells  and  other 
structures  within  the  nasal  fossa  below  the  frontal 
sinus  —  the  strictly  internasal  operations  —  and  (2) 
those  in  which  the  operative  field  comprises  parts 
entering  into  the  formation  of  the  sinus  itself,  i.e., 
the  nasal  crest  and  any  other  structures  above 
the  lower  end  of  the  ostium  frontal,  in  which  case 
the  operation  is  no  longer  intranasal  but  pernasal. 

The  instruments  to  be  used  are:  (i)  a  small 
angular  punch  forceps  made  in  two  sizes,  (2)  frontal 
sinus  rasps  for  the  crista  nasalis,  (3)  guarded  electric 
rotating  burr,  (4)  sliding  punch  forceps,  and  (5) 
bougies  for  measuring  the  size  of  the  opening. 

The  operative  technique  is  as  follows: 

Intranasal  Operation,  i.  With  a  small  angular 
ethmoidal  forceps  engage  the  anterior  margin  of 
the  middle  turbinal  at  its  point  of  attachment  to  the 
outer  nasal  wall;  cutting  through  this,  the  forceps 
enter  [the  anterior  ethmoidal  cells  in  front  of  the 
frontonasal  passage, 

2.  Keeping  to  the  outer  side  of  the  vertical  plate 
of  the  ethmoid,  clip  away  all  the  agger  cells  and 
the  other  anteconchal  cells  right  up  to  the  crista 
nasalis. 

3.  The  anterior  ethmoidal  cells  lying  behind  o 
above  the  frontonasal  duct,  including  the  bulla 
ethmoidalis  are  removed  by  the  forceps  as  far  back 
as  may  be  necessary. 

4.  Using  the  larger  forceps,  the  thicker  projecting 
partitions  of  the  cells  are  laid  open  and  punched  away, 

5.  The  bougies  are  passed  into  the  sinus,  so  as 
to  gauge  the  size  of  the  frontonasal  channel  thus 
formed.  Usually  Nos.  18  or  19  will  enter,  sometimes 
19  to  23  or  19  to  25  are  used. 

In  the  pernasal  operation,  if  such  a  large  bougie 
will  not  enter,  the  bone  corresponding  to  the  nasal 
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crest  may  be  shaved  away  by  the  sliding  cutting 
forceps  till  these  large  sizes  can  be  introduced,  or 
the  crest  reduced  first  by  the  smaller  guarded  burr, 
or  by  a  small-sized  sharp  raspatory,  till  the  passage 
admits  the  burr  or  forceps.  When  a  No.  17  enters 
the  sinus  the  bony  boss  can  be  burred  away  first 
with  the  4  mm.  wide  burr  until  it  enters  the  sinus. 
When  the  frontal  sinus  opening  lies  well  to  the 
outer  side  and  tends  to  guide  entering  probes 
toward  the  orbital  roof,  unless  contra-indicated  by 
skiagram,  it  is  well  to  draw  the  sliding  forceps  or 
burr  toward  the  front  so  as  to  enlarge  the  frontal 
ostium  to  the  front  and  inward  rather  than  toward 
the  orbital  roof  outward. 

With  the  small  forceps,  which  now  enter  freely, 
the  projecting  walls  of  any  remaining  ethmoidal  cells 
may  be  clipped  away  to  render  the  passage  freer. 

The  after-treatment  is  as  follows: 

1.  In  lavage  of  the  sinus,  first  with  saline  solu- 
tions and  weak  peroxide  of  hydrogen  and  some  mild 
antiseptic,  such  as  colloidal  or  other  silver  prepara- 
tions, iodine  solutions,  and  so  forth,  and  later  with 
stronger  solutions  if  necessary. 

2.  Passage  of  the  largest  bougie  the  canal  will 
take  comfortably,  repeated  at  short  intervals  to 
prevent  adhesions,  and  to  insure  the  passage  re- 
maining widely  open  until  the  sinus  has  become 
healthier  or  the  discharges  disappear. 

-  3.  As  to  the  use  of  vaccines,  etc.,  in  cases  of 
streptococcal  infection  it  is  always  safer  to  give  30 
to  50  ccm.  of  polyvalent  antistreptococcic  serum 
immediately  before  operating,  and  follow  with 
sensitized  vaccines.  Otto  M.  Rott. 

Pegler,  L.  H.:  Case  of  Synechiae  and  Contraction 
of  the  Vestibules.  Proc.  Roy.  Soc.  Med.,  1915, 
viii,  Laryngol.  Sect.,  84. 

As  a  result  of  a  shrapnel  wound,  the  vestibules 
were  almost  closed  by  adhesions,  the  columella  thick- 
ened by  inflammatory  deposits,  and  the  turbinals 
were  so  affected  that  nasal  breathing  was  prevented. 

The  treatment  consisted  in  paring  away  the 
cartilage  and  sawing  off  the  long  projections  from  the 
septum  by  the  older  methods,  aided  by  the  spoke- 
shave  and  punch.  Thus  it  was  made  possible  to 
reduce  the  turbinates  in  the  usual  manner,  and  to 
introduce  an  India-rubber  tube  of  about  two- 
fifths  inches  caliber  into  each  nostril.  These  were 
worn  for  a  month,  but  upon  removing  them  vesti- 
bular contraction  from  regrowth  of  tissue  threatened 
to  recur.  After  performing  two  lesser  operations 
and  directing  that  tubes  be  worn  for  a  few  more 
weeks,  a  good,  permanent  airway  was  established. 

Otto  M.  Rott. 

Lewis,  F.  O.:  The  Normal  Nasal  Septum  and  the 
Pathology  of  Deflections.  N.  Y.  M.  J.,  1915,  ci, 
736. 

Lewis  calls  attention  to  three  forms  of  septal 
deviations  which  have  been  forcibly  impressed 
upon  him  because  of  the  local  and  constitutional 
symptoms  they  produce,  the  difficulty  encountered 


in  their  correction,  and  the  good  results  obtained 
by  operation.     He  classifies  them  as  follows: 

1.  Traumatic  deviation  of  the  quadrangular 
cartilage,  where  the  cartilage  has  been  fractured  or 
dislocated  in  such  a  manner  that  the  convexity  of 
the  deformity  obstructs  one  side  of  the  nose  while 
the  free  border  of  the  cartilage  partially  occludes  the 
other  side,  with  often  compensating  hypertrophy  of 
the  inferior  turbinate,  adding  much  to  the  discomfort 
of  both  the  patient  and  operator.  To  correct  this 
condition  he  removes  the  entire  cartilage,  especially 
if  there  is  twisting  of  the  nasal  tip. 

2.  This  deviation  is  formed  near  the  floor  of  the 
nose  from  just  within  the  Vestibules  to  the  posterior 
nares,  composed  of  cartilage  and  bone  overlapping 
and  a  groove  in  the  opposite  side.  This  deviation 
impinges  on  the  inferior  turbinate  and  interferes 
with  drainage  and  ventilation,  and  is  often  associ- 
ated with  eustachian  catarrh  and  deafness. 

3.  A  deflection  of  the  vertical  plate  of  the  ethmoid 
impinging  on  the  middle  turbinate,  which  is  often 
hyperplastic,  giving  rise  to  reflex  symptoms,  hay- 
fever,  asthma,  neuralgia,  etc.  The  operative  re- 
sults in  cases  in  this  class  are  often  brilliant. 

The  author  closes  by  suggesting  that  if  children 
are  taught  the  old  adage  to  "shut  your  mouth  and 
save  your  life"  there  will  be  less  need  of  nasal 
surgery.  George  M.  Coates. 

Graham,    C.   I.:    Tuberculosis    of    Nasal    Fossae. 

Froc.  Roy.  Soc.  Med.,  1915,  viii,  Laryngol.  Sect.,  77. 

The  condition  was  manifested  by  a  slight  en- 
largement of  the  anterior  end  of  the  right  inferior 
turbinal,  which  was  red  and  granular  in  appearance, 
with  a  slight  amount  of  clear,  sticky  discharge. 
The  left  inferior  turbinal  presented  the  same  ap- 
pearance, but  not  to  such  a  great  extent.  Later 
there  was  a  definite  ulceration  of  the  right  vestibule 
involving  the  outer  wall,  the  ventricle,  and  a  small 
area  of  nasal  septum.  Tubercle  bacilli  were  dem- 
onstrated. Otto  M.  Rott. 

Carter,  W.  W. :  Two  Cases  of  Depressed  Nasal 
Deformity  Resulting  from  the  Submucous 
Operation.     Med.  Rec,  1915,  Ixxxvii,  813. 

The  author  reports  two  cases  in  which  the  upper 
edge  of  the  septum  where  it  should  lie  wedged  in 
between  the  two  lateral  cartilages  had  either  been 
dislocated  or  removed  from  this  position.  Attention 
is  drawn  to  removal  of  this  part  of  the  septum  by 
means  of  a  punch  forceps  and  not  by  means  of  an 
instrument  which  makes  traction  on  the  rest  of  the 
septum,  because  this  traction  may  dislocate  the 
upper  edge  from  its  position  between  the  two 
lateral  cartilages.  Otto  M.  Rott. 

Decherd,  H.  B.:  Some  Results  of  Nose  and  Throat 
Operations  in  the  Chronic  Poisoning  of  the 
Heart,  Lungs,  Kidneys,  Joints,  etc.  South. 
M.  J.,  1915,  viii,  424. 

The  author  reports  two  cases  to  emphasize  par- 
ticularly  the  etiological   relationship  between   the 
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tonsils    and    rheumatism,    and    the    ethmoid    and 
asthma.    The  conclusions  he  reached  are: 

1.  To  be  considered  so  lightly  both  by  doctors 
and  the  people,  tonsillectomy  is  the  most  delicate, 
difficult,  and  dangerous  operation  in  surgery. 

2.  Tonsillar  hoemorrhage  is  the  very  rarest  com- 
plication if  the  operation  has  been  properly  per- 
formed; i.e.,  by  dissection  and  the  cold  wire  snare. 

3.  The  importance  of  adenoids  has  been  greatly 
exaggerated,  while  the  tonsils  have  received  insufTi- 
cient  attention. 

4.  The  most  inoffensive  looking  tonsil  is  usually 
more  dangerous  than  the  large,  red,  and  inflamed  one. 

5.  Some  scarring  and  retraction  of  the  faucial 
pillars  obtain  after  every  extracapsular  tonsillect- 
omy, but  the  patient  is  cured  and  no  untoward 
sensations  occur  in  the  throat. 

6.  "Rheumatism"  embraces  all  disorders  of 
bones,  joints,  and  muscles,  from  "growing  pains"  to 
complete  invalidism.  When  properly  questioned 
few  persons  can  be  found  who  have  not  had  "rheu- 
matism" in  some  form.  This  means  a  focus  of  in- 
fection. This  focus  is  most  often  in  the  faucial 
tonsil.  After  middle  life  and  in  old  age,  the  ethmoids 
are  often  secondarily  involved. 

7.  There  may  be  some  other  focus  of  infection, 
but  the  patient  will  not  be  cured  without  a  properly 
performed  tonsillectomy. 

8.  It  is  far  better  and  much  easier  to  prevent 
these  cases  of  chronic  focal  infection  by  removal  of 
tonsils  in  early  life,  than  to  attempt  cures  in  adults. 

9.  Removal  of  tonsils  removes  a  breeding  place 
for  the  endamoeba  of  pyorrhoea  alveolaris,  and  also 
removes  a  site  for  carrying  diphtheria  bacilli. 

10.  The  ultimate  result  of  chronic  focal  infection 
can  be  interpreted  in  terms  of  old  age,  arteriosclero- 
sis, stiffness  of  muscles  and  joints,  chronic  inflam- 
mation of  the  bronchi,  serous  cavities  of  the  head 
endocardium,  kidneys,  etc. 

11.  The  use  of  vaccines  and  bacteriolytic  serums 
has  so  far  been  rather  unsatisfactory  because  (i)  the 
bacteria  in  the  distant  parts  may,  on  account  of 
mutation,  be  quite  different  organisms  from  those 
in  the  original  focus;  (2)  on  account  of  septic  emboli 
in  the  end  arteries,  the  antibodies  may  not  suffi- 
ciently penetrate  to  the  diseased  structures. 

Otto  M.  Rott. 

Beebe,  H.  M.:  Skiagraphic  Diagnosis  of  Nasal 
Accessory  Sinuses.  J.  Ophlh.,  Olol.,  y  LaryngoL, 
1915,  xxi,  319. 

As  a  result  of  his  experience  the  author  states 
that  only  the  more  dense  liquids,  so-called  mucoceles, 
polypi,  or  neoplastic  growths  of  fibrous  type,  are 
capable  of  shadow  formation  of  diagnostic  import. 
Epithelial  thickenings,  marked  in  extent,  are  capable 
of  causing  the  same  appearance.  No  differential 
findings  are  possible  in  the  above  conditions.  Acute 
sinus  inflammations  cause  little,  if  any,  change  in 
density.  Furthermore,  any  changes  noted  in  the 
shadow  cast  by  the  sinus  contents  may  be  duplicated 
by  the  normal  sinus. 


As  to  sinus  outline,  the  author  states  that  in 
this  we  have  the  most  tangible  evidence  of  patholog- 
ical sinus  change.  Any  of  the  conditions  common 
to  these  areas,  whether  inflammatory  or  neoplastic, 
are  capable  of  causing  a  change  in  outline  which  is 
demonstrable  in  the  skiagraph  according  to  the  de- 
gree of  the  condition.  This  blurring  or  hazing  of 
outline  in  the  affected  sinus  is  possible  of  inter- 
pretation only  as  a  pathological  change  of  some 
type.     Nothing  differential  is  possible. 

There  are  three  points  of  possible  value  that 
can  be  determined  by  the  ray:  (i)  the  location  of, 
(2)  the  size  of,  (3)  the  presence  or  absence  of,  the 
various  sinuses. 

Summing  up  the  question  the  author  says: 

1.  Skiagraphy  of  accessory  nasal  sinuses  as  a 
diagnostic  procedure  has  been  overestimated. 

2.  A  routine  technique  is  essential  to  correct 
interpretations. 

3.  Interpretations  are  entirely  comparative. 

4.  Sinus  shadows  in  disease  are  simulated  in 
normal  conditions. 

5.  Blurring  of  outline  is  the  only  positive  sign. 

6.  A  skiagraph  gives  positive  evidence  as  to  the 
anatomy  of  the  sinus. 

7.  Studies  and  interpretations  in  the  absence  of 
clinical  findings  are  necessary  in  determining  the 
exact  value  of  this  method.  Otto  M.  Rott. 

THROAT 

Graef,  C. :    Two  Cases  of  Laryngeal  Obstruction, 
and  One  Other.     Med.  Rec,  1915,  Ixxxvii,  604. 

The  first  case  reported  was  that  of  a  patient,  aged 
36,  with  gumma  of  the  larynx.  While  under  exam- 
ination, signs  of  impending  suffocation  came  on  and 
the  patient  was  apparently  dead  before  a  tracheot- 
omy was  performed,  which,  however,  proved  success- 
ful. 

The  second  case  was  that  of  a  child,  aged  11,  which 
was  being  operated  upon  for  mastoid  disease.  The 
anaesthetist  had  previously  reported  that  the  nose 
was  bleeding  while  the  patient  was  being  put  to 
sleep.  During  the  operation  the  patient  suddenly 
ceased  to  breathe.  On  pulling  out  the  tongue  and 
wiping  out  blood-stained  mucus,  the  swab  caught 
hold  of  a  membranous-like  material  which  had  the 
shape  of  a  mould  of  the  larynx  and  trachea.  When 
this  was  removed  the  patient  breathed  easily.  This 
mould  proved  to  be  blood-clot,  the  source  of  the 
bleeding  being  a  spouting  vessel  from  a  septal  ulcer. 
This  bleeding  had  been  intermittently  in  progress 
for  several  days  and  a  post-nasal  clot  had  resulted. 
It  was  this  which  dislodged  during  the  operation 
and  was  inhaled  into  the  larynx. 

The  third  case  was  that  of  a  patient,  aged  32,  who 
had  previously  had  the  middle  and  inferior  turbinate 
of  the  right  side  removed  under  local  anaesthesia. 
Both  of  the  excised  fragments  had  been  inhaled  into 
the  bronchi  of  the  right  side,  producing  dyspnoea, 
for  which  condition  the  patient  had  consulted  the 
author.    In  time  both  fragments  were  coughed  up. 

Otto  M.  Ron. 
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Milligan,  W.:  Subglottic  (Tracheal)  Growth; 
Removal;  Recovery.  Proc.  Roy.  Soc.  Med.,  1915, 
•v\i\,Laryngol.  Sect.,  88. 

A  pedunculated  growth  v^^as  seen  arising  from 
the  middle  line  of  the  anterior  laryngeal  or  tracheal 
wall;  the  attachment  was  about  one-quarter  inch 
below  the  vocal  cords.  Both  cords  were  normal. 
The  growth  was  occasionally  seen  to  swing  up  be- 
tween the  vocal  cords.  The  growth  was  removed 
by  the  direct  method. 

The  question  arose  as  to  the  origin  of  the  growth, 
whether  from  the  larynx  or  trachea.  In  view  of 
the  fact  that  tracheal  growths  are  very  rare  and 
laryngeal  growths  common,  and  the  impossibility 
of  determining  definitely  the  tracheal  origin,  the 
growth  was  called  a  subglottic  growth. 

Otto  M.  Rott. 

MOUTH 

Raynor,  F.  C:  Parenchymatous  Glossitis  Follow- 
ing Resection  of  Septum.  Laryngoscope,  1915, 
XXV,  227. 

Six  days  following  resection  of  the  septum  a  patient 
had  this  inflammatory  condition  of  the  tongue  with- 
out any  apparent  pharyngeal  involvement. 

The  absence  of  any  other  assignable  cause  from 
the  history,  and  examination  of  the  mouths  of 
some  of  the  family  and  of  his  fiancee,  lead  the  author 
to  believe  that  the  submucous  operation  was  the 
causative  factor. 

The  culture  from  the  mouth  showing  streptococci; 
a  culture  from  the  blood  showing  staphylococci; 
the  appearance  of  a  severe  facial  erysipelas  five 
days  after  the  tongue  infection;  and  the  prompt 
relief  of  the  local  symptoms  of  the  tongue  by  hot 
irrigations  are  the  other  points  of  interest. 

Otto  M.  Rott. 

Ashhurst,  A.  P.  G.:   Excision  of  the  Tongue.     Tr. 

Am.  Surg.  Ass.,  Rochester,  Minn.,  1915,  June. 

Ashhurst  described  an  operation  which  he  said 
might  be  called  a  variant  of  Crespi  and  Bastianelli's 
modification  of  Langenbeck's  method.  It  is  de- 
signed only  for  early  cases  in  which  the  entire 
operation  can  be  completed  at  one  sitting. 

I.  An  incision  is  made  from  the  point  of  the  chin 
to  the  hyoid  bone  and  thence  outward  in  folds  of 
the  neck  well  below  the  mandible  to  the  mastoid. 


This  incision  is  extensively  undermined  eccentrically 
and  the  neck  dissection  is  begun  at  the  limits  thus 
exposed  —  beyond  the  midline  in  the  submental 
region,  and  below  the  bifurcation  of  the  common 
carotid.  All  anterior  branches  of  the  external 
carotid  and  corresponding  veins  are  divided  and 
excised  along  with  the  lymph  and  fat.  The  neck 
dissection  is  carried  up  to  the  floor  of  the  mouth  and 
parotid,  and  the  neck  tissues  are  excised  in  one 
mass,  leaving  only  skin  (not  platysma)  in  the  flap. 
The  neck  wound  is  swabbed  with  iodine,  and 
tamponed,  completing  the  first  stage  of  the  opera- 
tion. 

2.  The  second  stage  comprises  excision  of  the 
tongue.  The  first  skin  incision  is  continued  up 
through  the  lower  lip  in  the  midline,  and  the  cheek 
is  turned  aside.  The  frenum,  anterior  pillars,  and 
mucosa  on  both  sides  of  tongue  being  divided,  the 
tongue  is  drawn  far  out  of  the  mouth  and  excised; 
the  only  bleeding  point  is  the  lingual  artery  of  the 
side  opposite  to  that  diseased,  and  this  is  tied  in  the 
floor  of  the  mouth. 

3.  To  close  the  wound,  the  alveolus  on  the  dis- 
eased side  is  cleared  and  partially  excised,  and 
the  mucosa  lining  the  cheek  is  sutured  across  the 
alveolar  border  to  the  stump  of  the  tongue;  the 
cheek  is  re-attached  to  the  mandible  by  buried 
sutures,  and  the  skin  incision  accurately  closed,  with 
rubber  tube  drainage  from  below  the  floor  of  the 
mouth. 

In  more  extensive  cases  where  the  operation  must 
be  divided  into  two  sittings,  systematic  excision  of 
the  entire  sternomastoid  muscle  and  omohyoid  is 
advised  to  facilitate  the  dissection.  The  skin  in- 
cision recommended  is  a  large  quadrilateral  flap, 
with  its  base  at  the  trapezius,  its  lower  border  at 
the  clavicle,  its  upper  border  the  same  as  that  from 
the  symphysis  menti  to  the  mastoid  already  de- 
scribed, and  with  its  free  border  just  to  one  side 
of  the  midline.  The  flap  is  composed  of  skin  only 
(not  platysma),  and  is  outlined  only  as  the  dis- 
section proceeds  from  the  root  of  the  neck  upward. 
The  floor  of  the  mouth  is  cauterized  from  below 
before  the  skin-flap  is  replaced,  and  when  the  tongue 
is  removed  at  a  second  operation,  the  floor  of  the 
mouth  is  again  cauterized  from  above,  as  recom- 
mended by  Bloodgood. 

A  case  illustrating  each  variety  of  operation  was 
reported. 
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THE   SURGICAL   TREATMENT   OF   TIC   DOULOUREUX^ 

By  urban  MAES,  M.D.,  F.A.C.S.,  New  Orleans 

Assistant  Professor  of  Surgery,  Miles  Laboratory  of  Operative  Surgery,  College  of  Medicine,  Tulane  University 


THE  treatment  of  trifacial  neuralgia  by- 
surgical  measures  dates  from  the  early 
anatomical  operations  on  the  peripheral 
branches  at  their  distribution  on  the  face.  While 
section  suffices  in  some  of  the  early  cases  of  simple 
neuralgia,  it  can  scarcely  be  considered  a  per- 
manent means  of  relief  in  the  patients  suffering 
from  the  major  forms  or  true  tic  douloureux, 
especially  when  associated  with  spasm  of  the 
facial  muscles  and  vasomotor  phenomena.  The 
period  of  relief  varies  and  in  a  series  of  43  cases 
reported  by  Putnam  and  Waterman,  cited  by 
Woolsey  (i),  the  average  freedom  from  pain  in 
43  cases  was  10  months.  In  other  series  cited 
by  Woolsey  the  relief  was  not  lasting. 

The  Thiersch  avulsion  with  a  blunt  forceps 
so  as  not  to  crush  the  nerve,  after  anatomical 
exposure,  followed  by  plugging  the  canal  to  pre- 
vent regeneration  gives  better  results.  Various 
methods  of  plugging  have  been  suggested.  Amal- 
gam, gold  and  silver  foil  have  all  been  used  with 
varying  success.  C,  H.  Mayo  (2)  uses  silver 
screws,  and  Kanavel  (3)  has  advocated  plugging 
the  canals  with  bone  grafts,  all  being  employed 
to  prevent  regeneration.  Van  Gehuchten  (4) 
insisted  on  avulsion  as  an  essential  step  and  La 
Place  (5)  again  drew  attention  to  this  method. 
La  Place  took  many  minutes  to  slowly  twist  out 
the  nerve-trunks,  and  succeeded  in  extracting 
long  segments  of  the  trunks  after  exposure  at  the 
foramina  of  exit  on  the  face. 

The  supra-orbital  branch  of  the  first  division  is 
best  reached  by  a  curvilinear  incision  in  the 
eyebrow.    The  skin,  fascia,  and  fibers  of  the 


orbicularis  are  divided.  The  nerve  lies  between 
the  two  layers  of  periosteum  near  the  junction 
of  the  middle  and  inner  thirds  of  the  orbital  ridge 
where  a  notch  may  be  felt.  After  exposure  of  the 
nerve,  which  should  be  carefully  separated  from 
its  accompanying  vessel,  it  may  be  avulsed  by  the 
method  of  Thiersch. 

The  second  or  superior  maxillary  division  is 
the  branch  most  frequently  affected,  according  to 
Spiller.  It  makes  its  appearance  in  the  face  at 
the  infra-orbital  foramen  which  is  in  a  vertical 
line  with  the  supra-orbital  notch,  just  below  the 
margin  of  the  orbit.  In  this  region  it  may  be 
exposed  on  the  face  and  avulsed  or  subjected  to 
an  injection  of  i  to  2  per  cent  osmic  acid  or  80  per 
cent  alcohol.  The  failure  of  this  operation  caused 
Kocher  (6)  to  devise  a  method  of  resection  at  the 
foramen  rotundum  which  is  described  in  his  book, 
which  is  a  thorough  treatise  on  the  surgery  of  the 
trigeminus.  The  incision  is  in  the  same  curvi- 
linear line  as  for  the  peripheral  operation  but  is 
carried  farther  back,  at  the  same  time  avoiding 
injury  to  the  fibers  of  the  facial  and  being  well 
above  Steno's  duct.  All  structures  attached  to 
the  malar  bone  are  pushed  aside  with  a  perios- 
teotome,  up  to  and  including  the  floor  of  the  orbit. 
The  chisel  is  then  used  to  cut  into  the  spheno- 
maxillary fissure  and  to  open  the  antrum.  This 
opens  the  infra-orbital  canal.  The  frontomalar 
articulation  is  divided  with  a  chisel  and  finally 
the  malar-zygomatic  articulation.  The  malar 
bone  is  then  dislocated  outward  and  upward 
where  the  nerve  can  be  followed  and  avulsed 
up  to  the  foramen  rotundum,  care  being  taken 
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not  to  injure  the  accompanying  artery.  The 
malar  bone  is  then  replaced.  There  is  some 
risk  of  infection  in  this  operation  and  as  already 
noted  the  antrum  is  opened. 

For  division  of  the  trunk  of  the  inferior  max- 
illary after  its  exit  from  the  foramen  ovale, 
either  Kocher's  or  Kronlein's  (7)  operation  may 
be  used.  In  Kocher's  operation  a  curvilinear 
incision  with  its  convexity  downward  is  made 
from  just  behind  the  frontomalar  articulation 
to  the  root  of  the  zygoma.  This  incision  in- 
cludes all  structures  and  divides  the  temporal 
vessels  and  a  branch  of  the  facial  nerve  to  the 
occipitofrontalis.  Retracting  the  edges  of  the 
incision  exposes  the  zygoma,  which  is  divided 
but  left  attached  on  its  under  surface.  After 
removing  the  underlying  fat,  the  posterior  border 
of  the  temporal  muscle  is  drawn  forward,  exposing 
the  periosteum  along  the  pterygoid  ridge.  This 
periosteum  is  divided  and  elevated  from  the 
bone  along  with  the  soft  parts  so  as  to  avoid  the 
internal  maxillary  artery.  This  dissection  is 
carried  back  until  the  base  of  the  pterygoid 
process  is  seen,  and  just  posterior  and  to  the 
mesial  side  of  this  process  we  find  the  foramen 
ovale  at  a  depth  of  about  3  cm.  from  the  root  of 
the  zygoma.  The  trunk  is  then  divided  or 
avulsed  according  to  the  method  of  Thiersch. 

The  inferior  dental  branch  of  the  third  division 
may  be  reached  by  any  one  of  three  routes,  al- 
though the  intrabuccal  method  is  accompanied 
by  too  much  risk  of  infection  to  make  it  practical. 
In  order  to  avoid  a  visible  scar  the  incision  is 
made  just  around  the  angle  of  the  inferior  maxilla, 
through  all  structures  to  the  bone.  With  a 
periosteotome  the  tissues  are  elevated  from  the 
under  surface  of  the  ascending  portion  of  the 
ramus  until  the  foramen  is  reached,  which  is 
identified  by  the  spine  of  Spix.  The  nerve  can 
then  be  caught  with  a  hook  and  avulsed.  An- 
other method  is  to  approach  the  nerve  by  tre- 
phining the  jaw  just  opposite  the  foramen,  which 
is  located  just  in  the  center  of  the  irregular 
quadrilateral  formed  by  the  ascending  portions 
of  the  ramus.  A  skin  incision  is  made  down  to 
the  masseter  which  is  separated  in  the  direction 
of  its  fibers.  A  small  trephine  is  used  to  per- 
forate the  bone,  and  the  nerve  avulsed,  avoiding 
the  accompanying  artery. 

As  most  of  the  operations  cited  were  followed 
by  recurrences,  the  more  radical  treatment  of 
trifacial  neuralgia  dates,  according  to  Frazier  (8) 
and  Rose,  from  the  suggestion  of  Dr.  J.  Ewing 
Mears  of  Philadelphia,  who  in  1884  proposed 
extraction  of  the  gasserian  ganglion  for  the 
relief    of    this    class    of    sufferers.    Truly,    tic 


douloureux  is  the  most  painful  and  intractable 
affliction  medical  men  are  called  upon  to  treat, 
and  opium  in  some  form  was  formerly  the  only 
drug  to  be  depended  on  for  even  temporary  bene- 
fit. Adopting  the  suggestion  of  Mears,  Rose 
(9)  performed  the  first  successful  removal  of  the 
gasserian  ganglion  in  1890.  The  extracranial 
operation,  which  is  known  by  the  name  of  Rose. 
its  originator,  was  not  destined  to  survive,  and 
soon  valuable  suggestions  in  the  evolution  of  a 
perfected  technique  came  from  the  clinics  of 
Horsley  (10),  Hutchinson  (11),  Hartley  (12), 
Krause  (13),  Doyen  (14),  Keen,  (15),  Lexer(i6), 
Gushing  (17),  Abbe  (18),  and  Frazier  (19).  The 
contributions  from  these  men  dealt  both  with 
the  method  of  approach  and  the  amount  of  tissue 
removed,  or  the  site  of  division  of  the  trunks. 
The  earlier  writers  were  all  in  favor  of  more  or 
less  complete  removal  of  the  ganglion.  Realiz- 
ing the  dangers  of  complete  gasserectomy,  Abbe 
suggested  section  of  the  second  and  third  divisions 
at  their  foramina  of  exit  and  the  interposition 
of  rubber  tissue  to  prevent  subsequent  regenera- 
tion. Mixter  (20)  has  plugged  the  foramen 
rotundum  and  the  foramen  ovale  with  amalgam, 
and  Kanavel  (21),  after  some  laboratory  experi- 
ments, has  adopted  the  use  of  bone  grafts  in 
plugging  these  canals.  Frazier's  operation  seems 
to  give  uniformly  satisfactory  results  and  among 
most  surgeons  is  the  present  operation  of  choice. 

There  are  several  objections  to  the  operation 
of  Mears  as  performed  by  Rose.  Technically 
the  approach  is  difficult  on  account  of  the  loca- 
tion of  the  ganglion,  and  the  extreme  depth  be- 
neath the  base  of  the  brain  makes  the  operation 
of  gasserectomy  a  formidable  one.  Haemorrhage 
is  frequently  annoying  and  in  some  instances 
the  operation  has  been  performed  in  two  stages 
(Lexer).  In  at  least  one  instance  (Krause) 
haemorrhage  was  a  fatal  complication.  Frazier, 
Gushing,  and  others  have  followed  the  suggestion 
of  operating  in  the  semivertical  or  erect  posture. 
This  diminishes  venous  bleeding  by  gravity,  and 
the  writer  can  testify  to  the  value  of  this  pro- 
cedure in  all  cranial  operations.  As  the  bleeding 
is  mostly  venous  and  occurs  from  the  diploic 
veins  it  may  be  controlled  by  the  use  of  very  hot 
water  compresses,  to  which  adrenalin  may  be 
added.  Horsley's  wax  or  muscle  plugs  in  the 
bone  canals  may  be  used  (22).  Preliminary 
clamping  of  the  external  carotid  has  been  sug- 
gested by  Grile,  but  it  is  of  doubtful  value  (23). 

Aside  from  these  technical  difficulties,  the 
mortality  and  recurrence  are  to  be  considered. 
In  other  words.  Is  the  operation  worth  while  as  a 
therapeutic  means  of  dealing  with  so  deplorable 
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a  condition?  Frazier  (24)  has  only  recently 
collected  the  figures  from  various  clinics  as  fol- 
lows: In  a  series  of  230  cases  from  the  clinics  of 
Horsley,  Lexer,  DoUinger,  Cushing,  and  Frazier 
the  mortality  was  3.7  per  cent.  This  figure  is 
rather  low  and  it  must  be  remembered  is  from 
the  most  expert  operators  in  this  field.  In 
Tiffany's  collected  series  (25)  of  108  cases  the 
mortality  was  22  per  cent.  While  this  seems 
high,  the  average  would  be  somewhere  in  the 
neighborhood  of  the  general  surgical  mortality 
from  gasserectomy.  As  Frazier  justly  notes, 
when  we  take  into  consideration  the  age  and 
debilitated  condition  of  this  class  of  sufferers,  the 
mortality  is  no  higher  than  after  any  other  formi- 
dable surgical  operation.  The  mortality  should 
become  less  since  we  now  understand  more  about 
the  prevention  of  shock,  haemorrhage,  and  in- 
fection with  its  cerebral  complications.  Abbe 
quotes  from  Lexer  201  cases  collected  by  Turck 
in  which  85  per  cent  recovered  from  the  operation. 
Of  the  15  per  cent  who  died,  the  cause  of  death  is 
given  as  follows: 

17  died  on  the  table,  11  without  regaining 
consciousness. 

9  died  of  sepsis. 

1  died  of  haemorrhage. 

2  had  brain  tumors. 

2  died  of  post-operative  pneumonia. 

I  died  of  heart-failure. 

I  died  of  uraemia. 

I  died  of  cerebral  softening. 

Recurrence  does  not  seem  to  be  a  serious  con- 
sideration if  the  operation  is  properly  performed. 

In  Lexer's  201  cases  (26)  there  were  93  per  cent 
permanent  cures.  The  most  frequent  complica- 
tion is  the  neuroparalytic  keratitis  which  may 
follow  gasserectomy.  In  two  instances  the 
writer  has  seen  this  complication  with  a  perma- 
nent leucoma  and  consequent  loss  of  vision. 
The  risk  of  this  very  disagreeable  incident  may 
be  minimized  by  avoiding  injury  to  the  facial 
nerve.  After  division  of  the  second  and  third 
branches  only,  keratitis  is  not  seen  and  as  the 
first  division  is  the  seat  of  pain  in  less  than  5 
per  cent  of  the  cases  this  branch  may  be  spared 
in  most  instances.  Injury  to  the  third,  fourth, 
and  sixth  nerves  near  the  inner  aspect  of  the 
ganglion  must  be  carefully  guarded  against. 
On  account  of  this  danger.  Abbe,  Hutchinson, 
and  others  have  recommended  only  partial 
extirpations  (trunks  of  the  second  and  third 
divisions)  of  the  ganglion,  and  all  observers  agree 
that  a  shield  must  be  used  to  protect  the  eyes 
for  some  time  after  operations  on  the  gasserian 
ganglion.    The  lids  have  been  sutured  to  prevent 


irritation  of  foreign  bodies  (Rose),  but  this  is  of 
doubtful  value. 

As  already  mentioned,  the  consensus  of  opin- 
ion among  most  surgeons  is  that  Frazier's  method 
of  approach  combined  with  Spiller's  (27)  sug- 
gestion of  division  of  the  sensory  root  is  probably 
the  most  practical  of  the  present-day  operations. 
The  Hartley-Krause  method  of  exposure  is  un- 
necessarily large  and  may  include  some  fibers  of 
the  facial,  causing  paralysis  of  the  orbicularis 
palpebrarum,  thereby  contributing  to  the  kerati- 
tis. The  methods  of  Cushing  and  Lexer  are 
similar  to  the  Hartley-Krause  operation,  but 
the  flap  is  much  lower  down.  Cushing  removes 
the  zygoma,  while  Lexer  replaces  it  at  the  com- 
pletion of  the  operation.  Kocher  includes  prac- 
tically the  same  tissues  but  reverses  the  attach- 
ment of  the  flap.  In  this  way  the  larger  part  of 
the  horseshoe  is  down  to  the  zygoma  and  gives 
more  room  for  viewing  the  basal  foramina  from 
within  the  skull.  Doyen  divides  the  temporal 
attachment  to  the  coronoid  process  of  the  maxilla 
beneath  the  zygoma  and  re-attaches  it  at  the  end 
of  the  operation.  Kocher  avulses  the  sensory 
root  and  claims  to  have  had  no  recurrences. 

For  the  description  of  Frazier's  operation  I 
cannot  do  better  than  quote  directly  from  Fra- 
zier's contribution  to  Keen's  Surgery  (Vol.  V). 

The  Spiller-Frazier  method  —  division  of  the 
sensory  root  by  the  auriculotemporal  route. 
"The  essential  feature  of  this  operation  is  the 
division  or  avulsion  of  the  sensory  root  exclusively 
without  interfering  with  the  ganglion  itself. 
The  approach  to  the  ganglion  is  made  through  an 
opening  somewhat  posterior  to  that  employed 
by  other  surgeons.  The  center  of  this  opening 
is  about  on  a  line  with  the  point  at  which  the 
sensory  root  passes  into  the  ganglion.  Inasmuch 
as  this  method  does  not  necessitate  exposure  of 
the  anterior  portion  of  the  ganglion,  including 
its  first  and  second  divisions,  this  method  of 
approach  is  preferred.  Under  nitrous  oxide 
ether  anaesthesia,  preceded  by  the  administration 
of  a  hypodermic  injection  of  morphine  (grain  i  :6) 
and  atropine  sulphate  (grain  1:100),  with  the 
patient  in  a  vertical  posture,  a  horseshoe-shaped 
incision  is  made,  beginning  about  the  middle  of 
the  zygoma  and  terminating  behind  and  a  little 
below  the  helix  of  the  ear.  The  musculocuta- 
neous flap,  purposely  made  a  little  larger  than 
the  opening  in  the  skull,  is  reflected,  the  skull 
opened,  and  the  opening,  with  a  diameter  not 
exceeding  3  cm.,  enlarged  as  far  as  the  infratem- 
poral crest.  The  dura  is  separated  from  the  base 
of  the  skull  with  a  blunt  instrument,  such  as  the 
handle  of  a  scalpel,  as  far  as  the  foramen  spinosum, 
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where  the  middle  meningeal  artery  is  ligated  and 
divided  distal  to  the  ligature.  The  dura  propria 
is  incised  directly  over  the  mandibular  division 
and  dissected  from  the  superior  surface  of  the 
ganglion  backward  and  inward  until  the  sensory 
root  is  exposed.  If  the  motor  root  can  be  rec- 
ognized, it  should  be  isolated.  The  sensory  root 
is  then  picked  up  with  a  blunt  hook,  grasped 
with  forceps,  and  either  divided  or  avulsed. 
Haemorrhage  is  controlled  throughout  the  course 
of  the  operation  by  strips  of  gauze  not  more  than 
I  cm.  in  width,  introduced  at  either  side  of  the 
avenue  of  approach  in  such  a  way  as  not  to  inter- 
fere with  the  continuation  of  the  operation.  As 
soon  as  the  sensory  root  has  been  divided  the 
anaesthetic  is  discontinued,  inasmuch  as  all  the 
structures  in  the  field  of  operation  have  been 
rendered  anaesthetic  and  the  patient  will  experi- 
ence no  pain  in  the  subsequent  steps  of  the 
operation.  When  the  reflexes  have  returned, 
the  conjunctival  reflexes  should  be  tested  in 
order  to  assure  the  operator  that  no  fibers  of  the 
sensory  root  remain  undivided.  The  musculo- 
cutaneous flap  is  closed  with  tier  sutures  and  a 
small  narrow  strip  of  rubber  tissue  introduced  in 
the  posterior  angle  of  the  wound.  It  is  almost 
always  necessary  to  provide  for  the  escape  of 
blood,  inasmuch  as  only  exceptionally  will  the 
field  be  entirely  dry  when  the  operation  is  con- 
cluded. (This  is  accomplished  by  a  rubber 
tissue  drain.)  The  rubber  tissue  is  removed 
within  twenty-four  or  forty-eight  hours." 

Division  of  the  sensory  root  was  first  practiced 
by  Frazier  in  1901,  and  since  that  time  has  been 
used  almost  exclusively.  There  has  been  no 
evidence  of  regeneration  of  the  sensory  root. 
The  advantages  claimed  for  this  operation  over 
extirpation  of  the  ganglion  are:  First  that  it  is 
attended  with  less  haemorrhage  because  the 
ganglion  is  not  raised  from  its  bed.  In  extirpa- 
tion of  the  ganglion  the  most  troublesome  bleed- 
ing is  experienced  at  this  stage  of  the  operation. 
Second,  it  does  not  expose  to  injury  the  adjacent 
structures,  viz.,  the  cavernous  sinus  and  the 
three  cranial  nerves.  Third,  it  is  possible, 
though  very  rarely,  to  preserve  the  motor  root 
and  thereby  avoid  disturbance  of  the  functions 
of  the  muscles  of  mastication.  Finally,  there  is 
less  likelihood  of  ulceration  of  the  cornea. 

The  advantages  of  Frazier 's  operation  are: 

1 .  Approach  is  more  posterior  and  is  therefore 
less  likely  to  involve  the  upper  fibers  of  the  facial. 

2.  A  comparatively  small  opening  diminishes 
the  liability  to  hernia. 

3.  Special  technique  of  dealing  with  the  middle 
meningeal  artery  should  be  noted. 


4.  Division  or  avulsion  of  the  sensory  root  only 
with  less  frequent  occurrence  of  the  distressing 
neuroparalytic  keratitis. 

5.  Cerebral  complications  have  been  far  less 
frequent  than  formerly. 

6.  If  the  sensory  root  is  not  easily  Recognizable 
we  can  always  have  recourse  to  one  of  the  other 
suggestions,  such  as  complete  removal  of  the 
ganglion  (Hartley-Krause,  Lexer,  Cushing,  and 
Horsley),  or  section  of  the  second  and  third 
divisions  (Hutchinson,  Kanavel,  Abbe,  Harris, 
Mixter,  and  others). 

The  writer  has  attempted  in  the  preceding  re- 
marks to  review  briefly  the  general  conclusions 
he  has  been  able  to  gather  of  the  surgical  opera- 
tions on  the  gasserian  ganglion  and  the  trigeminal 
distribution  for  the  relief  of  tic  douloureux  that 
have  stood  the  test  of  time.  The  treatment  of 
this  painful  affection  has  undergone  some  radical 
changes  in  the  last  few  years,  due  to  the  epoch- 
making  work  of  Schlosser,  an  opthalmologist  of 
Munich.  Prior  to  the  work  of  Schlosser,  who 
first  used  alcohol  injections  into  the  facial  to 
control  spasm,  many  susbtances  had  been  in- 
jected into  the  large  nerve-trunks  at  their  exit 
from  the  basal  foramina,  after  exposure,  with 
the  idea  of  causing  an  ascending  degeneration 
of  the  axis  cylinders,  and  thereby  relieving  the 
pain  without  the  necessity  of  a  serious  intra- 
cranial operation  with  its  attendant  risks.  Such 
drugs  as  morphine,  strychnine,  hyoscyamine, 
aconite,  curare,  zinc  chloride,  osmic  acid,  and 
many  others  were  all  tried  with  varjdng  success. 
Schlosser  suggested  the  use  of  80  per  cent  alcohol 
and  at  the  same  time  gave  an  impetus  to  the  study 
of  the  location  of  the  basal  foramina  and  their 
approach. 

Long  before  the  injection  of  the  trigeminal 
branches  for  therapeutic  purposes  had  been  tried 
by  Schlosser  (28),  practical  surgeons  had  planned 
methods  of  reaching  these  branches  in  order  to 
obtain  control  of  the  field  for  surgical  procedures. 
Probably  the  first  recorded  operation  under 
regional  anaesthesia  of  the  trigeminus  by  the 
intraneural  injection  of  the  second  division  with 
cocaine  was  done  in  1898  by  Dr.  R.  Matas  at  the 
Charity  Hospital  in  New  Orleans  (29).  At  this 
time  he  used  the  inframalar  route  to  the  foramen 
rotundum  via  the  sphenopalatine  fossa,  and  in 
this  particular  case  he  utilized  for  the  first  time 
the  orbital  route  through  the  sphenomaxillary 
fissure  for  injecting  the  second  division  at  its 
exit  from  the  foramen  rotundum.  In  this  way 
he  obtained  anaesthesia  of  Meckel's  ganglion  and 
its  branches,  which,  when  repeated  on  the  op- 
posite side,  permitted  the  painless  removal  of 
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Fig.  I.  Ostwalt's  route  to  the  trunk  of  the  mandibular 
division  (Braun). 

both  superior  maxillae  and  the  palate.  Professor 
Braun  (30)  and  other  German  writers  credit 
Dr.  Matas  with  the  first  application  of  the  lateral 
or  inframalar  route,  but  through  some  error  they 
attribute  the  orbital  route  to  Payr  of  Breslau, 
who  operated  by  this  route  at  a  much  later  period. 
As  early  as  1889  Dr.  Matas  succeeded  in  obtain- 
ing a  sufficient  anaesthesia  for  operations  on  the 
superior  maxilla,  by  injection  of  the  second  divis- 
ion of  the  fifth  nerve  at  the  foramen  rotundum 
through  the  sphenomaxillary  foramen.  He  per- 
formed several  operations  on  the  jaws  by  in- 
jecting the  trunks  by  the  inframalar  route,  which 
has  since  been  associated  with  his  name  by 
Braun  and  others,  and  is  practically  the  same  as 
was  subsequently  adopted  by  Schlosser. 

The  first  impetus  to  the  treatment  of  tic 
douloureux  by  the  intraneural  injection  of 
chemicals,  came  with  the  suggestion  of  Neuber 
who  used  osmic  acid  (31).  This  suggestion  was 
later  adopted  by  Bennett  (32),  and  Murphy  (33) 
made  his  first  report  in  1903.  While  osmic  acid 
gave  relief  in  many  cases,  the  benefit  was  not 
permanent  and  required  exposure  of  the  nerves 
at  their  foramina  of  exit  with  injection  directly 
into  the  trunks  of  several  drops  of  a  i  or  2  per 
cent  solution. 

The  injection  of  alcohol  into  the  trunks  of  the 
trigemini  at  their  exit  from  the  basal  foramina 
according  to  the  method  of  Schlosser  was  some- 
what uncertain  and  a  new  impetus  was  given  to 
the  work  after  the  early  publications  of  Ostwalt 
(34),  who  reported  only  4  failures  in  45  cases  by 
the  intrabuccal  route.  A  perfected  technique 
came  from  Sicard  (35)  and  Levy  and  Baudoin 
(36),  who  presented  measurements  as  guides  to 
the  trunks  and  mentioned  the  dangers.  Later 
suggestions  came  from  various  observers,  and 
Offerhaus  (37)  perfected  a  method  by  which  the 


Fig.  2.    Offerhaus'  method  of  ascertaining  the  depth  of 
the  foramen  ovale  (Braun). 


foramen  ovale  could  be  located  by  measurements. 
The  Offerhaus  technique  may  be  said  to  be  an 
improvement  on  the  method  of  Ostwalt,  and 
Offerhaus  gave  a  series  of  measurements  for 
locating  the  foramen  ovale.  The  intrabuccal 
route  was  soon  abandoned  on  account  of  the 
obvious  risk  of  infection. 

After  a  study  of  50  skulls,  Offerhaus  found  that 
the  distance  measured  from  the  outside,  behind 
the  last  molar  teeth  nearly  corresponds  to  the 
distance  between  the  two  oval  foramina,  so  that 
if  the  length  of  the  space  between  the  alveolar 
processes  behind  the  last  molar  teeth  of  the  upper 
jaw  is  deducted  from  the  length  of  a  line  (meas- 
ured by  calipers)  between  the  articular  tubercles 
on  either  zygoma,  and  that  divided  by  two,  the 
result  will  give  the  approximate  depth  of  the 
foramen  ovale  from  the  articular  tubercle  of  the 
corresponding  side.  Offerhaus  has  found  the 
average  depth  of  the  foramen  ovale  to  be  between 
3.7  and  4.3  cm.  This  method  is  reliable  in  a 
measure,  and  may  be  used  also  to  determine  the 
approximate  location  of  the  foramen  rotundum, 
which  is  a  short  distance  in  front  of,  and  nearly 
on  the  same  perpendicular  plane  with,  the  fora- 
men ovale  when  the  patient  is  recumbent. 

The  routes  of  Sicard  and  Levy  and  Baudoin 
with  the  suggestions  of  Harris,  Patrick,  Hecht, 
and  Kiliani  (54),  are  those  accepted  today  as  the 
best,  consequently  I  will  attempt  a  brief  descrip- 
tion of  the  application  of  these.     The  technique 
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Fig.  3.  Centimeter  scale,  syringe,  small  needle,  and 
large  needle  with  runner  and  bevel  point  for  injection  of 
gasserian  ganglion  (Hartel). 

varies  slightly  in  the  hands  of  different  observers, 
but  the  essential  points  remain  the  same.  There 
is  no  special  advantage  in  the  routes  recently 
advocated  by  Bonola  (38). 

Schlosser  suggested  the  use  of  80  per  cent 
alcohol,  which  is  the  solution  in  general  use  at  the 
present  time.  Hecht  has  found  that  70  to  80 
or  90  per  cent  alcohol  is  similar  in  effect,  and  at 
the  present  time  Harris  is  using  90  per  cent  al- 
cohol (39).  The  injection  of  the  alcohol  first 
causes  intense  pain  over  the  distribution  of  the 
trunk  injected,  followed  in  from  5  to  30  seconds 
by  a  deepening  anaesthesia,  and,  in  the  case  of  the 
third  division  there  is  some  rigidity  and  paralysis 
of  the  muscles  of  mastication,  due  to  the  fact  that 
there  are  motor  fibers  in  this  trunk.  This  phe- 
nomenon soon  disappears  and  patients  quickly 
become  accustomed  to  the  use  of  the  opposite 
side  of  the  mouth.  Patrick  (40)  used  a  solution 
containing  cocaine  grain  i,  chloroform  min.  x, 
alcohol  y2  ounce.  Purves  Stewart  (41)  recom- 
mended a  solution  containing  )3-eucaine,  2  grs., 
to  absolute  alcohol  6  drams,  and  others  have 
added  menthol,  but  these  additions  are  not  neces- 
sary if  the  suggestion  of  Matas  is  adopted  (42), 
which  is  to  precede  the  alcohol  injection  by  the 
preliminary  injection  of  a  i  per  cent  novocaine 
adrenalin  solution.  This  has  the  double  advan- 
*tage  of  preventing  the  pain  caused  by  the  alco- 
hol contact  and  also  allows  us  to  test  the  anaes- 
thesia, with  the  needle  in  situ,  to  determine  the 
accuracy  of  the  puncture.  The  writer  has  found 
this  preliminary  novocainization  very  valuable  in 
puncture  of  the  gasserian  ganglion  prior  to  the 
introduction  of  80  per  cent  alcohol. 

The  patient's  skin  is  prepared  by  a  generous 
coat  of  iodine  over  an  area  about  the  size  of  a 
50  cent  piece,  and  a  wheal  is  made  in  this  area  by 
the  injection  of  a  few  drops  of  a  i  per  cent  novo- 
caine adrenalin  solution.  For  the  alcohol  injec- 
tion the  outfit  of  Hartel  is  best  for  all  purposes. 


Fig.  4.    Front  view  of  left  orbit  showing  the  location 
of    the    contained    foramina    by    two    horizontal   planes 

(Hartel). 


The  needle  —  8  mm.  in  diameter  and  10  cm.  in 
length  graduated  in  centimeters  with  a  movable 
runner  or  perforated  cork  to  gauge  the  depth  of 
penetration  —  will  serve  to  mark  the  average 
distance  of  any  of  the  trunks  or  of  the  gasserian 
ganglion  itself.  In  all  cases  the  alcohol  must  be 
slowly  introduced  after  withdrawing  the  stylet 
from  the  bevel  pointed  needle.  Bleeding  should 
warn  against  the  introduction  of  the  alcohol,  as 
a  hard  clot  forms  which  gives  a  sense  of  resistance. 
This  resistance  should  be  present  if  the  needle 
point  is  engaged  in  the  nerve-trunk,  but  its  ab- 
sence should  not  preclude  the  introduction  of  the 
alcohol  if  the  anaesthesia  has  already  been  tested 
by  the  use  of  the  novocaine  adrenalin  solution. 

The  ophthalmic  division  is  rarely  the  site  of 
pain,  being  involved  alone  in  less  than  5  per  cent 
of  the  cases.  In  Hecht's  series  (43)  the  first 
division  was  involved  4  times  in  32  cases  and  as 
the  supra-orbital  division  is  the  most  approach- 
able of  all  the  branches,  avulsion,  osmic  acid,  or 
alcohol  injection  after  exposure,  or  avulsion  and 
plugging  the  canal  with  bone  grafts  according  to 
Kanavel's  suggestion  may  be  followed.  Accord- 
ing to  Blair  (44),  Patrick  has  abandoned  the  in- 
jection of  the  first  division.  Blair  himself  has 
had  no  mishaps,  although  he  has  known  of  two 
cases  of  blindness  and  one  of  dementia  following 
this    procedure. 

In  the  method  given  by  Blair,  the  needle  is 
inserted  uilder  the  external  angular  process  of 
the  frontal  bone  and  follows  the  outer  wall  of  the 
orbit  closely,  backward  and  inward  and  down- 
ward to  the  outer  extremity  of  the  sphenoidal 
fissure,  where  the  nerve  enters  the  orbit  at  an 
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Fig.  5.  The  Matas  route  to  the  second  division  in  the 
pterygopalatine  fossa  (Hartel). 

average  depth  of  30  to  35  millimeters.  Blair 
mentions  that  in  a  number  of  skulls  the  optic 
nerve  was  never  encountered  at  a  depth  of  less 
than  43  mm.  On  account  of  the  loose  tissue  of 
the  orbit  and  the  proximity  of  other  nerve-fibers, 
it  would  be  wise  to  follow  the  suggestion  of 
Matas,  injecting  a  few  drops  of  0.5  per  cent  novo- 
caine  solution  to  test  the  anaesthesia  prior  to  the 
introduction  of  alcohol.  Dimness  of  vision, 
diplopia,  blindness,  haemorrhage  with  exophthal- 
mos are  all  mentioned  as  possible  complications 
which  have  caused  the  abandonment  of  the  injec- 
tion of  this  division. 

Hartel  has  shown  the  location  of  the  optic 
foramen  and  the  structures  within  the  orbit  very 
well,  as  represented  in  the  accompanying  illus- 
trations. The  upper  line  running  from  the  fronto- 
malar  to  the  frontolachrymal  articulation  crosses 
the  optic  foramen  and  is  therefore  to  be  avoided. 

The  second  or  superior  maxillary'  division  is, 
according  to  most  observers,  the  division  most 
frequently  involved,  and  Harris  (45)  in  his  recent 
paper  before  the  American  Medical  Association 
stated  that  when  the  ophthalmic  division  is  in- 


volved, it  is  only  a  question  of  time  when  the 
second  or  even  the  third  division  will  become 
affected. 

In  the  classical  papers  of  Patrick  and  Hecht 
the  routes  of  Levy  and  Baudoin  are  selected,  and 
Harris  in  his  last  review  of  the  subject  still  ad- 
heres to  this  technique  with  slight  modifications. 
Patrick's  directions  for  reaching  the  superior 
maxillary  division  are  as  follows :  "  The  line  of  the 
posterior  border  of  the  ascending  (orbital)  process 
of  the  malar  bone  is  prolonged  to  the  border  of 
the  zygoma  and  the  needle  inserted  0.5  cm.  poste- 
rior to  this  point.  It  is  directed  vertically  to  the 
anteroposterior  line,  but  inclined  slightly  upward 
in  a  direction  which  would  attain  at  the  depth  of 
the  foramen  rotundum,  the  level  of  the  inferior 
extremity  of  the  nasal  bones.  At  a  depth  of  5 
cm.  the  nerve  is  reached  at  its  emergence  from  the 
foramen  rotundum  in  the  pterygomaxillary  fossa. 
In  Harris'  last  contribution  (45),  he  suggests  the 
use  of  one  of  two  routes,  depending  on  the  ptery- 
goid plate  as  his  guide.  The  foramen  rotundum 
lies  about  i  cm.  internal  to  its  anterior  border. 
The  needle  is  entered  6.5  cm.  in  front  of  the  center 
of  the  external  auditory  meatus,  directing  it  up- 
ward at  an  angle  of  40°,  and  backward  at  an  angle 
of  30°,  striking  the  anterior  border  of  the  external 
pterygoid  plate  at  a  depth  oi  1%  inches,  or  about 
5  cm.  Then  the  needle  is  directed  forward  through 
the  pterygomaxillary  fissure  into  the  pterygo- 
maxillary fossa  to  a  depth  of  i>3  inches,  when  the 
nerve  is  encountered  at  its  exit  from  the  foramen 
rotundum.  Should  this  route  fail,  Harris  inserts 
the  needle  4  cm.  in  front  of  the  center  of  the 
auditory  meatus,  pushing  the  needle  forward  and 
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Fig.  7.  Showing  area  of  novocaine  anaesthesia  on  the 
cheek  in  Hartel's  method  of  injecting  the  gasserian  gan- 
glion (Hartel). 

upward  to  locate  the  pterygoid  plate,  which  is  his 
guide. 

The  untoward  results  to  be  guarded  against 
here  are:  (i)  Pushing  the  needle  too  far  may 
place  the  alcohol  too  near  or  in  the  optic  foramen. 
(2)  The  internal  maxillary  artery  may  be  injured, 
with  a  consequent  hsematoma.  (3)  If  the  injec- 
tion is  too  far  forward,  the  branches  going  to 
Meckel's  ganglion  will  not  be  controlled  and  some 
pain  in  the  palate  will  persist.  (4)  The  pterygo- 
maxillary  fissure  may  be  small  and  allow  only  a 
limited  angle  in  the  direction  of  the  needle. 
(5)  Diffusion  of  fluid  into  the  orbit  must  be  guard- 
ed against  and  the  swelling  and  oedema  may  even 
extend  to  the  cellular  tissue  of  the  orbit  after  a 
successful  injection,  emphasizing  the  fact  that 
20  to  30  minims  of  alcohol  is  ample  in  this  region. 
Paralysis  of  the  third  nerve  has  been  noted,  but 
soon  disappears. 

The  third  or  mandibular  division  of  the  trifacial 
is  the  most  accessible.  Sicard,  Levy  and  Bau- 
doin,  Patrick  and  Harris  all  make  use  of  the  same 
route,  which  in  turn  is  the  same  used  by  Matas  to 
obtain  analgesia  for  surgical  intervention  about 
the  tongue  and  lower  jaw.  The  trunk  is  encoun- 
tered after  its  exit  from  the  foramen  ovale  at  a 
depth  of  i^  to  2^  inches,  depending  on  the 
shape  of  the  head  and  the  thickness  of  soft  parts. 
The  needle  is  inserted  in  the  sigmoid  notch  2.5 
cm.  in  front  of  the  descending  root  of  the  zygoma 
which  is  nearly  on  a  plane  with  the  anterior  bor- 
der of  the  bony  external  auditory  meatus.  The 
needle  is  pushed  straight  in,  hugging  the  base  of 
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Fig.  8.   Needle  engaged  in  the  foramen  ovale  (Hartel). 

the  skull,  the  nerve  being  encountered  at  an 
average  depth  of  4  cm. 

The  attendant  risks  are:  (i)  haematoma  and 
possible  diffusion  of  alcohol  into  the  gasserian 
ganglion;  (2)  the  pharynx  may  be  penetrated  if 
the  needle  is  carried  in  too  deeply,  and  a  painful 
otitis  or  deafness  may  follow  injury  to  the 
eustachian  tube.  The  internal  maxillary  artery 
and  the  middle  meningeal  artery  are  avoided  by 
passing  in  front  of  the  maxillary  articulation.  If 
difficulty  is  encountered  in  passing  through  the 
sigmoid  notch,  it  may  be  overcome  by  having  the 
patient's  mouth  wide  open. 

Injection  of  alcohol  into  the  gasserian  ganglion, 
the  final  achievement  in  the  treatment  of  tic 
douloureux,  has  come  from  Bier's  clinic.  It  is 
the  work  of  Fritz  Hartel,  who  has  been  a  most 
ardent  and  systematic  exponent  of  the  direct 
alcoholization  of  the  ganglion  itself,  and  his  work 
is  a  masterpiece  of  patience  and  thoroughness 
(47).  While  the  idea  of  direct  alcoholization  of 
the  gasserian  ganglion  is  not  original  with  Hartel 
he  has  given  us  a  route  which  has  made  the 
approach  through  the  foramen  ovale  more  prac- 
tical and  useful.  Taptas  (48)  and  Harris  (49) 
had  already  approached  the  ganglion  by  the 
Schlosser  route,  and  the  suggestion  seems  to  have 
emanated  from  Sicard  (50)  during  his  earlier  work 
on  injection  of  the  mandibular  division  of  the 
trifacial.  From  this  direction  the  entrance  into 
the  foramen  ovale  was  a  matter  of  luck,  as  a  study 
of  the  skull  will  show.  Curved  needles  or  the 
bayonet-shaped  needle  of  Hecht  were  helpful. 
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Fig.  9.  Fig.  10.  Fig.  II. 

Fig.  9.   Needle  in  foramen  ovale,  entering  cheek  op-  Fig.  10.   Same  as  Fig.  9  viewed  from  mesial  section. 

posite  a  point  behind  the  last  molar  teeth  of  the  lower  Fig.  11.    Same  as  Fig.  9  viewed  from  mider  surface  of 

jaw.  skull. 


The  technique  suggested  by  Hartel  is  to  anaes- 
thetize a  spot  on  the  cheek  corresponding  with 
the  area  shown  in  the  illustration.  The  needle 
is  pushed  backward  and  inward,  care  being  taken 
to  avoid  entrance  into  the  mouth  by  keeping  the 
finger  (index  of  hand  not  in  use)  on  the  inside  of 
the  cheek.  The  point  of  the  needle  is  made  to 
come  in  contact  with  the  os  planum  on  the  under 
surface  of  the  sphenoid,  and  is  gradually  made  to 
move  backward  when  it  engages  in  the  opening  of 
the  foramen  ovale.  It  is  essential  that  one 
recognize  this  smooth  infratemporal  surface  in 
front  of  the  foramen.  This  is  safe  territory,  and 
the  rough  bone  back  of  the  foramen  is  fraught  with 
danger.  According  to  Hartel  the  needle  points 
to  the  pupil  of  the  eye  of  the  same  side,  and  on 
lateral  view  the  needle  points  to  the  articular 
eminence  on  the  zygoma  when  the  skull  is  viewed 
from  the  front.  In  other  words  the  location  of 
the  foramen  is  at  a  point  on  the  base  of  the  skull 
where  a  perpendicular  plane  through  the  center 
of  the  pupil  and  a  horizontal  plane  through  the 
articular  eminence  bisect. 

Hartel  has  made  careful  measurements  of  the 
size  of  the  foramen  ovale  and  found  it  to  vary  in 
length  from  5  to  11  mm.  (average  6.9  mm.)  and 
with  an  average  width  of  3.7  mm.  The  average 
depth  of  the  canal  is  about  i  cm. 

The  runner  is  placed  at  the  6  mm.  mark  on  the 
needle  and  this  distance  must  not  be  exceeded 
unless  the  operator  is  certain  of  his  surroundings, 
which  certainty  can  only  be  acquired  after  long 
practice  on  the  cadaver.  As  the  needle  ceases  to 
impinge  against  the  bone  and  enters  the  foramen 


the  loss  of  resistance  is  felt  and  the  patient  com- 
plains of  pain  in  the  distribution  of  the  third 
division.  The  needle  is  pushed  in  1.5  cm.  farther 
when  pain  is  complained  of  in  the  distribution  of 
the  second  division.  The  introduction  of  i  ccm. 
of  I  per  cent  novocaine  solution  at  this  point 
(Matas)  should  produce  anaesthesia  of  the  entire 
trifacial  distribution.  After  testing  the  anaes- 
thesia, with  the  needle  in  situ,  and  feeling  sure 
of  the  location,  we  may  now  inject  i  to  2  ccm.  of 
80  per  cent  alcohol.  If  the  preliminary  injection 
of  novocaine  has  not  been  made,  the  patient  com- 
plains of  intense  pain  at  this  stage  and  may  even 
start  or  jump  so  as  to  move  the  point  of  the  needle 
and  cause  some  of  the  untoward  results  of  too 
deep  an  injection.  There  may  be  some  burning 
complained  of,  even  after  the  preliminary  use  of 
novocaine,  but  usually  the  anaesthesia  is  complete 
and  lasting.  However,  a  return  of  pain  is  a  call 
for  re-injection,  which,  if  properly  done,  gives 
lasting  benefit.  In  patients  with  bilateral  in- 
volvement, there  should  be  a  long  interval  be- 
tween injections  in  order  to  watch  the  effect  on 
the  cornea.  In  265  cases  Harris  has  seen  bi- 
lateral involvement  6  times  (51). 

In  a  series  of  observations  on  the  cadaver  in  the 
Miles  Laboratory  of  Operative  Surgery  at  the 
College  of  Medicine  of  Tulane  University,  under 
the  direction  of  Prof.  R.  Matas,  the  writer 
verified  the  observation  of  Hartel,  that  the  axis 
of  the  foramen  varied  considerably  and  could  be 
entered  from  any  point  on  the  arc  of  a  circle 
drawn  from  the  second  molar  tooth  of  the  upper 
jaw  to  a  point  behind  the  last  molar  tooth  of  the 
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Fig.  12.  Showing  projected  axes  of  foramina  from  point 
on  cheek  behind  last  molar  tooth  of  lower  jaw.  (Figs. 
9,  lo,  II,  and  12  are  from  the  original  collection  of  Prof. 
R.  Matas.) 

lower  jaw.  By  projecting  the  axis  of  the  canal 
with  long  pins,  the  latter  point  was  found  to  more 
often  give  a  better  direction  to  the  needle,  beside 
giving  several  additional  factors  of  safety.  It  was 
found  in  the  Hartel  technique,  the  needle  more 
easily  passed  beneath  the  foramen  on  account  of 
its  obliquity,  and  brought  the  point  into  the 
dangerous  territory  behind  the  foramen  ovale. 

In  our  estimation,  direct  alcoholization  is 
equivalent  to  a  gasserectomy  as  far  as  immediate 
physiological  effects  are  concerned.  The  effect 
of  alcohol  on  the  ganglion  is  gradual,  and  because 
of  this  the  immediate  bad  effects  of  gasserectomy 
are  not  seen.  Hartel,  after  his  first  ten  injections 
saw  two  develop  keratitis.  Harris  has  also  seen 
this  accident,  and  we  have  had  one  patient  who 
had  a  leucoma  which  has  cleared.  Harris  recom- 
mends suture  of  the  lids,  leaving  the  angles  open 
for  irrigation  of  the  conjunctival  sac.  After  a 
successful  injection  the  cornea  is  anaesthetized 
and  should  be  carefully  watched  for  any  begin- 
ning ulcerations  which  in  turn  should  receive 
prompt  attention.  In  two  of  the  writer's  cases 
there  was  an  intense  painless  herpes  of  the  lower 
lip  and  in  one  on  the  upper  lip.  This  complica- 
tion has  caused  Hartel  to  caution  us  when  in- 
specting diabetics.  One  case  showed  the  herpes 
on  the  second  day,  one  on  the  fifth  day,  and  one 
on  the  thirteenth  day.     One  patient  had  paralysis 


Fig.  13.  Showing  area  of  anaesthesia  after  alcoholiza- 
tion of  gasserian  ganglion  (Hartel). 

of  the  motor  oculi,  which  is  subsiding  after  four 
weeks.  This  phenomenon  can  only  be  explained 
by  the  permeation  of  the  alcohol.  Blair  has  seen 
paralysis  of  the  seventh  and  eighth  nerves.  He 
injected  4  ccm.  of  alcohol,  which  is  too  much; 
I  to  2  ccm.  being  ample  for  full  therapeutic  results. 
The  anatomical  dangers  were  mentioned  in  a 
former  paper  of  the  writer  (52).  We  must  be 
sure  to  make  an  extradural  injection.  In  one 
instance  the  writer  got  cerebrospinal  fluid.  The 
needle  was  drawn  out  some  distance,  and  the  in- 
jection made  with  a  perfect  result.  The  veins 
in  the  pterygoid  fossa  or  the  emissary  veins 
coming  through  the  sphenoid  may  be  injured. 
This  may  cause  haematoma.  Behind  the  fora- 
men ovale,  are  the  foramen  lacerum  medium,  the 
carotid  canal,  and  the  middle  meningeal  artery, 
before  its  entrance  into  the  foramen  spinosum. 

PERMANENCY   OF   RESULTS 

In  the  peripheral  injections,  the  period  of  relief 
has  been  very  variable,  with  an  average  of  about 
eight  months.  In  Hartel's  27  cases  (53)  he  is 
satisfied  with  his  results,  re-injections  being  rarely 
necessary.  The  writer's  first  case,  injected  in 
June,  1913,  reported  lasting  relief  (52). 
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We  are  justified  in  concluding  that  the  injec- 
tions into  the  larj^e  nerve-trunks  of  80  per  cent 
alcohol  offer  a  safe  and  usually  certain  means  of 
relieving  painful  affections  involving  the  fifth 
nerve,  and  that  the  direct  alcoholization  of  the 
gasserian  ganglion  offers  a  means  of  curing  tic 
douloureux  which  is  devoid  of  the  usual  dangers 
accompanying  intracranial  operations  on  the 
ganglion.  Finally,  the  only  safe  means  of  ac- 
quiring skill  and  precision  in  locating  the  basal 
foramina  and  the  routes  to  the  gasserian  ganglion, 
is  long  practice  on  the  cadaver  and  study  in  the 
anatomical  rooms. 
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OPERATIVE  SURGERY  AND  TECHNIQUE 

Morestin,  H.:  Protecting  the  Large  Blood-Vessels 
in  Extirpating  Tumors  (La  protection  des  gros 
troncs  arteriels  et  veineux  mis  i  nu  dans  I'extirpa- 
tion  des  tumeurs).  Bull,  et  mint.  Soc.  de  chir.  de 
Par.,  1915,  xli,  960. 

When  large  arterial  or  venous  trunks  are  exposed 
in  operating  for  tumors  they  are  subject  to  infection 
and  secondary  haemorrhage;  so  much  so  that  in 
pre-aseptic  days  tumors  were  not  operated  upon  if 
they  were  very  near  large  vessels.  To  avoid  this 
danger  Morestin  advises  covering  the  vessels  with 
a  flap  from  the  neighboring  muscle.  Where  the 
glands  of  Scarpa's  triangle  have  to  be  removed 
on  account  of  cancer  metastases  he  makes  use  of 
the  sartorius  muscle.  It  is  very  easy  to  draw  it 
inward  and  fix  it  with  a  few  sutures  to  the  crural 
arch  and  the  adductors.  A  thick  band  of  muscle 
is  thus  interposed  in  front  of  the  vessels,  protecting 
them  from  infection. 

In  the  axilla  the  vessels  are  generally  not  exposed 
to  any  great  danger;  in  the  majority  of  cases  the 
skin  wound  can  be  completely  closed  at  once.  But 
in  some  cases  where  it  was  necessary  to  remove 
large  sections  of  the  skin  he  has  utilized  flaps  from 
the  latissimus  dorsi,  the  subscapular,  the  serratus 
magnus,  and  pectoralis  major.  This  plastic  use 
of  the  muscles  is  particularly  valuable  in  the  region 
of  the  neck  and  in  tumors  of  the  tongue  and  pharynx. 

In  operating  for  cancer  of  the  tongue  after  remov- 
ing the  glands  and  before  beginning  the  operation 
in  the  mouth  the  anterior  border  of  the  sternomas- 
toid  is  sutured  to  the  posterior  belly  of  the  digastric 
to  the  stylohyoid  and  to  the  subhyoid  muscles, 
so  that  the  vessels  are  completely  cut  off  from  the 
infected  region  by  a  thick  layer  of  muscle.  Since 
adopting  this  method  Morestin  has  never  had 
a  secondary  haemorrhage  from  ulceration  of  the 
carotid.  A.  Goss. 


Tennant,  C.  E.:  The  Use  of  Hypersemia  in  the 
Post-Operative  Treatment  of  Lesions  of  the 
Extremities  and  Thorax.  /.  Am.  M.  Ass.,  1915, 
Ixiv,  1548. 

Under  this  method  of  treatment  the  author  has 
had  about  90  per  cent  of  his  grafts  hold  in  varicose 
ulcer  of  the  leg  and  the  period  of  convalescence  has 
not  exceeded  eighteen  days. 


He  has  also  been  surprised  and  pleased  with  the 
results  obtained  by  the  use  of  vacuum  hyperacmia 
in  the  treatment  of  infected  compound  comminuted 
fractures  of  the  extremities.  Where  the  bones  are 
in  good  apposition  and  anywhere  about  or  below  the 
elbow  or  knee,  whether  in  a  wooden  splint  or  a 
snugly  fitting  plaster-of-Paris  dressing,  these  ex- 
tremities can  be  easily  placed  in  the  vacuum  cham- 
ber and  daily  suction  hyperaemia  instituted.  Each 
time  the  treatment  is  applied,  the  lacerated  tissues 
and  the  ends  of  the  bone  are  bathed  in  blood  and 
serum,  these  acting  as  bactericidal  agents.  Daily 
applications  soon  control  the  infection  present  and 
eventually  leave  a  clot  of  fibrinated  blood  between 
the  ends  of  the  bone,  thereby  aiding  osteoblastic 
proliferations.  This  same  clot  also  aids  very 
materially  in  hastening  repair  in  the  soft  tissues. 
This  method,  if  used  for  a  period  of  thirty  minutes 
daily,  commencing  immediately  after  the  injury 
or  operation,  would  probably  reduce  the  period  of 
disability  and  convalescence  about  50  per  cent. 

For  more  than  ten  years  the  author  has  been 
using  hyperaemia  as  a  routine  treatment  in  all  his 
thoracotomies  for  empyema.  There  is  rapid  and 
effective  emptying  of  the  chest  cavity  of  pus  and 
blood,  which  is  accomplished  through  a  medium- 
sized  opening,  early  and  successful  expansion  of  the 
lung  as  demonstrated  by  the  rontgen  ray,  and  early 
closing  of  the  drainage  site  and  the  absence  of  post- 
operative sinuses  with  their  annoying  complications. 
These  all  make  for  an  extremely  short  convalescence. 

So  long  as  the  patient  is  comfortable  and  suffers 
no  pain  while  suction  is  being  used,  no  harm  will 
come  from  the  negative  pressure  in  the  pneumo- 
thorax cavity.  Edward  L.  Cornell. 

ASEPTIC  AND  ANTISEPTIC  SURGERY 

Keilty,  R.  A.,  and  Packer,  J.  E.:  Experimental 
Studies  of  Various  Antiseptic  Substances  for 
Use  in  Treatment  of  Wounds.  J .  Am.  M.  Ass., 
1915,  Ixiv,  2123. 

The  organisms  used  in  the  authors'  work  were 
the  staphylococcus  aureus,  streptococcus  pyogenes, 
and  bacillus  coli.  Their  technique  is  fully  described 
and  the  following  conclusions  reached: 

I.  The  method  as  outlined  by  Cheyne  offers  an 
excellent  means  for  the  study,  experimentally,  of 
the  diffusibility  and  antiseptic  power  of  drugs. 
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2.  The  results  obtained  as  to  the  value  of  well- 
known  remedies  are  confirmatory  in  some  cases 
and  startling  in  others. 

3.  The  phenol  group  and  thymol  give  the  best 
results  as  far  as  the  authors'  experience  went. 

4.  They  are  able  to  recommend  an  ointment 
composed  of  a  base,  castor  oil,  70  parts,  white  wax. 
20  parts,  spermaceti,  10  parts,  with  tricresol  and 
thymol,  10  per  cent  each.  Lanolin  and  wax  may 
be  used,  but  the  vegetable  base  has  some  advan- 
tages. 

5.  These  results  are  experimental  and  must  be 
borne  out  by  clinical  application.  This  the  authors 
hope  to  do  and  report  in  the  near  future. 

6.  The  only  drawback  is  the  possibility  of  toxic 
effects,  and  this  may  be  overcome  by  cautious  usage 
in  the  amount  applied  and  the  interval  between 
dressings. 

7.  This  paste  has  a  wide  range  in  civil  life  as  well 
as  in  war  and  should  prove  more  effective  than  those 
of  common  usage  because  of  the  increased  per- 
centages of  the  drug. 

8.  At  the  same  time,  the  principle  of  the  large 
dose  is  to  establish  at  once,  or  to  maintain,  an  asepsis 
in  a  wound  until  ideal  conditions  for  surgical  treat- 
ment are  available.  Edward  L.  Cornell. 

ANESTHETICS 

Brenizer,  A.  G.:  Scopolamine-Morphine-Cocaine 
Anaesthesia  in  Surgery.  N.  Y.  M.  J.,  1915,  ci, 
1215. 

Crile's  investigations  on  shock  revealing  the 
similarity  of  the  damage  done  the  central  nerv- 
ous system  by  surgical  operation  and  by  mere 
exhaustion,  led  to  his  theory  of  anaesthesia  with 
anoci-association,  a  combination  to  provide  the 
advantages  of  (i)  psychic  depression  by  pre- 
liminary hypodermatics,  (2)  general  anaesthesia 
by  nitrous  oxide,  and  (3)  local  analgesia  by  cocaine 
injections. 

Adopting  as  a  basis  Crile's  theories,  Brenizer 
modifies  the  method  to  the  extent  of  using  no 
general  anaesthetic,  depending  alone  upon  scopola- 
mine as  a  psychic  depressant,  morphine  as  a  general 
analgesic,  and  cocaine  as  a  local  analgesic.  Adju- 
vant to  the  cocaine  injections  he  uses  large  quanti- 
ties of  salt  solution,  as  in  the  Schleich  method  of 
local  anaesthesia.  In  his  opinion,  scopolamine  as  a 
hypnotic  differs  from  opium  and  members  of  the 
methane  series,  in  that  the  sleep  is  more  nearly 
natural  (even  if  less  reliable),  which  makes  it 
valuable  for  its  psychic  effect,  1/120  of  a  gr. 
being  generally  sufficient,  though  it  is  not  very 
dangerous — a  man  has  recovered  from  }4  gr.  without 
harm  and  7^^  gr.  failed  to  kill  a  small  cat.  Small 
doses  with  proper  intervals  are  preferable  to  one 
large  dose.  The  large  doses  do  not  cause  deeper 
sleep,  but  give  rise  to  delirium  and  excitement 
similar  to  that  produced  by  atropine.  Scopolamine 
also  diminishes  the  secretion  of  saliva  and  mucus. 
(Morphine    and    ether,    he    says,    stimulate    these 


secretions.)  He  thinks  also  that  it  may  cause 
a  decrease  in  thyroid  secretion;  hence  its  par- 
ticular advantage  in  goiter  in  which  the  above 
advantages  (cerebral  depression,  diminution  of 
saliva  and  mucus,  and  slow  quiet  respiration)  are 
important. 

Morphine,  used  as  a  general  analgesic,  has  a  more 
extended  action  on  the  central  nervous  system  than 
scopolamine,  its  effect  upon  motor  function  being 
due  not  to  direct,  but  indirect  action,  through 
lessened  sensibility  of  the  sensorium.  Cocaine 
used  as  a  local  analgesic  has  a  stimulating  action 
upon  the  central  nervous  system,  but  this  effect 
is  counteracted  by  scopolamine  and  morphine, 
combined  with  which  it  may  be  used  in  large 
doses.  Susceptibility  to  it  is  variable  and  demands 
care. 

Schleich's  method  of  local  anaesthesia,  using  a 
large  volume  of  salt  solution,  but  a  minute  dose  of 
cocaine  (3/10  gr.  in  200  ccm.  of  solution)  proved 
the  anaesthesia  to  be  produced  by  pressure  of  the 
fluid,  and  not  entirely  by  the  drug  action.  Salt 
solution  alone,  even  0.8  per  cent,  produced  local 
anaesthesia  and  Heinze  showed  that  the  morphine 
in  Schleich's  original  fluid  was  superfluous,  having 
no  peripheral  action  on  nerves.  The  solution  has 
additional  value  in  accentuating  the  anaesthesia  as 
injected  into  the  muscles.  They  are  relaxed  by 
means  of  the  pressure  breaking  the  contact  of  nerve- 
ending  and  muscle-fiber.  He  quotes  authorities 
to  show  that  major  operations  were  done  before  1899 
with  local  anaesthesia  only.  Later  developments 
reduced  the  dose  of  the  drugs  without  making  the 
addition  of  ether  necessary.  One  death  was  re- 
corded, from  failure  of  respiration.  Kronig  pointed 
out  that  troubles  in  respiration  reported  by  some 
are  due  to  the  morphine  and  not  the  scopolamine. 
He  uses  i/ioo  gr.  scopolamine,  one  and  one-half 
hours  before  operation,  and  a  half  hour  later  i/ioo 
gr.  scopolamine,  and  }i  gr.  morphine,  one-half  hour 
later  he  repeats  the  dose  of  scopolamine  and  mor- 
phine. This  makes  a  total  of  3/100  gr.  scopola- 
mine and  }i  gr.  morphine.  Occasionally  this  third 
injection  can  be  omitted.  Blood-pressure  is  some- 
what lowered.  The  sleep  that  ensues  is  unbroken 
by  moving  to  the  operating  room  if  this  be  quietly 
done.  The  patient  has  no  recollection  of  the  opera- 
tion. In  about  15  per  cent  of  cases  the  action  is 
incomplete.  In  about  5  per  cent  the  patient  is 
restless  and  fretful  with  memory  only  disturbed. 
Only  this  5  per  cent  demand  ether.  The  structures 
are  infiltrated  with  20  ccm.  of  cocaine,  i/iooo,  in 
normal  salt  solution,  the  amount  rarely  exceeding 
150  ccm.  Emphasis  is  put  upon  the  observation 
that  in  cases  demanding  ether,  say  10  per  cent, 
the  amount  needed  is  very  small,  not  over  a  few 
drams,  with  very  marked  lack  of  the  undesirable 
effects  following  large  doses  of  ether  alone. 

Abdominal  distention  is  perhaps  greater  after 
scopolamine  and  morphine,  than  after  ether  alone, 
but  cocaine  by  its  stimulating  action  counteracts  in- 
testinal paresis,  and  pituitrin  will  aid  peristalsis  and 
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muscular  tone.  He  enumerates  the  kind  of  opera- 
tions done  by  the  method,  including  head,  neck, 
thyroidectomies,  chest,  abdomen,  hernias,  inguinal, 
femoral,  and  ventral,  vagina,  perineum,  extremities. 
For  mere  examinations  he  recommends  half  the  dose. 
Summarizing,  the  following  points  are  to  be 
noted:  (i)  The  injection  is  made  one  and  one-half 
hours  before  operating.  (2)  The  patient  is  very 
gently  moved.  (3)  The  patient  is  undisturbed  by 
the  cocaine  injections.  (4)  The  breathing  is  quiet, 
not  rough  and  snoring.  (5)  There  is  no  trouble 
from  secretion  of  mucus  and  saliva.  Vomiting  is 
rare.  (6)  Any  depressant  action  on  the  thyroid 
is  an  advantage  in  goiter  operations.  (7)  The 
after-effects  are  nil.  (8)  After-pain  in  the  wound  is 
diminished.  (9)  Shock  is  absent.  (10)  Insuf- 
ficient local  analgesia  or  muscular  relaxation  can 
be  overcome  by  injections  of  large  quantities  of 
salt  solution  with  a  minute  dose  of  cocaine. 

F.   W.  PiNNEO. 

Boldt,  H.  J.:  Spinal  An  sesthesia  (SpinaleAnasthesie). 
Zeiitralbl.  f.  Gyndk.,  1915,  xxxix,  337. 

Boldt  believes  that  since  the  introduction  of 
novocaine,  spinal  anaesthesia  may  advantageously 
be  used  to  replace  inhalation  anaesthesia  in  many 
cases,  particularly  in  patients  with  respiratory, 
kidney,  or  heart  disease,  degeneration  of  the  heart 
muscle,  obesity,  and  diabetes.  Since  using  novo- 
caine he  has  never  had  any  serious  by-eflfects.  No 
deaths  have  been  reported  from  the  use  of  novo- 
caine. The  headache,  temporary  paralysis,  etc.,  re- 
ported by  some  authors,  he  thinks  is  due  to  defec- 
tive technique.  Since  he  has  adopted  the  plan 
of  removing  }4  to  i  ccm.  more  of  fluid  from  the 
spinal  canal  than  he  injects  and  very  carefully  re- 
moving the  iodine  from  the  site  of  the  injection 
with  alcohol  he  has  had  no  trouble  from  headaches. 
He  gives  a  10  per  cent  solution  of  novocaine-supra- 
renin.  When  a  weaker  solution  was  used  he  has 
sometimes  had  to  supplement  the  anaesthesia  with 
ether.  Enough  morphine  and  scopolamine  are 
.given  before  the  operation  to  keep  the  patient  in 
twilight  sleep  during  the  operation.  A.  Goss. 


Adam,  L.:  Local  Anaesthesia  of  the  Abdominal 
Cavity  (t)ber  die  Aniisthesicrung  der  Bauchhohle). 
Deutsche  Zlschr.  f.  Chir.,  1915,  cxxxiii,  i. 

Adam  reviews  the  previous  work  in  local  an- 
aesthesia for  abdominal  operations  and  describes 
that  done  at  Prof.  Bollinger's  clinic  in  Budapest. 
Experiments  have  shown  that  the  intestine,  stom- 
ach, and  other  abdominal  organs  are  not  sensitive, 
but  that  to  operate  without  pain  it  is  necessary  to  an- 
aesthetize the  skin,  the  layers  of  the  abdominal  wall, 
the  parietal  peritoneum,  and  the  lesser  omentum. 

To  anaesthetize  the  whole  abdomen  and  pelvis, 
the  intercostal  nerves  and  the  communicating 
branches  from  the  fifth  dorsal  to  the  third  lumbar 
vertebrae  must  be  injected.  The  technique  is 
described  with  an  illustration  and  a  diagram  of  the 
position  of  the  nerves.  One  per  cent  novocaine 
was  used  as  the  anaesthetic.  It  was  used  in  18 
cases  of  cholecystectomy,  95  of  appendicitis,  30  of 
umbilical  hernia,  7  of  epigastric  and  abdominal 
hernia,  2  of  cyst  of  the  pancreas,  i  of  extirpation 
of  the  spleen,  2  of  cholecystenterostomy,  2  of  gun- 
shot wounds  of  the  abdomen,  and  18  exploratory 
laparotomies.  In  only  a  few  cases  was  it  necessary 
to  resort  to  inhalation  anaesthesia.  There  were  un- 
pleasant by-effects  in  only  3  cases.  One  patient 
had  hysterical  spasms  after  the  first  injection  so  that 
the  operation  had  to  be  postponed;  2  became  very 
pale  and  the  pulse  ran  up  to  120,  but  they  were 
normal  by  the  end  of  the  operation. 

This  method  has  several  advantages  over  inhala- 
tion anaesthesia;  the  patients  do  not  feel  the  de- 
pression that  they  do  after  general  anaesthesia; 
vomiting  is  rare  and  is  never  so  severe  or  prolonged 
as  in  general  anaesthesia;  there  is  never  dilatation  of 
the  stomach  or  aspiration  pneumonia.  Some 
operators  object  to  the  method  because  of  the  great 
number  of  injections  and  the  large  amount  of  the 
anaesthetic  necessary,  but  these  objections  can 
doubtless  be  overcome  to  a  great  extent  by  a  closer 
study  of  the  innervation  of  the  regions  affected  and 
by  improved  technique.  The  work  that  has  already 
been  done  proves  that  local  anaesthesia  in  abdominal 
operations  is  quite  feasible.  A.  Goss. 
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Frazier,    C.    H.:     Operative    Treatment    of    Head 
Injuries.     Internal.  J.  Surg.,  1915,  xxviii,  183. 

The  author  regards  contusion  as  a  lesion  without 
any  demonstrable  injury  to  the  cerebral  structures. 
The  symptoms,  therefore,  must  of  necessity  be 
transitory  if  not  immediately  fatal;  hence  surgical 
intervention  is  not  indicated  in  this  condition.  If 
following  an  injury  to  the  brain  the  symptoms  per- 
sist beyond  immediate  shock,  the  condition  is  one 
of  contusion,  presenting  a  definite  pathological 
lesion. 


Frazier  divides  the  latter  injury  into  four  groups 
as  follows : 

1.  Slight  injury  in  which  recovery  is  certain 
without  operation. 

2.  Damage  to  the  brain  so  great  that  death  is 
unavoidable.  An  important  diagnostic  point  in 
this  group  is  the  high  temperature,  ranging  from 
102°  to  105°.  A  rapidly  rising  temperature  is  al- 
ways indicative  of  a  serious  central  lesion. 

3.  Conditions  that  while  serious  do  not  threaten 
life. 

4.  The  condition  in  which  the  patient  survives 
the  immediate  period  of  shock,  followed  by  symp- 
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toms  of  intracranial  tension,  becoming  progressively 
more  serious. 

The  author  believes  that  subtemporal  decom- 
pression should  be  reserved  for  the  last  group  only 
where  there  is  danger  that  the  increasing  tension 
will  overwhelm  the  vital  centers.  He  recommends 
lumbar  puncture  from  a  diagnostic  standpoint,  in 
that  the  presence  of  blood-stained  cerebrospinal 
fluid  indicates  definite  pathology;  also  from  a 
therapeutic  standpoint  to  reduce  intracranial  ten- 
sion. He  protests  against  the  common  practice  of 
discarding  depressed  fragments.  He  thinks  they 
should  be  thoroughly  cleansed  in  warm  saline  solu- 
tion, broken  up  in  small  fragments,  and  immediately 
re-implanted.  This  is  followed  less  frequently  by 
epilepsy  than  where  the  cranial  defect  is  left.  He 
recommends  the  examination  of  the  eye-grounds  to 
determine  the  extension  of  intracranial  tension.  He 
does  not  discuss  the  operative  technique.  A 
guarded  prognosis  should  always  be  given,  and  a 
prolonged  period  of  physical  and  mental  rest  ad- 
vised. Henry  J.  Van  den  Berg. 

Gilmer,  T.  L.:  Resection  of  the  Bone  for  Protru- 
sion of  the  Mandible.  Surg.,  Gynec.  &"  Obst., 
1915,  XX,  735- 

The  operative  procedure  was  as  follows:  Casts 
of  both  jaws  were  made,  also  radiographs  for  each 
side  of  the  mandible.  From  these  the  size  and 
shape  of  the  segments  of  bone  to  be  removed  to 
correct  the  deformity  were  calculated. 

The  bone  was  exposed  at  the  angle.  Two-thirds 
of  the  incision  in  the  bone  just  back  of  the  angle 
from  the  base  upward  was  made  with  a  circular 
saw;  holes  were  then  drilled  in  the  bone  anterior 
and  posterior  to  the  incisions  and  heavy  silver 
wires  inserted  in  the  holes.  The  remaining  uncut 
portion  of  the  bone  was  removed  by  a  rongeur  and 
chisels. 

Previous  to  the  administration  of  the  anaesthetic, 
bands  were  fitted  to  two  of  the  teeth  on  each  side, 
above  and  below.  The  two  bands  on  each  jaw  were 
connected  by  bars  being  soldered  to  them,  and  the 
bands  were  cemented  to  the  teeth.  After  removal 
of  the  segments  the  teeth  were  occluded  and  the 
bars  of  the  lower  jaw  lashed  to  those  of  the  upper. 
The  heavy  wires  passed  through  the  bone  were  then 
twisted,  drawing  the  two  ends  of  the  bone  into 
close  apposition,  the  ends  being  smoothed  and  bent 
down.  The  soft  tissues  were  then  approximated. 
Since  no  opening  was  made  in  the  mouth  there  was 
no  infection,  therefore  there  was  primary  union  of 
both  bone  and  soft  tissue .  The  bands  and  wire 
lashings  were  removed  in  six  weeks  with  perfect 
union.     The  result  was  perfect. 

Miiller,  P.:  Covering  Gaps  in  the  Skull  with  Bone 
from  the  Sternum  (Dcckung  von  Schadeldefek- 
ten  aus  dcm  Sternum).  Zcntralbl.  f.  Chir.,  1915, 
xlii,  409. 

Bone  is  undoubtedly  the  best  substance  for 
repairing   defects   in   the   skull.     The   sternum   is 


well  adapted  for  this  purpose  because  it  is  easily 
accessible,  the  bone  is  spongy  and  a  piece  of  the 
desired  size  and  shape  can  easily  be  removed. 
Miiller  describes  two  cases  in  which  he  has  made 
use  of  it.  One  was  a  small  gap  and  the  dura  was 
not  injured.  Within  a  month  the  new  bone  had 
grown  fast  to  the  skull  bone  and  the  patient  was 
discharged  completely  cured.  The  second  was 
larger  and  the  dura  was  destroyed.  A  flap  of  fat 
from  above  the  sternum  was  used  as  a  substitute 
for  the  dura;  the  bone  flap  from  the  sternum  was 
applied  with  the  periosteum  outward.  The  bone 
flaps  were  cut  to  fit  the  gap  exactly  so  it  was  not 
necessary  to  fasten  them  in  place.  The  bone  was 
flexible  enough  so  that  it  could  be  bent  to  conform 
to  the  shape  of  the  skull.  The  wound  healed  by 
first  intention.  Both  operations  were  performed 
under  local  anaesthesia,  and  the  results  were  so 
satisfactory  that  he  commends  the  method  for 
further  use.  A.  Goss. 

Duval,  P. :  Three  Cases  in  Which  Metal  Plates  Were 
Used  to  Repair  Skull  Defects  (Reparations  des 
partes  osseuses  craniennes  dans  les  plaies  de  guerre. 
Trois  cas  de  prothese  cranienne  par  plaques  metalli- 
ques).  Bull,  et  mim.  Soc.  de  chir.  de  Par.,  1915,  xli, 
1228. 

Duval  gives  the  histories  of  three  cases  in  which 
he  used  metal  plates  to  fill  in  gaps  in  the  skull 
created  by  gunshot  injuries.  The  results  were 
excellent  in  all  the  cases  and  the  brain  is  perfectly 
protected.  The  defects  were  extremely  large;  in 
one  case  9.5  by  7.5  cm.,  involving  the  whole  tem- 
poral region  and  extending  down  to  the  base  of  the 
skull. 

In  two  of  the  cases  there  was  cicatricial  tissue 
involving  the  skin,  dura  mater,  and  cortex.  He  used 
aluminum  plates  0.4  mm.  thick;  these  were  used 
simply  because  they  were  the  only  thing  at  hand. 
There  will  be  some  degree  of '  absorption  from  these 
plates,  and  it  might  have  been  better  to  use  some 
other  metal,  from  which  there  would  have  been  no 
absorption.  He  cut  the  metal  plates  in  the  shape 
of  the  wound  and  left  little  projections,  which  were 
pushed  in  between  the  tables  of  the  skull.  The 
technique  is  very  simple  and  does  not  require  any 
special  instruments,  which  is  a  great  advantage  in 
military  surgery.  He  thinks  it  is  the  best  method 
for  repairing  loss  of  substance  in  the  skull. 

A.  Goss. 

Ayer,  W.   D.:    The  Pathology  of  Brain  Tumors. 

Albany  M.  Ann.,  1915,  xxxvi,  219. 

Ayer  gives  a  list  of  the  tumors  found  in  the  brain, 
their  relative  frequency,  origin,  pathological  nature, 
and  characteristics.  He  says  almost  every  form  of 
new-growth  may  occur  in  the  cranial  cavity.  Tu- 
berculoma and  gumma  are  inflammatory  in  nature 
or  are  infectious  granulomata  and  not  true  tumors. 
Glioma  is  the  most  common  type  of  true  tumors. 
The  records  of  the  Bender  Hygienic  Laboratory  of 
Albany  show  a  series  of  28  brain  tumors:   12  glioma. 
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5  sarcomata,  i  endothelioma,  i  tuberculoma,  3 
gummata,  2  cholesteatomata,  i  psammoma,  i 
carcinoma,  and  2  lipomata,  which  corresponds 
with  reports  he  gives  from  the  National  Hospital, 
London,  and  from  Cushing's  operative  cases. 

He  defines  tumor  as  a  new  formation  of  cells 
possessing  the  various  characteristics  of  the  cells 
from  which  it  arises  and  tends  to  proliferate  con- 
tinuously and  without  control.  He  then  gives  the 
various  characteristics  of  the  tumors.  Glioma  is 
rarely  sharply  circumscribed,  but  merges  imper- 
ceptibly into  the  brain  tissue  which  makes  it  often 
unfavorable  for  operative  removal.  Of  the  12 
gliomata,  3  are  given  as  of  the  parietal  lobe,  2  frontal, 
2  cerebellar,  and  5  in  the  basal  ganglia.  Sarcoma 
is  more  apt  to  be  encapsulated  and  firm,  and  to 
compress  and  indent  the  brain  tissue,  thus  being 
more  favorable  for  operation.  Of  the  4  reported 
cerebral  sarcomata,  3  were  primary  and  i  secondary. 
He  says  as  a  brain  condition  endothelioma  most 
commonly  occurs  as  a  circumscribed  growth  in 
the  dura  mater.  Syphiloma,  or  gumma,  is  most 
often  found  at  the  base  of  the  brain,  and  with  symp- 
toms pointing  to  a  tumor  at  this  location  one  should 
suspect  such  a  tumor.  The  frontal  and  parietal 
regions  are  the  next  most  frequent  locations.  The 
pia-arachnoid  is  primarily  involved  with  extensions 
into  the  cortex.  Because  of  the  slowness  of  absorp- 
tion of  this  granulation  tissue  by  therapeutic  means, 
operative  removal  of  accessible  gummata  may  be 
indicated.  Carcinoma  is  always  a  secondary  or 
metastatic  tumor  in  the  brain.  Tumors  of  the 
pituitary  and  pineal  gland  usually  occur  as  simple 
hypertrophies  or  adenomata. 

The  characteristic  appearance  of  a  brain  with  a 
tumor  is:  increased  intensity  of  the  membranes, 
flattening  of  the  convolutions  through  pressure, 
and  a  distention  of  the  ventricles  with  fluid,  asym- 
metry of  the  two  hemispheres  with  increased  re- 
sistance over  the  affected  side,  and  increased  weight. 

Tumors  may  be  found  in  any  part  of  the  brain 
and  at  any  age.  The  symptoms  depend  almost 
entirely  upon  its  location,  size,  and  the  amount  of 
atrophied  and  destroyed  brain  tissue.  Only  a  very 
small  proportion  afford  a  favorable  field  for  surgical 
intervention.  Carl  R.  Steinke. 

Pollock,  L.   J.:    Tumor  of  the  Third  Ventricle. 

/.  Am.  M.  Ass.,  1915,  Ixiv,  1903. 

Tumors  of  the  third  ventricle  are  divided  into 
three  symptomatic  groups:  (i)  tumor  of  moderate 
size  situated  in  the  floor  of  the  third  ventricle, 
presenting  symptoms  of  internal  hydrocephalus; 
(2)  small  movable  tumors  so  situated  as  to  obstruct 
the  foramen  of  Munro  —  these  are  very  rare,  only 
one  case  having  been  observed;  (3)  tumors  which 
either  extend  into  the  aqueduct  of  Sylvius,  or  exert 
pressure  on  the  posterior  portions  of  the  cerebral 
peduncles  and  pons  and  give  rise  to  (a)  disturbance 
of  ocular  movements,  (b)  large  pupils,  (c)  pro- 
truding eyeballs  and  general  symptoms  of  tumor 
cerebri. 


Pollock,  reports  the  case  of  a  female,  aged  48,  a 
dressmaker,  whose  family  and  past  history  were 
negative.  Eight  months  previous  her  memory  be- 
came defective.  She  became  stuporous  and  som- 
nolent; was  careless  of  her  appearance,  untidy, 
and  filthy.  She  was  troubled  with  dizziness  and 
headache,  and  she  lost  in  weight. 

Physical  examination  was  negative  with  the 
exception  of  high  tension  pulse.  The  urine  showed 
a  trace  of  albumin,  pus  and  blood-cells,  but  no 
sugar. 

Neurological  examination  showed  that  the  patient 
stood  with  lordosis,  swayed  in  the  Romberg  position, 
her  gait  was  shuffling,  toes  pointed  outward,  and 
she  walked  with  short  increasing  steps.  The  facial 
muscles  were  normal;  there  was  no  ocular  paresis, 
nystagmus,  or  exophthalmos.  Her  articulation  was 
defective  and  slurring. 

Passive  movements  showed  a  general  increase 
of  resistance.  There  was  a  slight  tremor  of  the 
fingers,  more  pronounced  on  the  right  side. 

Coordination  tests  were  normal.  Pain  and  touch, 
heat  and  cold  sensations  were  not  well  responded  to. 

The  eye  reflexes  were  normal,  epigastric  and  ab- 
dominal present  on  the  left,  absent  on  the  right. 
The  Gordon  sign  was  absent;  knee  jerks,  increased; 
bilateral  ankle  clonus  present. 

The  special  senses  were  normal  with  the  exception 
of  a  slight  derangement  in  taste. 

Noguchi  and  Nonne-Apelt  tests  of  cerebrospinal 
fluid  were  negative,  but  the  Fehling  test  was  strongly 
positive. 

The  patient  was  passive,  took  no  interest  in  sur- 
roundings, and  did  nothing  spontaneously.  She 
was  entirely  disoriented,  retained  no  memory,  but 
had  no  sense  of  falsification  or  delusional  trend. 
She  showed  extreme  mental  dilapidation,  but  was 
without  localization  signs. 

All  the  symptoms  gradually  increased  and  weak- 
ness became  more  profound  until  death  occurred 
four  months  later. 

Post-mortem  examination  of  the  brain  showed  a 
tumor  of  the  third  ventricle,  composed  of  encysted 
colloid  growth,  occluding  the  foramen  of  Munro  on 
the  right  side,  and  partially  entering  the  left  lateral 
ventricle.  It  compressed  the  right  optic  thalamus 
and  dragged  the  septum  lucidum  and  fornix  to  the 
right,  separated  the  corpora  albicantia  and  rested 
on  the  infundibulum,  but  did  not  press  on  the  red 
nucleus  or  pineal  gland.  The  choroid  plexus  of 
both  sides  were  cystic. 

Microscopically  the  tumor  consisted  of  an  en- 
capsulated colloid  cyst  originating  from  a  glioma. 

This  case  falls  into  the  third  group  of  Weisen- 
burg's  classification.  P.  M.  Chase. 

RansohofF,  J.:  The   Status   of   Cerebral  Surgery. 

Lancet-Clin.,  1915,  cxiii,  537. 

The  author  concerns  himself  with  a  discussion 
of  the  different  diagnostic  and  operative  methods 
as  used  in  cerebral  injuries,  drawing  his  conclusions 
from  his  experience. 
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In  this  field,  belwccn  what  is  sought  and  what  is 
found  there  is  very  often  the  greatest  discrepancy. 
Moreover,  though  trephining,  per  sc,  is  a  simple 
operation,  yet  the  immediate  and  remote  results 
often  are  astonishing.  The  author  cites  a  death 
which  occurred  on  the  table  from  uncontrollable 
bleeding  from  large  diploic  veins,  and  one  occurring 
three  years  after  a  trephine  with  uneventful  recov- 
ery from  an  abscess  under  the  area  trephined. 

Ransohoff  objects  to  the  modern  tendency  of 
decompressing  every  cerebral  injury,  as  being 
unwarranted.  He  also  shows  that  in  200  cases 
37  per  cent  of  the  fatal  ones  died  within  6  hours 
or  less,  and  56  per  cent  within  the  first  twelve  hours. 
He  does  not  recall,  except  in  one  or  two  instances, 
where  operation  helped  when  the  case  seemed 
hopeless.  Repeated  lumbar  punctures,  however, 
are  advised  in  these  cases. 

In  those  cases  where  consciousness  is  not  lost, 
or  there  is  a  mild  degree  of  coma  and  no  grave 
intracranial  trauma  is  indicated,  operation  is  not 
advised  unless  pressure  or  distinct  localizing 
symptoms  supervene.  Eighty  per  cent  recover 
without  operation.  In  those  showing  increased 
pressure  symptoms,  however,  decompression  will 
save  a  considerable  proportion. 

As  regards  the  location  of  the  trephine,  the  most 
common  situation  and  the  one  oftenest  indicated 
is  in  the  subtemporal  region. 

In  the  cases  of  abscesses,  sinusitic  or  otitic  in 
origin,  the  otologist  is  far  better  than  the  general 
surgeon.  In  cerebral  abscesses,  recovery  is  likely 
if  they  are  meningeal  or  meningocortical;  death  if 
they  are  deep-seated. 

In  the  author's  judgment,  trephining  for  brain 
tumors  has  proved  a  disappointment.  With  some 
few  exceptions,  failures  to  find  the  growth  outnumber 
the  successes.  This  is  probably  due  to  the  lateness 
in  time  of  their  study  by  competent  hands,  as  the 
important  symptoms  are  the  early  ones  which 
later  on  are  masked  by  those  of  increased  tension; 
also  to  the  fact  that  the  majority  of  growths  are 
gliomata,  which  as  Virchow  puts  it,  "simply  look 
like  overgrown  convolutions." 

Even  with  the  removal  of  the  tumor,  excepting 
the  acoustic  area  and  the  hypophysis,  the  end- 
results  are  not  satisfactory.  Ransohoff  quotes 
three  of  his  cases  to  show  what  the  outcome  is,  as  a 
rule. 

In  the  case  of  cysts  of  the  brain,  often  the  diag- 
nosis even  at  operation  is  so  obscure  that  there  is 
no  united  opinion  as  to  the  real  condition. 

The  author  doubts  very  much  that  the  brain  is 
as  innocuous  to  puncture  and  exploration  as  it  is 
supposed  to  be.  It  is  well  shown  by  the  statistics 
of  operations  for  brain  tumors  that  the  fatality  grows 
with  the  difficulties  of  locating  the  growth.  Haem- 
orrhage and  secondary  softening  invariably  follow 
any  exploration  of  brain  substance. 

With  the  exception  of  Gushing,  who  lately  re- 
ported 16  deaths  in  136  operations  for  brain  tumors, 
the  mortality  runs  from  38  to  55  per  cent. 


Although  the  majority  of  men  favor  the  two-stage 
operation,  the  second  stage  under  local  anaesthesia. 
Gushing  and  Horsley  remain  antagonistic  to  it. 
The  advantage  of  the  two-stage  operation  lies  in 
the  fact  that  the  trephine  alone  relieves  the  symp- 
toms greatly,  and  the  local  anaesthesia  in  the  second 
stage  prevents  disturbance  of  the  cortical  circulation. 

In  conclusion  the  author  gives  a  short  discussion 
of  generalized  idiopathic  epilepsy  from  a  surgical 
standpoint  and  states  that  it  is  his  belief  that 
surgery  has  very  little  to  offer  in  this  field.  The 
idea  that  this  epilepsy  is  due  to  a  toxin  the  author 
believes  very  unlikely.  However,  further  study  on 
the  brain  along  surgical  lines  is  advocated. 

Phillips  M.  Chase. 

NECK 

Mayo,  C.  H.,  and  Plummer,  H.  S.:    Goiter  and 
Life  Expectancy.    Lancet-Clin.,    1915,   cxiii,   649. 

The  authors  believe  that  the  only  reason  for  total 
removal  of  the  thyroid  is  malignant  degeneration,  a 
condition  occurring  in  less  than  one  per  cent  of  the 
operations  on  more  than  1,300  new  cases  of  goiter 
seen  in  the  Mayo  Glinic  in  19 14.  The  pressure  of 
simple  goiter  in  the  intrathoracic  or  substernal 
region  may  endanger  life.  Simple  goiters  are  sub- 
ject to  degenerations,  fibrous,  cystic,  or  calcareous. 
A  change  may  occur  which  produces  symptoms  like 
the  worst  features  of  exophthalmic  goiter  and  more 
unfavorable  as  the  degenerations  are  terminal. 
The  intoxications  from  non-hyperplastic  goiters  may 
be  divided  into  (i)  those  in  which  cardiac  toxin  pre- 
dominates,  (2)   those  simulating  Graves'   disease. 

The  patients  in  the  series  gave  a  history  of  having 
first  noted  their  goiter  at  the  average  age  of  22  and 
the  evidence  of  intoxication  at  the  average  age  of 
36.5.  The  corresponding  ages  for  hyperplastic 
goiter  were  32  and  32.9.  An  oversecretion  of  the 
thyroid  occurs  in  exophthalmic  goiter  as  is  evidenced 
by  the  ever  present  hyperplasia.  The  excess  of  se- 
cretion may  produce  the  following  symptoms: 
cerebral  stimulation,  vasomotor  disturbances  of  the 
skin,  tremor,  mental  irritability,  tachycardia,  loss 
of  strength,  cardiac  insufficiency,  exophthalmos, 
diarrhoea,  vomiting,  mental  depression,  and  jaun- 
dice. Some  patients  die  in  the  first  months,  a 
slightly  larger  number  in  the  latter  half  of  the  first 
year.  Operations  often  aided  by  medical  treatment 
cure  about  70  per  cent  of  exophthalmic  goiters 
and  notably  improve  about  16  per  cent  more.  The 
progress  of  the  disease  is  checked  in  4  or  5  per  cent 
of  patients  operated  on  after  the  degeneration  of 
the  essential  organs  has  become  permanent.  The 
immediate  mortality  in  exophthalmic  goiter  may  be 
placed  at  about  3  per  cent.  Two  hundred  seventy- 
eight  consecutive  patients  were  operated  on  at  the 
Mayo  Glinic  without  a  death.  The  mortality  in 
simple  goiter  is  neghgible,  in  degenerating  simple 
goiter  at  least  2  per  cent  higher  than  in  exophthal- 
mic goiter.  There  are  relapses  in  about  10  per  cent 
of  both  exophthalmic  and  degenerating  simple  goiter. 
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Blair,  V.  P. :     Indications  for  Operative  Interference 
in  Goiter.    J .  Am.  M.  Ass.,  1915,  Ixiv,  1896. 

The  author  gives  a  brief  resume  of  the  goiter 
problem,  with  operative  indications  in  the  difTerent 
groups  of  cases. 

Cioiters  cause  trouble  by  mechanical  pressure  and 
intoxication,  either  of  which  may  be  very  acute  or 
very  insidious.  Although  all  goiters  giving  symp- 
toms of  intoxication  have  been  grouped  under 
"exophthalmic,"  later  writers  have  divided  this 
group  into  (i)  true  exophthalmic  and  (2)  toxic, 
simple  goiters.  The  former  showing  true  hyperplasia 
and  50  per  cent  exophthalmos,  the  latter  never. 

Goiters  are  now  divided  clinically  into  (i)  true 
exophthalmic;  (2)  toxic,  simple;  (3)  non-toxic, 
simple;  (4)  simple;  (5)  inflamed;  (6)  malignant. 

Kocher  first  advocated  partial  excision  of  the 
thyroid  in  the  exophthalmic,  and  today  this  prin- 
ciple is  generally  accepted.  There  is  always  a 
proportionate  reduction  of  the  toxicity. 

Failures  are  due  to  (i)  mistaken  diagnosis;  (2) 
"burnt  out"  goiters  with  permanent  degenerative 
changes;  (3)  removal  of  an  insufficient  amount  of 
thyroid  tissue.  Blair  recommends  the  initial 
removal  of  a  lobe  and  a  half. 

Operation  at  the  height  of  a  crisis  is  inadvisable, 
and  the  crisis  should  be  tided  over  by  galvanism,  or 
ligation  of  arteries,  until  a  subsidence  of  the  active 
toxic  symptoms. 

The  role  of  the  thymus  in  goiter,  the  author  be- 
lieves, is  at  present  an  open  question.  Prominent 
operators  are  found  on  both  sides  of  the  question. 

Toxic,  simple  goiters  are  to  be  treated  by  ex- 
cision of  the  more  evidently  diseased  parts  of  the 
gland.  Results  of  radical  operation  are  usually 
excellent,  but  care  must  be  taken  to  make  an  exact 
diagnosis.  This  also  applies  to  the  true  exophthal- 
mic group. 

Only  the  ordinary  adolescent,  and  certain  non- 
degenerating,  colloid  goiters  of  the  non-toxic,  simple 
group  are  amenable  to  medical  treatment.  Surgery 
should  be  applied  only  in  exceptional  instances; 
i.e.,  pressure,  interference  with  recurrent  nerve, 
rapid  growth,  substernal  growths,  and  pain. 

Malignant  goiters,  if  movable,  should  be  removed, 
but  the  diagnosis  is  usually  made  post-operative. 


In  pregnancy,  with  exophthalmic  goiter,  either 
death  or  spontaneous  recovery  is  likely  to  occur 
toward  the  end  of  the  pregnancy.  Operation, 
other  than  simple  ligation,  is  usually  followed  by 
abortion. 

The  conclusions  are  as  follows: 

1.  Active,  toxic,  simple  goiters  and  exophthalmic 
goiters  should  be  reduced  in  size  or  activity  by  some 
sort  of  operation. 

2.  Adolescent  goiters,  with  exceptions,  require 
no  surgery. 

3.  Simple  goiters  are  handled  according  to  the 
indications  of  the  case. 

4.  Pregnancy  greatly  increases  the  radical,  op- 
erative risk.  P.  M.  Chase. 

Jehn,  W.:  Operative  Removal  of  Large  Intra- 
thoracic Goiters  (Die  operative  Entfernung 
grosser  intrathorakaler  Strumen).  Deutsche  Ztschr. 
J.  Chir.,  IQ15,  cxxxiii,  25. 

Jehn  describes  five  cases  of  operation  for  large 
intrathoracic  goiters,  weighing  up  to  500  gms.  The 
most  prominent  symptoms  in  these  goiters  are  due 
to  pressure  on  the  trachea  and  veins,  causing  dysp- 
noea, cyanosis,  and  venous  stasis.  The  operation 
was  rendered  much  easier  by  the  use  of  a  p)ositive 
pressure  apparatus;  the  dyspnoea  disappeared,  the 
patients  breathed  quietly,  haemorrhage  was  slight 
and  air  embolism  was  prevented. 

The  tumors  were  so  vascular  that  it  would  have 
been  very  dangerous  to  divide  them,  so  they  were 
shelled  out  intact.  A  longitudinal  slit  was  made  in 
the  manubrium  about  4  to  6  cm.. long,  and  this 
widened  the  upper  opening  of  the  thorax  about 
1.5  cm.,  making  the  removal  of  the  goiter  easy.  This 
procedure  is  preferable  to  splitting  the  entire  ster- 
num and  removing  the  goiter  through  the  cleft. 

Four  of  the  operations  were  performed  under 
local  anaesthesia,  and  the  author  now  thinks  that 
it  would  have  been  better  to  perform  the  other  one 
in  this  way  too.  All  of  the  patients  were  greatly 
relieved  by  the  operation,  but  one  of  them  died  of 
pulmonary  embolism  three  weeks  after  the  opera- 
tion. She  had  been  in  a  practically  hopeless  con- 
dition with  attacks  of  suffocation  when  admitted 
to  the  hospital.         .  A.  Goss. 
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Marshall,  H.  W.:  Late  Results  of  Surgical  Treat- 
ments for  Flexed  Scapulae.  Boston  M.  or  5.  /., 
1915,  clxxii,  812. 

Anatomical  variations  of  the  scapulae  are  very 
common,  and  extreme  degrees  of  these  peculiarities 
often  possess  pathological  significance.  The  pa- 
tients having  these  pathological  conditions  fall 
under  three  groups:  (i)  those  who  should  receive 
prompt  surgical  care;  (2)  those  who  should  delay 


having  operative  interference;  (3)  the  borderline 
class.  Under  the  first  group  the  author  includes 
patients  of  adult  age  whose  painful  symptoms  are  of 
several  years'  duration,  associated  with  otherwise 
fairly  good  health.  In  addition,  there  should  be 
localized  tenderness,  combined  with  abnormal 
crepitus  of  the  shoulder-blades.  In  addition,  ex- 
tremely acute  cases  of  shorter  duration  should  be 
included  in  this  group.  The  non-operative  group 
comprises  adult  cases  of  moderate  severity  who 
have  received  no  treatment,  and  youthful  patients 
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who  have  miki  symptoms.  The  last  more  doubtful 
jjroup  contains  the  moderately  severe  types  of  one 
to  six  months'  duration,  mild  cases  of  several  months 
to  one  year's  duration,  and  the  class  of  neurasthenic, 
debilitated  patients  who  present  signs  of  scapular 
irritation.  The  author  cites  the  histories  of  11 
cases  and  summarizes  them  as  follows: 

Six  of  the  II  patients  operated  on  returned  for 
observation  and  2  reported  by  letter.  Six  of  these 
8  thought  they  had  been  much  benefited,  i  could 
not  make  up  her  mind,  and  i  said  she  could  use  her 
arms  just  as  freely  as  before  the  surgical  treatment. 
The  3  persons  who  had  not  been  heard  from  recently 
were  all  improved  when  they  were  seen  soon  after 
leaving  the  hospital.  None  say  they  are  any  worse, 
and  no  weakness  or  other  objectionable  after- 
effects that  can  be  ascribed  justly  to  surgery  have 
been  discovered  in  any  of  them.  With  regard  to 
time  for  recovery,  acute  symptoms  in  all  subsided 
by  the  time  the  operation  wounds  healed  sufficiently 
to  permit  the  patients  to  leave  the  hospital;  and  in 
three  months  the  large  majority  had  good  function 
in  the  shoulders  again.  In  a  year's  time  some  of 
the  most  protracted  cases  had  been  perfectly 
relieved. 

Neurasthenic  pains  in  the  arms  in  growing  or 
debilitated  persons  were  not  relieved  by  scapular 
operations. 

Non-operative  treatments — shoulder-braces,  me- 
dicinal tonics  and  eliminants,  hydrotherapy,  and 
exercises — should  always  be  tried  first  for  a  month 
or  more  whenever  circumstances  permit.  Many 
mild  cases  recover  without  surgery,  and  the  latter 
should  be  employed  only  when  subsequent  advan- 
tages seem  to  overbalance  the  slight  dangers  and  in- 
conveniences of  the  operation  itself,  and  when 
patients  seem  to  be  of  suitable  type.  The  most 
favorable  cases  are  middle-aged  persons  otherwise 
in  good  health,  and  the  most  unfavorable  conditions 
are  found  in  young  individuals  from  fourteen  to 
eighteen  years  of  age  who  are  nervous  and  debili- 
tated. Deforest  P.  Willard. 

Wilensky,  A.  O.:    Empyema  of  the  Thorax.    S^irg., 
Gynec.  b'Obst.,  1915,  xx,  647. 

Following  the  plan  outHned  in  the  first  paper  of 
the  author's  series,  a  critical  study  is  made  of  82 
cases  of  chronic  empyema  sinus,  which  were  treated 
at  Mount  Sinai  Hospital,  New  York,  in  the  last  ten 
years. 

The  author  believes  that  the  great  majority  of  the 
cases  are  due  to  faulty  mechanical  conditions  in  the 
thorax,  or  to  primary  conditions  in  the  lung  which 
have  not  been  remedied.  In  the  minority  of 
cases  the  chronic  sinus  results  from  some  fault  in 
technique.    The  conclusions  drawn  are  as  follows: 

I.  In  75  per  cent  of  the  patients  the  cause  for  the 
formation  of  the  chronic  sinus  was  present  from 
the  very  inception  of  the  disease.  These  can  be 
grouped  as  follows: 

(o)  Fifty-two  per  cent  had  uncollapsible  cavi- 
ties. 


{}))  Seven  per  cent  had  lung  abscesses,  or  broncho- 
pulmonary fistula',  or  both. 

(r)     Fifteen  per  cent  were  tubercular  in  origin. 

2.  Excluding  the  tubercular  cases,  which  present 
a  special  problem — that  of  the  cure  of  tuberculous 
infection — 60  per  cent  of  the  patients  owed  their 
chronic  sinuses  to  conditions  which  were  present 
and  not  remedied  at  the  primary  operation. 

3.  The  method  of  operation  for  acute  empyema 
must  permit  of  a  thorough  examination  of  condi- 
tions in  the  chest,  and  the  removal  or  correction 
of  any  lesion  which  tends  to  the  formation  of 
chronic  sinuses. 

4.  The  remaining  25  per  cent  of  the  patients 
owed  their  chronic  sinuses  to  faults  in  the  after- 
treatment,  which  with  good  care  can  and  should  be 
eliminated. 

Zinn,  W.,  and  Geppert,  F.:  Pneumothorax  Treat- 
ment of  Pulmonary  Tuberculosis  (Beitrag 
zur  Pneumothoraxtherapie  der  Lungentuberkulose. 
Beitr.  z.  Klin.  d.  Tuberk.,  1915,  xxxiii,  iii. 

Zinn  and  Geppert  discuss  85  cases  in  their  prac- 
tice in  which  pneumothorax  treatment  was  indicated; 
in  21  it  could  not  be  applied  on  account  of  pleuritic 
adhesions,  leaving  64  cases  treated  by  pneumothorax. 
Complete  collapse  of  the  lung  was  attained  in  31  of 
these,  incomplete  but  eflfective  collapse  in  26,  and 
judgment  is  still  suspended  in  7.  As  to  results,  7 
of  the  cases  were  clinically  cured,  17  or  37.5  per  cent 
much  improved,  most  of  them  able  to  return  to 
work,  5  were  unaffected,  2  were  unfavorably  af- 
fected so  that  the  treatment  was  given  up,  9  died 
during  treatment,  but  most  of  these  had  been 
hopeless  cases  to  start  with,  and  24  are  still  under 
treatment.  As  to  complications,  there  was  sterile 
exudate  in  22  cases,  sterile  empyema  in  4,  infected 
empyema  in  3,  perforation  of  cavities  in  3,  great 
displacement  of  the  mediastinum  in  6,  slight  haemop- 
tysis in  7,  fever  after  the  insufflation  of  the  gas  in 
12,  secondary  adhesions  in  4,  further  progress  of  the 
disease  on  the  other  side  in  3,  and  air  embolism  in  i. 
The  cases  are  presented  in  tabulated  form  and  the 
article   is   followed   by   a  bibliography  of  70  titles. 

Pneumothorax  is  indicated  in  a  comparatively 
small  number  of  cases,  but  in  view  of  its  results  in 
cases  that  are  hopeless  by  any  other  method,  it  is 
of  great  value.  It  is  indicated  in  chronic  unilateral 
tuberculosis  with  diffuse  infiltration  and  beginning 
destruction  of  lung  tissue.  No  matter  how  severe 
the  process  on  one  side  the  treatment  is  hopeful  if  the 
other  side  is  sound  or  nearly  so.  As  the  method  is 
harmless  Forlanini  is  urging  its  use  in  earlier  cases 
than  formerly.  It  should  not  be  used  in  acute 
cases,  especially  caseous  pneumonia.  It  is  contra- 
indicated  if  the  pulmonary  tuberculosis  is  com- 
plicated by  tuberculosis  of  the  intestine,  kidneys, 
bones,  or  joints.  It  is  also  contra-indicated  in 
heart-disease. 

Brauer's  incision  method  is  preferred  to  the 
puncture  method  as  it  offers  no  especial  difficulty 
and  is  much   safer.     The  amount  of  nitrogen  in- 
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jectcd  at  first  averaged  700  to  800  ccm.  They  no 
longer  use  more  than  1,000  ccm.  for  the  first  insuf- 
flation and  seldom  less  than  500.  Two  patients 
were  so  excited  as  to  require  chloroform  anaesthesia; 
local  anaesthesia  was  sufficient  in  all  other  cases. 
The  next  insufflation  takes  place  generally  after  two 
or  three  days,  using  400  to  500  ccm.  of  nitrogen. 
After  that  insufflations  are  given  at  intervals  of 
about  a  week  for  i^  to  2  months,  when  complete 
collapse  is  attained.  After  that  insufflations  are 
given  every  two  to  four  weeks  throughout  the 
treatment,  which  lasts  a  year  or  more.  Of  course 
the  details  must  be  varied  to  suit  the  case,  and 
every  case  must  be  kept  under  clinical  and  rontgen 
observation  throughout  treatment.  To  attain  the 
desired  results  the  lung  must  be  kept  absolutely  at 
rest. 

The  development  of  an  exudate  does  no  harm  and 
may  even  exert  a  favorable  eflfect,  as  it  aids  in  the 
compression  of  the  lung.  It  was  necessary  to  punc- 
ture for  the  exudate  in  only  a  few  of  the  authors' 
cases.  Brauer  recommends  frequent  puncture,  but 
they  undertake  this  only  if  there  is  fever  or  signs 
of  too  great  pressure. 

Of  course  the  usual  hygienic  treatment  should 
be  given  in  conjunction  with  pneumothorax,  and  it 
is  useless  to  give  it  in  cases  of  such  limited  intelli- 
gence or  where  the  economic  conditions  are  so  poor 
that  hygienic  rules  will  not  be  carried  out. 

A.  Goss. 

Jessen,   F.:    Operative  Treatment  of  Pulmonary 
Tuberculosis     (Die    operative    Behandlung    der 

Lungentuberkulose) .       Wurzhurg.     Abhandl.    a.    d. 
Gesemtgeb.  d.  prakt.  Med.,  1915,  xv,  63. 

Advanced  pulmonary  tuberculosis  is  not  only  a 
constitutional  and  bacterial  disease,  but  it  also 
oners  a  mechanical  problem,  which  surgery  has 
attempted  to  solve.  Though  the  results  of  surgery 
cannot  be  so  good  as  they  are  in  other  diseases 
where  the  general  condition  is  better,  still  surgery  is 
justified  in  advanced  cases  of  tuberculosis  that  show 
no  signs  of  yielding  to  other  methods  of  treatment. 
The  surgical  methods  that  have  been  advocated 
and  used  are:  (i)  extirpation  of  the  tuberculous 
lung;  (2)  opening  of  cavities;  (3)  artificial  pneumo- 
thorax; (4)  extrapleural  thoracoplastic  operations: 
(5)  pleurolysis  and  plugging  cavities;  (6)  section  of 
the  phrenic  nerve  and  stretcning  of  the  sympathetic ; 
(7)  ligation  of  the  pulmonary  artery;  (8)  operations 
on  the  upper  opening  of  the  thorax,  such  as  Freund's 
and  Henschen's. 

Extirpation  of  the  tuberculous  lung  is  seldom  suc- 
cessful, because  it  is  seldom  that  one  lobe  alone  is 
involved  to  the  exclusion  of  the  others.  The  author 
also  thinks  the  chances  of  success  by  opening  tuber- 
cular cavities  are  slight.  He  considers  artificial 
pneumothorax  as  probably  the  most  successful 
surgical  method  of  dealing  with  pulmonary  tubercu- 
losis and  devotes  more  than  half  of  his  monograph 
to  its  discussion,  reviewing  the  history,  technique, 
and  indications.    When  used  for  the  proper  indica- 


tions, that  is,  in  unilateral  disease  with  very  slight 
adhesions,  he  has  found  it  successful  in  about  30 
per  cent  of  the  cases  to  the  extent  of  restoring  the 
patients  so  they  are  able  to  return  to  work.  In 
cases  where  pneumothorax  cannot  be  performed  on 
account  of  extensive  adhesions  plastic  operations 
on  the  thorax  are  indicated.  Of  the  various  methods 
which  are  described  the  author  prefers  Sauerbruch's, 
which  is  a  complete  thoracoplasty;  that  is,  removal 
of  segments  of  all  the  ribs  through  a  hooked  in- 
cision which  is  really  the  posterior  part  of  Schede's 
incision.  This  allows  complete  collapse  of  the 
thoracic  wall  and  therefore  complete  compression  of 
the  lung.  Brauer  and  Friedrich's  and  Wilms'  opera- 
tions are  less  extensive  and  also,  he  thinks,  less 
effective.  As  the  operation  is  such  a  severe  one  it 
should  be  used  only  where  pneumothorax  is  impos- 
sible and  where  there  is  little  hope  of  the  patient's 
recovery  without  it. 

A  less  severe  method  which  has  given  excellent 
results  in  some  cases  is,  after  resection  of  a  rib, 
to  separate  the  pleura  from  the  inner  wall  of  the 
thorax,  and  fill  the  cavity  with  some  suitable 
material,  usually  paraffin  or  fat  tissue.  This 
operation  is  indicated  in  cases  of  localized  cavities 
and  in  cases  where  pneumothorax  is  impossible  and 
where  thoracoplasty  is  impossible  or  unnecessary. 
It  has  been  suggested  that  the  lung  can  be  placed 
at  rest  by  cutting  the  phrenic  nerve,  and  good  results 
have  been  reported  by  several  surgeons.  Jessen 
thinks  that  section  of  the  phrenic  does  paralyze  that 
side  of  the  diaphragm,  but  that  the  effect  on  the 
lung  is  slight.  It  should  be  used  as  a  supplement  to 
other  operations,  rather  than  as  an  independent 
operation.  Attempts  have  also  been  made  to 
produce  contraction  of  the  lung  by  cutting  off  its 
blood  supply  by  ligating  the  pulmonary  artery. 
Schumacher  thinks  that  this  is  a  less  dangerous 
operation  than  thoracoplasty,  and  that  in  some  cases 
it  is  a  good  preliminary  operation  to  thoracoplasty, 
because  the  contraction  produced  by  it  prevents 
aspiration  pneumonia  and  fluttering  of  the  mediasti- 
num, but  it  is  often  difficult  to  get  at  the  artery 
because  of  adhesions  and  cicatrization.  The  opera- 
tions of  Freund  and  Henschen  on  the  upper  opening 
of  the  thorax  are  based  on  the  idea  that  stenosis  of 
the  upper  opening  of  the  thorax  predisposes  to  dis- 
ease of  the  apex.  Freund  proposes  to  overcome 
this  by  sectioning  the  first  costal  cartilage.  Hen- 
schen resects  a  piece  of  the  paravertebral  arch  of  the 
first  and  second  ribs.  Jessen  thinks  that  section  of 
the  first  cartilage  has  an  unfavorable  rather  than  a 
favorable  effect  on  apical  tuberculosis  as  it  does  not 
produce  better  aeration  of  the  apex,  and  conduces 
to  movement  rather  than  rest  of  the  apex,  which  is 
indicated. 

There  is  no  doubt  that  surgery  of  the  lung  saves 
many  patients  from  death  for  varying  periods  and 
restores  them  to  a  much  better  condition  than  they 
could  have  enjoyed  without  it.  The  treatment  of 
the  future  will  be  a  combination  of  climatic  and 
chemical  with  operative  treatment.  A.  Goss. 
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Leschke,  E. :  Treatment  of  Empyema  by  Irrigation 
Drainage  (Uber  die  HchandlunR  der  Brustfelleitcr- 
ung  mit  SpUldrainagc).  Bcrl.  klin.  Wchnschr.,  1915, 
Hi,  549. 

Two  methods  of  treatment  of  empyema  have 
heretofore  been  used:  rib  resection  and  siphon 
drainage.  The  former  is  a  rather  serious  operation 
and  produces  pneumothorax;  the  latter  does  not 
entirely  empty  out  the  pus. 

Leschke  proposes  a  method  which  he  claims  ob- 
viates these  difficulties.  The  wall  of  the  thorax  is 
anaesthetized  and  two  trocars  are  introduced  and 
then  withdrawn  and  catheters  inserted  into  the 
openings.  The  pus  flows  out  slowly,  and  what  does 
not  come  out  spontaneously  is  removed  with  an 
aspirator.  One  catheter  is  then  connected  with  an 
irrigator  and  the  other  with  a  tube  filled  with  water, 
the  tube  being  immersed  in  a  bucket  of  water 
beside  the  bed.  The  pleural  cavity  is  then  irrigated, 
slowly  so  as  to  avoid  variations  in  pressure  and  com- 
pression of  the  lung.  The  author  has  used  physi- 
ological salt  solution,  though  it  is  possible  that 
mildly  antiseptic  solutions  might  be  used  with  ad- 
vantage. Irrigation  should  be  continued  until  the 
water  comes  out  clear.  In  the  beginning  sometimes 
as  much  as  five  liters  is  necessary,  but  the  amount 
grows  less  as  the  suppuration  decreases.  Two  to 
four  irrigations  are  given  daily. 

After  the  irrigation  has  been  completed  the 
catheter  connected  with  the  irrigator  may  be  used 
for  siphon  drainage,  by  connecting  it  with  the  vessel 
of  water  by  means  of  a  tube  filled  with  water.  The 
catheter  should  always  be  clamped  before  removing 
the  tube  to  avoid  the  entrance  of  air  into  the  pleural 
cavity.  Two  cases  are  described,  one  of  empyema 
following  pneumonia  and  the  other  of  pyopneumo- 
thorax, rontgen  pictures  being  given  of  both  prior- 
and  after-treatment.  A.  Goss. 

Borelius,  J.:  The  Treatment  of  Metapneumonic 
Empyema  (Die  Behandlung  der  metapneumon- 
ischen  Empyeme).  Nord.  med.  Ark.  (Kirurgie), 
1915,  XXV,  Part  2,  No.  8. 

In  regard  to  the  treatment  of  tuberculous  em- 
pyema and  the  septic  or  putrid  type  there  is  con- 
siderable uniformity.  All  agree  that  the  latter 
is  best  treated  early  with  thoracotomy,  while  the 
former  is  treated  by  thoracentesis  if  any  direct 
treatment  is  necessary.  In  regard  to  the  treatment 
of  pneumococcic  or  metapneumonic  empyema,  how- 
ever, considerable  difference  of  opinion  exists.  Ex- 
perience, however  has  taught  that  these  ailments 
may  be  cured  by  simple  paracentesis  alone,  especial- 
ly in  children,  among  whom  this  form  of  empyema  is 
very  common. 

The  author  reports  34  cases  of  metapneumonic 
empyema,  of  which  27  were  cured  and  7  died.  Of 
5  cases  treated  with  thoracentesis,  4  were  cured  and 
I  died,  duration  of  treatment  averaging  37  days. 
Twelve  were  treated  with  primary  thoracentesis 
and  secondary  thoracotomy;  of  these  10  were  cured 
and  2  died,  duration  of  treatment  being  107  days. 


Seventeen  were  treated  with  primary  thoracotomy; 
of  these  13  were  cured  and  4  died,  time  of  treatment 
averaging  52  days. 

Thoracentesis  was  performed  in  cases  in  which 
only  a  small  amount  of  pus  was  present,  the  largest 
quantity  aspirated  being  900  ccm.  It  was  repeated 
once  or  twice,  but  if  the  temperature  and  general 
condition  of  the  patient  and  the  focal  findings  did 
not  improve,  thoracotomy  was  performed.  Of  the 
17  cases  in  which  primary  thoracotomy  was  per- 
formed, 4  died;  the  death,  however,  being  due,  not 
to  thoracotomy,  but  to  other  complicating  causes. 
The  reason  why  these  were  treated  with  primary 
thoracotomy  is  that  aspiration  was  a  failure  in  a 
number  of  cases  on  account  of  the  thick  pus;  in 
others  the  extent  of  the  empyema  and  the  poor 
general  condition  of  the  patients  necessitated  it. 
It  is  evident  that  the  severest  cases  are  in  this 
group;  therefore  the  good  results  obtained  and  the 
shorter  time  required  for  healing  are  all  the  more 
surprising.  From  these  results  it  may  be  con- 
cluded that  metapneumonic  empyema  if  treated  by 
primary  thoracotomy  heals  faster  than  if  preceded 
by  one  or  several  thoracentesis  operations.  But 
as  this  is  only  the  result  of  one  clinic  the  subject 
should  be  investigated  further.  L.  A.  Juhnke. 

TRACHEA  AND  LUNGS 

Voorliees,  I.  W.:  Tlie  Importance  of  Early  Traclie- 
otomy.     Internat.  J.  Surg.,  1915,  xxviii,  no. 

The  author  makes  a  plea  for  early  tracheotomy 
and  recommends  the  procedure  as  a  life-saving 
measure  only  when  it  is  performed  before  evidence 
of  stenosis  becomes  manifest  in  the  dusky  face,  cold 
sweat,  and  feebk,  rapid  pulse. 

The  following  conditions  which  sometimes  call  for 
tracheotomy  are  mentioned:  (i)  a  foreign  body  not 
removable  by  upper  bronchoscopy;  (2)  oedema  of  the 
laryngopharynx  from  whatever  cause;  (3)  laryngeal 
diphtheria;  (4)  intrinsic  growth  of  the  larynx 
(cancer);  (5)  extrinsic  growths,  as  goiter;  (6)  paraly- 
sis of  the  laryngeal  separator  group  of  muscles;  (7) 
syphilis;  (8)  phlegmon  (retropharyngeal  abscess); 
(9)  tuberculosis;  (10)  perichondritis;  (11)  scleroma 
(rhinolaryngo-scleroma) ;  (12)  leprosy. 

Otto  M.  Rott. 

Jackson,  C:    A  Fence  Staple  in  the  Lung;  a  New 
Method   of  Bronchoscopic  Removal.    J.   Am. 

M.  Ass.,  1915,  Ixiv,  1906. 

The  patient  a  male,  aged  44,  had  aspirated  a 
fence-wire  staple  into  his  right  lung  15  days  pre- 
vious to  his  examination.  X-ray  showed  the 
staple  in  a  posterior  branch  of  the  inferior  lobe 
bronchus,  4  inches  below  the  tracheal  bifurcation. 

The  bronchoscope,  passed  under  local  anaesthesia, 
revealed  the  staple  firmly  held,  its  sharp  points 
being  embedded  in  the  mucosa  which  was  much 
swollen,  preventing  its  direct  removal.  However, 
it  was  loosened  downward;  then  with  hooks,  side- 
curved  forceps,  and  the  end  of  the  bronchoscope 
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it  was  lifted  about  i  cm.  to  where  two  suitable  open- 
ings of  branch  bronchi  admitted  the  points  of  the 
staple.  The  staple  was  then  seized  by  the  rounded 
end  and  gradually  rotated  with  points  in  the  branch 
bronchi  until  extraction  could  be  made. 

The  operation  consumed  one  hour  and  twenty 
minutes.  No  rise  of  temperature  or  pulse  followed, 
and  three  months  later  the  patient  was  perfectly 
well.  P.  M.  Chase. 

PHARYNX  AND  (ESOPHAGUS 

Meyer,  W. :  Resection  of  the  Cardia  for  Carcinoma. 

Tr.  Am.  Surg.  Ass.,  Rochester,  Minn.,  1915,  June. 

Meyer  stated  that  he  offered  his  report  with  some 
hesitation,  inasmuch  as  the  two  patients  upon  whom 
the  operation  was  performed  did  not  recover.  How- 
ever, he  is  so  fully  convinced,  not  only  of  the  feasi- 
bility of  the  work,  but  of  the  possibility  of  a  more 
frequent  recovery  from  operation  than  has  hitherto 
been  observed,  that  he  felt  impelled  to  write  the 
paper. 

He  first  referred  to  five  resections  of  the  cardia 
followed  by  operative  recovery.  They  were  the 
cases  of  Voelcker,  Kiimmel,  Sauerbruch,  Zaaijer, 
and  Ach,  each  done  by  a  different  method  which  he 
illustrated  by  lantern  slides. 

He  then  told  of  his  own  experience  with  two 
operations  done  in  the  course  of  the  winter,  one 
at  the  Post- Graduate,  the  other  at  the  German 
Hospital. 

He  emphasized  the  necessity  of  doing  the  opera- 
tion in  stages,  at  least  so  far  as  our  present  knowl- 
edge goes:  the  first  to  represent  gastrostomy  with 
careful  palpation  of  the  pathologic  conditions  at 
and  around  the  cardia;  the  second  to  consist  in 
attacking  the  tumor  from  the  abdominal  cavity,  if 
the  healthy  portion  of  the  oesophagus  above  the 
tumor  can  be  reached  from  below.  He  strongly 
advises  following  the  method  of  Ach,  according  to 
which  the  proximal  stump  is  extracted  from  the 
posterior  mediastinum  through  an  oesophagotomy 
wound  at  the  neck  and  so  transposed  downward 


under  the  skin  of  the  chest.  Meyer  carried  out 
the  extraction  method  in  both  instances,  but  each 
time  was  forced,  by  adverse  conditions  found,  to 
add  a  thoracotomy  at  the  same  sitting.  However, 
abdomi;ial  section  plus  thoracotomy  plus  oesopha- 
gotomy evidently  is  too  much  for  these  reduced  pa- 
tients to  stand  at  one  time.  In  his  second  case 
the  intratracheal  insufflation  did  not  work  satisfac- 
torily and  was  seemingly  the  principal  cause  of  the 
fatal  issue.  In  both  his  cases  the  work  had  to  be 
done  in  the  presence  of  and  with  preservation  of  a 
preestablished  gastric  fistula,  a  p>oint  which  did  not 
have  to  be  considered  by  the  operators  whose  cases 
were  reported. 

Meyer  stated  that  Ach  carries  out  the  extraction 
method  by  means  of  a  wire  loop  introduced  to  the 
stump  of  the  resected  oesophagus,  which  loop  is  then 
pierced  with  needle  and  thread.  The  latter  is 
knotted  and  serves  to  withdraw  the  oesophagus  from 
the  posterior  mediastinum.  However,  this  kind 
of  procedure  adds  an  element  of  sepsis,  and  Meyer 
therefore  constructed  a  new  oesophageal  extractor 
which  obviates  this  drawback.  He  tested  it  in  the 
dog  with  entire  satisfaction  and  stated  that  he  saw 
no  reason  why  it  should  not  work  equally  well  in  the 
human  subject.  All  the  steps  of  resection  of  the 
cardia,  as  witnessed  in  his  two  cases,  also  of  the  new 
instrument  and  of  Ach's  extraction  method  were 
illustrated  by  lantern  slides. 

Meyer  further  dwelt  on  the  importance  of  an 
early  diagnosis  in  cancer  of  the  oesophagus,  which 
in  conjunction  with  the  proper  operative  method 
and  apparatus  for  the  avoidance  of  pneumothorax, 
now  at  our  disposal,  should  induce  the  surgeon  to 
attack  these  cases  oftener.  There  certainly  is  no 
longer  any  reason  why  a  movable  growth  at  the 
cardia  should  be  considered  inoperable,  when  every 
surgeon  would  resect  such  a  tumor  if  located  at  the 
pyloric  end  of  the  stomach.  In  conclusion,  he  re- 
peated that  it  is  not  the  location  of  the  tumor  which 
decides  the  operability  or  inoperability  of  the  case, 
but  the  conditions  found  by  the  palpating  hand^of 
the  surgeon  when  performing  gastrostomy. 
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ABDOMINAL  WALL  AND  PERITONEUM 

Bruce,  H.  A.:    Diffuse  Septic  Peritonitis.     Canad. 
Pract.  &•  Rev.,  1915,  xl,  217. 

The  author  gives  an  excellent  account  of  his 
personal  experience  in  dealing  with  forms  of  diffuse 
septic  peritonitis.  He  uses  the  word  "diffuse"  in 
describing  peritonitis  because  universal  peritonitis 
is  extremely  rare,  whereas  the  diffuse  or  localized 
forms  are  frequent. 

He  takes  up  in  turn  the  etiology  causing  peritoni- 
tis, and  discusses  at  length  the  appendix,  gall-bladder 
perforations,  gastric  and  duodenal  ulcers,  as  well 
as  traumatic  injuries  of  the  intestines,  and,  lastly, 


pelvic  infections.  He  lays  emphasis  on  the  much 
better  prognosis  in  the  perforation  of  the  gall-blad- 
der whose  contents  are  septic  in  comparison  with 
the  perforating  empyema  of  the  gall-bladder.  He 
draws  attention  to  the  fact  that  bile  and  intestinal 
juices  have  a  deleterious  effect  on  the  resistance  of 
the  peritoneum.  He  mentions  the  possibility  that 
diffuse  peritonitis  may  result  without  perforation  of 
the  gaU-bladder,  merely  by  organisms  penetrating 
its  wall.  Pancreatitis  may  cause  wide-spread  peri- 
tonitis without  any  infecting  organism  being  dis- 
covered. He  also  mentions  cases  of  peritonitis 
associated  with  acute  appendicitis  without  perfora- 
tion of  the  appendix,  which,  however,  are  extremely 
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infrequent.  He  calls  attention  to  the  diflference  in 
the  prognosis  between  the  leakage  from  an  old 
pyosalpinx  where  the  infection  has  died  out,  in  con- 
trast to  the  leakage  from  an  acute  pyosalpinx 
where  the  mortality  is  much  higher. 

He  calls  attention  to  the  fact  that  pneumococcic 
peritonitis  cases  not  infrequently  develop  septicaemia, 
and  lays  emphasis  on  the  principal  points  of  diag- 
nosis in  this  condition;  namely,  that  the  disease  is  of 
a  fulminating  character  from  the  beginning,  without 
premonitory  symptoms,  and  the  patients  constantly 
show  diarrhoea  with  a  very  high  temperature. 

The  bacteriological  examinations  of  the  exudate 
of  peritonitis  show  in  general  a  mixed  infection,  so 
that  attempts  to  classify  the  different  infections  due 
to  a  single  organism  have  met  with  more  or  less 
failure.  He  enters  at  length  into  the  symptoms 
and  diagnosis  of  peritonitis  and  finds  that  the  most 
reliable  point  in  the  diagnosis  is  the  rigidity  of 
the  abdominal  muscles,  the  extent  rendering  it 
possible  to  distinguish  between  slight  and  severe 
peritonitis.  This  sign,  however,  may  be  lacking  in 
certain  special  cases  and  he  draws  attention  to  the 
fact  that  it  also  occurs  in  pneumonia.  The  most 
helpful  symptoms  in  order  of  importance  are  pain 
and  tenderness  on  pressure.  In  appendicular  peri- 
tonitis a  history  of  perforation  pain  is  significant  in 
that  it  frequently  indicates  the  time  of  onset  of  the 
peritonitis.  The  sudden  cessation  of  pain  with 
appendicitis  always  makes  one  suspicious  of  rupture 
of  the  organ.  He  finds  the  condition  of  the  pulse 
and  temperature  not  absolutely  reliable  signs  as  to 
the  extent  or  severity  of  the  peritonitis.  In  peri- 
tonitis due  to  rupture  of  the  intestines  the  character 
of  the  rigidity  may  be  a  valuable  guide,  as  that  due 
to  the  contusion  of  the  muscles  alone  usually  dis- 
appears within  six  hours.  In  such  cases  operation 
is  demanded  in  case  severe  abdominal  pain  persists 
more  than  six  hours  if  it  is  accompanied  by  vomit- 
ing, a  rise  in  pulse,  progressive  localized  rigidity, 
and  local  tenderness  on  superficial  respiration. 
In  perforation  of  gastric  or  duodenal  ulcers  the 
pain  is  usually  localized  in  the  epigastrium,  followed 
by  profound  shock  with  the  characteristic  rigid 
scaphoid  abdomen.  When  severe  distention  super- 
venes in  these  cases  it  indicates  a  state  of  peritonitis 
so  advanced  that  recovery  can  scarcely  be  expected 
to  result  from  any  form  of  treatment. 

He  lays  stress  on  the  importance  of  defensive 
reaction  of  the  peritoneal  serosa  in  determining 
the  prognosis  for  recovery.  It  is  more  favorable 
where  the  reaction  is  massive  and  less  where  there  is 
a  proportionately  small  amount  of  reaction.  He 
quotes  Rutherford  Morisson  in  stating  that  the 
prognosis  is  invariably  bad  if  cyanosis  is  present, 
the  extremeties  cold,  with  a  pulse-rate  of  over  120. 
He  advocates  immediate  operation  in  all  cases  as 
soon  as  peritonitis  is  diagnosed,  even  in  cases  in 
extremis  where  it  is  not  absolutely  certain  whether 
or  not  the  patient  will  die  if  an  operation  is  under- 
taken, but  where  it  is  certain  they  will  surely  die 
unless  the  operation  is  done. 


In  regard  to  treatment  he  lays  especial  emphasis 
on  early  diagnosis  and,  secondly,  on  the  rapidly  per- 
formed operation  carried  out  without  undue  shock 
to  the  patient.  The  author  does  not  advise  mor- 
phia for  the  relief  of  abdominal  pain  until  the  diag- 
nosis has  been  made,  because  of  the  possibility  of 
masking  the  symptoms.  The  one  exception  to  his 
rule  for  early  operation  is  in  the  case  of  pneumococ- 
cal peritonitis  in  which  he  thinks  it  advisable  to 
delay  the  operation  until  an  abscess  has  formed,  as 
fatal  results  have  frequently  followed  surgical 
intervention  in  the  early  state.  In  regard  to 
peritonitis  resulting  from  gunshot  wounds  he 
quotes  Beavis  and  Souttar,  who  write  from  the 
British  Field  Hospital  in  Belgium.  Because  of 
the  marked  injury  to  the  intestines  caused  by 
the  bullets  being  fired  at  a  closer  range  the  mortality 
is  practically  100  per  cent  in  those  cases  not 
operated  upon,  whereas  the  results  have  been 
especially  encouraging  in  cases  operated  upon 
within  six  hours  after  the  injury  was  received. 

In  regard  to  the  technique  of  the  operation  he 
draws  attention  to  making  the  incision  over  the 
site  of  the  primary  lesion  if  this  is  possible,  other- 
wise in  doubtful  cases  it  should  be  made  in  the 
midline — immediately  below  the  umbilicus.  In  this 
site  it  is  easy  to  enlarge  upward.  All  unnecessary 
manipulations  of  the  intestines  are  to  be  avoided. 
He  does  not  advocate  washing  out  or  sponging  out 
the  septic  material  from  the  peritoneal  cavity  be- 
cause of  the  protective  action  of  this  exudate  and 
because  the  endothelial  lining  is  rendered  more 
susceptible  by  the  traumatism.  He  gives  as  the 
most  influential  factors  in  improving  the  results 
of  operation  for  diffuse  peritonitis,  the  following: 

1.  The  general  adoption  of  Fowler's  semi- 
sitting position. 

2.  The  injection  of  large  quantities  of  salt  solu- 
tion either  subcutaneously  or  by  the  rectum. 

3.  Lavage  of  the  stomach. 

4.  Reduction  of  the  duration  of  the  operation 
to  a  minimum. 

He  advocates  the  removal  of  the  appendix  in 
every  instance  in  case  this  is  the  primary  focus, 
with  a  minimal  amount  of  injury  to  the  peritoneum. 

For  drainage  he  advocates  the  use  of  a  combina- 
tion of  cigarette  drains  with  soft  rubber  tubes, 
using  the  soft  rubber  tubes  split  and  containing  a 
wick  of  iodoform  gauze.  The  author  thinks  that 
drainage  tubes  should  be  changed  frequently,  the 
tube  inserted  in  each  successive  occasion  to  be  of 
smaller  caliber  than  the  preceding  one.  He  does 
not  advocate  closure  of  wounds,  rather  relying  on 
drainage  in  every  case. 

He  heartily  advocates  the  Fowler  position  for  the 
reason  that  it  reduces  the  absorption  of  toxin  mate- 
rial because  of  the  lessened  permeability  of  the 
lymphatics  in  the  peritoneal  cavity.  He  uses  the 
Gatch  bed  to  hold  the  patients  in  this  position. 

In  regard  to  the  post-operative  treatment  he 
draws  attention  to  the  treatment  of  giving  suitable 
amounts  of  fluid  by  the  Murphy  drip  method.     In 
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cardiac  collapse  he  used  intravenous  salt  solutions. 
Turpentine  stupes  sometimes  give  relief  where 
there  is  marked  abdominal  distention.  He  does 
not  advocate  the  use  of  morphia  because  he  thinks 
it  increases  toxaemia. 

In  discussing  Ochsner's  treatment  he  draws 
attention  to  the  fact  that  it  is  not  intended  to  replace 
surgery,  but  merely  to  tide  the  patient  over  to  a 
safer  period  for  operation  when  for  any  reason  it  is 
impossible  to  operate  immediately.  Among  the 
complications  of  diffuse  septic  peritonitis  the  author 
lays  special  emphasis  on  intestinal  obstruction  oc- 
curring in  either  one  of  two  forms:  (i)  paralytic 
ileus  or  (2)  mechanical  obstruction.  In  case  the 
paralytic  ileus  is  due  to  a  slight  or  localized  peritoni- 
tis it  may  be  relieved  by  saline  cathartics,  enemata, 
and  drugs  which  relieve  peristalsis.  The  author 
under  these  circumstances  advocates  the  use  of 
salicylate  of  physostigmine.  At  the  time  of  opera- 
tion if  it  is  seen  that  the  intestines  are  distended 
and  thinned  the  author  advocates  immediate 
caecostomy  or  ileostomy,  claiming  that  his  results 
have  improved  materially  since  undertaking  this 
procedure.  In  regard  to  the  mechanical  obstruc- 
tion he  urges  a  careful  watch  for  symptoms  which 
usually  occur  at  the  end  of  a  week  to  ten  days  and 
urges  that  immediate  operation  be  undertaken  to 
relieve  the  condition  before  the  patient  becomes 
exhausted.  Subphrenic  abscess  and  empyema  of 
the  pleural  cavity  are  dealt  with  by  the  appropriate 
recognized  means  when  they  appear,  by  drainage. 
The  diagnosis  of  subphrenic  abscess  is  rendered  easy 
by  recognizing  the  increasing  fever,  the  rigidity  and 
pain  over  the  liver  region,  and  the  pushing  down  of 
the  liver  by  the  collection  of  fluid  between  it  and 
the  diaphragm.  Extension  of  a  subphrenic  abscess 
along  the  surface  of  the  diaphragm  often  leads  to  a 
basal  empyema,  which  when  diagnosed  should 
be  evacuated  by  excision  of  part  of  the  rib. 

He  quotes  various  statistics  from  the  literature 
since  1885.  The  mortality  of  diffuse  septic  peri- 
tonitis, which  was  97  per  cent,  has  gradually  dropped 
with  improvements  in  technique,  early  diagnosis, 
and  post-operative  care  until  it  now  ranges  some- 
where in  the  region  of  10  per  cent.  The  author 
claims  in  his  private  cases  during  the  last  three 
years  a  mortality  rate  of  5  per  cent. 

In  summing  up  he  emphasizes  the  following  points: 
the  necessity  for  early  operation  in  all  cases  of 
acute  peritonitis;  importance  of  rapidly  performed 
operations  with  as  little  manipulation  of  the  intes- 
tines as  possible;  use  of  the  Fowler  position;  the 
necessity  of  a  careful  watch  for  mechanical  obstruc- 
tion with  immediate  operation  in  case  this  should 
supervene.  Harry  G.  Sloan. 

Mercad6,  S.:  Treatment  of  Acute  Diffuse  Peri- 
tonitis (Traitement  des  peritonites  aigiies  general- 
is6es).     /.  de  chir.,  1914,  xiii,  145. 

All  surgeons  are  agreed  that  laparotomy  is  indi- 
cated in  acute  diflfuse  peritonitis,  but  the  laparotomy 
is  only  the  first  step  in  the  treatment ;  after  that  the 


surgeon  must  consider  the  further  treatment  of  the 
peritoneum,  also  treatment  of  the  general  intoxica- 
tion, the  paralysis  of  the  bowel  and  stomach,  and 
the  heart  weakness.  The  general  intoxication  is 
best  treated  by  lavage  of  the  blood  by  means  of  salt 
solution  given  through  the  rectum  by  the  drop 
method.  Either  plain  boiled  water  or  sea  water  may 
be  used.  The  sea  water  seems  to  have  a  more  stim- 
ulating action,  but  plain  water  seems  to  promote 
diuresis  more  effectively. 

Solutions  of  sugar  do  not  have  much  diuretic 
action  but  they  are  nourishing,  stimulating,  and 
tonic.  Schiassi  prefers  to  use  for  the  purpose  a 
solution  consisting  of  6.5  parts  sodium  chloride,  0.3 
part  of  potassium  chloride,  i  part  fused  calcium 
chloride,  0.5  part  sodium  bicarbonate,  50  parts 
glucose,  15  parts  alcohol,  and  1,000  parts  distilled 
water. 

Injection  of  serum  has  been  employed  by  some 
surgeons  with  excellent  results.  Various  methods 
are  given  for  treating  intestinal  paralysis,  including 
puncture  of  the  intestine,  preventive  enterostomy, 
the  use  of  the  rectal  sound,  hot  irrigations  of  the 
intestine,  electric  enemas,  injections  of  strychnine, 
eserine,  or  hormonal,  and  secondary  enterostomy. 
The  use  of  electric  enemas  deserves  more  attention 
than  has  been  given  it.  They  are  of  great  value  in 
overcoming  dynamic  ileus;  they  are  harmless  and 
act  promptly.  They  should  be  begun  early,  so  that 
if  they  fail  after  two  or  three  applications  other 
methods  may  be  resorted  to. 

If  the  paralysis  extends  to  the  stomach.  Grosser 
and  others  advocate  the  use  of  a  retention  stomach 
tube  4  to  8  mm.  in  diameter  passed  through  the  nose. 
As  much  as  four  or  five  Uters  of  fluid  may  be  re- 
moved from  the  stomach  in  24  hours.  Fluid  should 
be  given  by  hypodermoclysis  or  per  rectum  to  re- 
place this.  The  heart  may  be  stimulated  by  cam- 
phorated oil,  ether,  sparteine,  or  even  caffeine. 
There  are  many  weapons  to  be  used  in  the  after- 
treatment  of  acute  diffuse  peritonitis,  and  the 
danger  is  in  using  too  many  rather  than  too  few. 
The  after-treatment  demands  the  surgeon's  closest 
attention  and  a  readiness  to  meet  any  emergency. 

A.  Goss. 

Moschcowitz,  A.  V. :   The  Pathogenesis  of  Umbili- 
cal Hernia.     Ann.  Surg.,  1915,  Ixi,  570. 

Moschcowitz  in  considering  the  structures  of  the 
umbilical  region  points  out  that  all  the  vessels 
escaping  from  or  entering  the  abdominal  cavity 
lie  between  the  peritoneum  and  the  transversalis 
fascia;  that  the  openings  through  this  fascia  are  not 
bounded  by  sharp  edges  but  that  the  fascia  is  everted 
and  prolonged  onto  the  vessels  in  the  form  of  an 
adventitia. 

The  transversalis  fascia  in  the  umbilical  region  is 
especially  strong,  as  pointed  out  by  Rickets,  and  this 
fascia  is  pierced  in  this  locality  by  the  two  hypo- 
gastric arteries  and  the  urachus  below,  while 
above  the  umbilical  vein  has  its  exit. 

It  is  possible  to  have  a  hernia  through  either  one 
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of  these  four  openings,  or  in  the  absence  of  a  well- 
developed  Rickets'  fascia  to  have  a  hernia  through 
the  center  of  the  umbilicus. 

I'he  most  common  umbilical  hernia  is  that 
through  the  opening  for  the  vein,  for  the  reason 
that  the  two  arteries  and  the  urachus  are  bound 
together  by  a  mass  of  firm  connective  tissue,  which 
the  vein  lacks,  and  the  latter  is  constantly  being 
pulled  away  from  the  upper  margin  of  the  umbilical 
ring  by  its  attachment  to  the  two  arteries  and  the 
urachus.  D.  L.  Despard. 

Turner,  G.  G. :    The  Radical  Cure  of  Hernia.     Med. 
Press  &•  Circ,  1915,  cl,  608. 

Turner  has  followed  up  the  after-histories  of 
his  patients  for  the  purposes  of  statistics. 

Up  to  the  close  of  19 14  he  had  done  720  operations 
for  external  hernias  of  all  varieties.  There  were 
36  deaths,  5  per  cent.  There  were  151  cases  of 
strangulation  with  31  deaths,  20.52  per  cent; 
radical  cures  569  with  5  deaths,  or  0.87  per  cent. 
Of  the  radical  cures  389  were  inguinal,  64  femoral, 
43  umbilical,  66  ventral,  and  7  of  other  varieties. 

As  to  the  cause  the  author  favors  the  congenital 
theory.  He  believes  that  the  development  of  a 
hernia  in  an  adult  means  that  some  content  of  the 
belly  has  come  down  into  a  preformed  sac. 

The  indications  for  operation  have  been  so 
extended  that  it  is  easier  to  discuss  contra-indica- 
tions.  The  chief  exceptions  are  exceedingly  fat 
persons  "who  are  getting  fatter."  Also  those 
afflicted  with  constitutional  diseases. 

In  the  treatment  of  inguinal  hernia,  his  operation 
varies  with  the  age  of  the  patient.  In  patients  up 
to  2  years  of  age,  he  merely  removes  the  sac  and 
puts  one  suture  through  the  pillars  of  the  ring. 
Between  2  and  12  years  of  age  after  removal  of  the 
sac  he  sutures  the  conjoint  tendon  to  Poupart's 
superficial  to  the  cord  and  overlaps  the  external 
oblique. 

In  adults  he  uses  Bassini's  operation.  Turner 
feels  that  the  complete  removal  of  the  sac  is  the 
first  essential  for  radical  cure.  During  straining 
efforts  the  muscles  tend  to  close  the  canal.  The 
wound  is  dressed  with  a  spica  bandage.  This 
method  in  the  hands  of  the  author  has  been  more 
successful  than  any  of  the  open  methods.  He  ad- 
vises rest  in  bed  or  on  a  couch  for  3  weeks  and  no 
heavy  work  for  2  or  3  months  after  the  operation. 

In  women  where  the  fundus  of  the  sac  extends  into 
the  vulva,  it  is  better  to  cut  it  across  rather  than 
attempt  to  dissect  it  out  because  of  haemorrhage. 
When  the  round  ligament  is  not  readily  removed 
he  ligates  it  with  the  sac. 

In  femoral  hernias  he  removes  the  sac  and 
sutures  Poupart's  ligament  to  Couper's  ligament 
with  2  sutures  of  heavy  catgut.  He  uses  an  in- 
cision parallel  to  Poupart's  and  one-half  inch  below  it. 

In  umbilical  hernia  operation  is  always  advised 
because  of  the  great  risk  of  strangulation.  In  43 
operations  for  radical  cure  there  was  i  death;  in  24 
strangulated  cases  there  were  9  deaths. 


In  tense  abdomens  it  is  advisable  to  place  the 
patient  on  a  preliminary  dietetic  treatment  and  to 
regulate  the  bowels  so  as  to  reduce  flatulent  dis- 
tention. 

Turner  prefers  the  Mayo  operation.  He  makes 
no  attempt  to  separate  the  various  layers  of  the 
parieties,  J.  R.  Buchbintder. 

Moschcowitz,  A.  V.:  The  Indications  and  Contra- 
indications for  the  Operative  and  Truss  Treat- 
ments of  Hernia.     Am.  J.  Surg.,  1915,  xxix,  197. 

The  author  enumerates  only  the  most  important 
contra-indications  for  the  radical  cure  of  hernia  by 
operation  and  emphazises  the  importance  of  careful 
physical  examination  in  order  to  insure  against 
possible  surprises.  The  contra-indications  are  as 
follows : 

1 .  All  complicating  diseases  of  sufficient  gravity, 
such  as  florid  syphilis,  advanced  pulmonary  tuber- 
culosis, etc. 

2.  Acute  infectious  diseases. 

3.  Diseases  of  the  respiratory  tract,  especially 
such  as  chronic  emphysema,  chronic  bronchitis,  etc. 

4.  Uncompensated  valvular  lesions. 

5.  Diabetes  only  in  those  cases  which  cannot  be 
made  sugar  free. 

6.  Affections  of  the  kidneys,  unless  the  operation 
is  done  under  a  local  anaesthetic. 

7.  Dermato logical  conditions  which  are  a  bar  to 
an  operative  asepsis. 

8.  Acute  urethritis  of  gonococcal  origin. 

9.  Tight  urethral  strictures,  unless  first  dilated. 

10.  Early  infancy. 

11.  Very  advanced  age. 

12.  Extreme  size  of  the  hernia. 

Important  as  these  contra-indications  are,  they 
are  absolutely  negligible  in  the  presence  of  strangula- 
tion if  mild  and  gentle  taxis  has  failed  to  reduce  the 
contents.  In  the  presence  of  such  strangulation 
there  are  absolutely  no  contra-indications. 

Moschcowitz  believes  that  in  the  "palliative 
treatment"  of  hernia  in  patients  with  the  so-styled 
contra-indications  of  a  permanent  nature  a  truss, 
suitable  and  correctly  fitted,  might  be  an  advantage 
in  some  cases,  but  he  has  no  hesitancy  in  stating 
that  a  radical  cure,  in  the  accepted  surgical  sense, 
is  of  such  exceptional  rarity  as  not  to  merit  serious 
consideration.  It  should  be  the  physician's  duty  to 
assure  himself  that  the  truss  retains  the  hernia  at 
all  times,  maximum  pressure  being  applied  at  the 
internal  ring.  The  hernial  contents  must  be  com- 
pletely reduced  prior  to  the  application  of  the  truss, 
otherwise  the  wearing  of  the  truss  is  absolutely 
contra-indicated.  While  the  author  is  convinced  of 
the  final  excellent  results  of  an  operation  for  this 
condition  when  uncomplicated  and  performed  in  a 
modern  hospital  and  by  experienced  hands,  he  does 
not  urge  operation  in  every  case  that  comes  under 
his  observation,  but  follows  the  following  routine: 

I.  A  complete  history  is  taken,  particular  stress 
being  laid  upon  the  complaint  of  the  patient,  espe- 
cially in  regard  to  the  hernial  symptoms. 


374 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


2.  An  exact  anatomical  diagnosis  of  the  variety 
of  the  hernia  is  made. 

3.  A  thorough  physical  examination  is  made. 

4.  No  contra-indication  to  operation  being 
found,  either  in  the  general  or  local  condition,  an 
an  operation  is  advised. 

He  makes  it  a  rule  not  to  advise  against  the  use  of 
trusses  except  in  those  cases  in  which  there  is  an 
absolute  contra-indication  to  their  use,  for  instance, 
in  irreducible  hernias,  or  in  the  presence  of  an  unde- 
scended testis,  or  in  the  presence  of  such  hernias  in 
which  physical  examination  leads  him  to  believe 
that  there  will  be  insurmountable  difficulties  in  the 
retention  of  the  hernial  contents.  He  also  im- 
presses the  patient  with  the  fact  that  he  does  not 
regard  the  truss  treatment  curative  in  any  sense  of 
the  word.  E.  C.  Robitshek. 

Mayerhofer,  E.:  Diagnosis  and  Treatment  of 
Arteriomesenteric  Occlusion  in  a  Child  (Zur 
Klinik,  Diagnose,  und  Therapie  des  mesenterialen 
Darmverschlusses  im  Kindesalter).  Med.  Klin., 
Berl.,  1915,  xi,  642. 

Mayerhofer  describes  the  case  of  a  boy  of  8  who  had 
intense  spasms  of  pain  following  what  was  apparent- 
ly a  simple  catarrhal  disease  of  the  stomach.  He 
seemed  to  be  improving  under  medical  treatment, 
but  after  a  slight  error  in  diet  the  attacks  of  pain 
returned.  The  surgeons  were  unable  to  make  a  defi- 
nite diagnosis;  the  conditions  considered  were  occlu- 
sion from  a  foreign  body,  stenosis  from  ulceration, 
invagination,  lead  poisoning,  and  pylorospasm.  In 
view  of  the  impossibility  of  deciding  on  the  diagnosis 
and  the  child's  very  poor  condition,  operation  was 
not  performed  and  the  child  died.  Autopsy 
showed  that  the  bowel  was  constricted  by  the  mesen- 
tery, and  a  prompt  gastro-enterostomy  might  have 
saved  the  child's  life. 

Some  cases  described  as  umbilical  colic  may  be 
this  form  of  intestinal  occlusion.  It  is  noteworthy 
that  the  boy  found  relief  by  getting  up  on  his 
knees  and  boring  his  head  into  the  pillow;  this 
position  relieved  the  constriction  of  the  bowel,  and 
in  mild  cases  is  to  be  recommended  as  a  method  of 
treatment.  In  severe  cases  laparotomy  should  be 
performed  at  once.  A.  Goss. 

GASTRO-INTESTINAL  TRACT 

Sippy,  B.W.:  Gastric  and  Duodenal  Ulcer;  Medi- 
cal Cure  by  Efficient  Removal  of  Gastric  Juice 
Corrosion.    J.  Am.  M.  Ass.,  1915,  Ixiv,  1625. 

The  patient  remains  in  bed  for  from  three  to 
four  weeks.  Unless  some  serious  complication  is 
present,  some  or  all  of  his  regular  work  may  be  done 
at  the  end  of  four  or  five  weeks.  A  wide  variety 
of  soft  and  palatable  foods  may  be  given.  The 
following  plan  of  diet  has  been  found  most  adapt- 
able: Three  ounces  of  a  mixture  of  equal  parts 
milk  and  cream  are  given  every  hour  from  7  a.m. 
until  7  p.m.  After  two  or  three  days,  soft  eggs  and 
well-cooked  cereals  are  gradually  added,  until  at 


the  end  of  about  ten  days  the  patient  is  receiving 
approximately  the  following  nourishment:  3  ounces 
of  milk  and  cream  mixture  every  hour  from  7  a.m. 
until  7  p.m.  In  addition,  3  soft  eggs,  one  at  a  time, 
and  9  ounces  of  a  cereal,  3  ounces  at  one  feeding, 
may  be  given  each  day.  The  cereal  is  measured 
after  it  is  prepared. 

Cream  soups  of  various  kinds,  vegetable  purees 
and  other  soft  foods,  may  be  substituted  now  and 
then,  as  desired.  The  total  bulk  at  any  one  feeding 
while  food  is  taken  every  hour  should  not  exceed  6 
ounces.  Many  of  the  feedings  will  not  equal  that 
quantity.  The  patient  should  be  weighed.  If 
desired,  a  sufficient  quantity  of  food  may  be  given 
to  cause  a  gain  of  2  or  3  f)ounds  each  week.  The 
acidity  is  more  easily  controlled  by  feeding  every 
hour  and  giving  the  alkalies  midway  between  feed- 
ings. 

Also,  in  addition  to  giving  an  alkaline  powder 
midway  between  feedings,  the  powders  are  con- 
tinued every  half  hour  after  the  last  feeding  until 
10  p.m.  In  all  cases  of  pyloric  obstruction  from 
duodenal  and  pyloric  ulcer,  it  has  been  found  ad- 
visable to  empty  the  stomach  of  all  remaining  food 
and  secretion  at  about  10:30  p.m.,  thus  removing 
the  stimulus  to  an  excessive  night  secretion. 

It  should  be  understood  that  the  presence  of  free 
hydrochloric  acid  now  and  then  for  a  few  minutes 
each  day  does  not  seriously  interfere  with  the 
healing  of  the  ulcer.  Such  short  periods  during 
which  corrosion  of  the  ulcer  may  be  possible  are 
as  nothing  compared  with  the  duration  of  corrosion 
to  which  duodenal  and  pyloric  ulcers  are  subjected 
after  gastro-enterostomy.  In  the  ordinary  surgical 
treatment  of  these  conditions,  such  ulcers  are  sub- 
jected to  the  corrosive  action  of  the  gastric  juice 
during  the  whole  period  of  normal  stomach  diges- 
tion, which  occupies  many  hours  each  day.  The 
majority  of  pyloric  and  duodenal  ulcers  treated  by 
gastro-enterostomy  show  few  symptoms  after  the 
operation,  and  such  ulcers  probably  heal  entirely  in 
the  course  of  time,  the  same  as  the  majority  of  the 
non-obstructive  type  of  gastric  ulcers  usually  heal 
without  treatment.  In  either  case,  however,  the 
conditions  for  healing  are  far  from  ideal. 

Pyloric  obstruction  due  to  spasm  of  the  pylorus, 
resulting  in  the  retention  of  food  and  secretion  from 
one  meal  to  the  next  during  the  daytime,  and  until 
3  or  4  o'clock  in  the  morning,  and  even  until  the 
next  morning  at  breakfast  time,  disappears  at  once 
under  the  influence  of  such  management. 

Pyloric  obstruction,  even  of  the  highest  grade, 
and  of  long  duration,  as  evidenced  by  the  presence 
of  vigorous  peristaltic  waves  showing  through  the 
abdominal  wall;  history  of  vomiting  food,  eaten  the 
day  before,  for  many  months;  the  aspiration  of  food 
eaten  twelve  or  more  hours  before;  and  the  presence 
of  abundant  sarcinae,  often  rapidly  disappear,  so 
that  at  the  end  of  ten  days'  or  two  weeks'  manage- 
ment, seven  hours  after  the  largest  and  coarsest 
kind  of  motor  meal  is  given,  the  stomach  is  found 
empty. 
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Cases  of  duodenal  ulcer  recurrent  for  years,  that 
have  finally  developed  a  high  grade  pyloric  ob- 
struction due  to  actual  anatomic  narrowing  from 
indurated,  infiltrated,  and  ccdematous  tissue  have 
yielded  completely  to  the  management. 

The  explanation  of  such  astonishing  results  is 
probably  as  follows:  The  active  more  or  less  annular 
ulcer  at  the  pyloric  or  duodenal  outlet  is  embedded 
in  ccdematous  tissue  infiltrated  with  round  cells 
and  other  products  of  inflammation  of  varying  grades. 
Under  the  management  advocated,  the  greatest 
hindrance  to  healing  having  been  removed,  healing 
and  cicatrization  of  the  ulcer  begin  more  or  less 
rapidly,  the  round  cells  and  other  exudative  products 
disappear,  the  infiltrated  tissue  grows  thinner  in 
all  directions,  and  when  healing  of  the  ulcer  takes 
place,  notwithstanding  the  tendency  of  scar  tissue 
to  contract,  the  opening  through  the  pylorus  or 
duodenum  becomes  gradually  larger  instead  of 
smaller. 

In  the  author's  service,  surgical  procedure  in 
the  treatment  of  peptic  ulcer  is  limited  to  the  fol- 
lowing complications  and  conditions: 

1.  Perforation. 

2.  Perigastric  abscess. 

3.  Secondary  carcinoma. 

4.  Hour-glass  or  other  rare  deformity  of  the 
stomach  that  is  causing  serious  symptoms. 

5.  Foci  of  infection  about  the  roots  of  teeth,  in 
the  tonsils,  and  elsewhere  in  the  body  are  sought 
and  removed. 

6.  Haemorrhage  of  a  serious  nature  from  peptic 
ulcer. 

7.  Pyloric  obstruction  of  a  high  grade  due  to 
actual  cicatricial  narrowing  that  fails,  under  the 
influence  of  accurate  medical  management,  to  yield 
sufficiently  to  allow  a  motor  meal  to  pass  in  normal 
time.  Edward  L.  Cornell 

Frazier,  C.  H. :  The  Surgical  Treatment  of  Gastric 
Ulcer,  with  Especial  Reference  to  the  Choice 
of  Operation.     Penn.  M.  J.,  1915,  xviii,  617. 

Frazier  calls  attention  to  the  frequency  with 
which  cancer  of  the  stomach  has  been  preceded 
by  an  ulcer  or  by  a  history  of  gastric  ulcer,  and 
quotes  the  end-results  in  120  cases  of  ulcer  treated 
medically;  while  86  per  cent  left  the  hospital  cured 
or  very  much  improved,  at  the  end  of  about  two 
years  30  per  cent  had  died. 

Simple  gastrojejunostomy  has  not  been  satis- 
factory, but  the  author  believes  that  by  supple- 
menting this  with  either  excision  or  occlusion  of  the 
pylorus  or  both  by  partial  gastrectomy  there  will 
be  few  cases  of  relapse. 

He  reports  16  consecutive  cases  in  which  he 
performed  a  partial  gastrectomy,  13  for  chronic 
ulcer  alone,  and  3  for  both  ulcer  and  carcinoma. 
There  was  one  death,  the  case  being  a  poor  operative 
risk.  In  none  of  the  remaining  cases  was  there  a 
recurrence  or  any  unpleasant  consequences. 

The  author  believes  transverse  resection  offers 
the  greatest  assurance  of  cure.  D.  L.  Despard. 


Pel,    P.    K.:     Familial   Cancer   of   the   Stomach 

(Familien-Magenkrebs).       Berl.    klin.    Wchnschr., 
1915,  lli,  288. 

Pel  reports  a  family  of  7  children,  s  of  whom  died 
at  various  ages  of  cancer  of  the  stomach.  There 
was  no  history  of  cancer  in  the  parents  or  any 
previous  generation  of  the  family.  Of  the  2  re- 
maining children  one  suffers  occasionally  from 
stomach  symptoms. 

He  mentions  another  patient  who  came  to  him 
for  cancer  of  the  a-sophagus;  in  two  generations 
of  this  family  there  had  been  10  cases  of  cancer,  not 
all  in  the  same  organ,  as  in  the  other  family,  but 
most  of  them  in  the  gastro-intestinal  tract.  Wegele 
lost  a  patient  with  cancer  of  the  cardia,  whose 
father  and  two  brothers  and  a  sister  of  the  father 
had  died  of  stomach  cancer.  Another  colleague 
reported  to  Pel  the  case  of  a  family  in  which  the 
grandmother,  mother,  and  three  daughters  died  of 
cancer  of  the  breast.  Iterson  reports  two  families 
related  by  marriage:  in  two  generations  of  10  per- 
sons, 8  suffered  from  cancer,  4  of  them  cancer  of 
the  breast. 

Haberlin's  statistics  show  that  among  138  cases 
of  stomach  cancer  in  Zurich,  10.9  per  cent  showed 
cancer  in  the  family  history,  cancer  of  the  stomach 
in  8  per  cent.  A  statistical  study  in  Holland  of 
878  cancer  patients  showed  that  there  was  cancer  in 
the  parents  or  grandparents  of  10  per  cent,  and 
somewhere  among  the  relatives  in  18.1  per  cent. 
Pel  however  attaches  more  importance  to  the  study 
of  cancer  families  such  as  those  reported  above  than 
to  large  collections  of  statistics.  A.  Goss. 

Bloodgood,  J.  C:     Stomach  Carcinoma.    /.  Am. 

M.  Ass.,  1915,  Ixiv,  2031. 

Bloodgood's  observations  are  based  on  184  cases 
of  carcinoma  of  the  stomach.  Cancer  has  been 
more  frequently  observed  than  ulcer,  stomach 
ulcer  occurring  in  32  cases  as  compared  to  stomach 
carcinoma  in  184  cases. 

The  figures  as  to  the  operable  and  inoperable 
cases  of  cancer  are:  no  operation,  45  cases;  explora- 
tory laparotomy,  49  cases;  gastro-enterostomy, 
41  cases;  total  inoperable  cases,  135;  resection,  oper- 
able cases,  49.  It  follows  that  in  only  26  per  cent 
of  the  cases  has  the  cancer  of  the  stomach  been 
operable;  in  74  per  cent,  inoperable.  The  per- 
centage of  operable  and  inoperable  cases  is  shown 
as  follows: 

1890-95  1895-00  1900-05  1905-10  1910-15  Totals 

Nooperation i  3  8  21  12          45 

Exploration 4  3  22  20          49 

Gastro-enterostomy..     2  2  2  21  13           41 

Total  inoperable 3  9  13  64  45  134 

Resections,  operable..    ..  3  6  12  28           49 

Totals 3  12  19  76  73  183 

From  1890  to  1905  there  were  35  cases  of  cancer  of 
the  stomach  with  25  per  cent  operable. 

From  1905  to  1910  there  were  76  cases  with  39 
per  cent  operable.  These  figures  demonstrate  that 
cancer  of  the  stomach  is  being  recognized  earlier. 
Up  to  1 910,  among  21  cases  of  resection  there  have 
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been  two  cures,  lo  per  cent  of  the  operable  cases,  or 
2  cures  out  of  a  total  of  iii  cases,  or  1.7  per  cent. 
From  1910  to  date,  the  percentage  of  cures  has  in- 
creased from  less  than  10  to  more  than  20  per  cent. 
Corresponding  with  this  improvement  for  the  first 
time  the  total  number  of  ulcer  cases  observed  has 
been  greater  than  the  total  number  of  cancers,  and 
when  the  total  number  of  ulcers  of  the  stomach  in  a 
surgical  clinic  exceeds  the  total  number  of  cancers, 
the  percentage  of  operable  cases  of  cancer  increases, 
and  with  this  there  is  an  increase  in  the  number  of 
five-year  cures.  The  relation  of  duration  of  the 
disease  to  operability  of  the  cancer  is  shown  in 
the  table: 

I  to  3  3  to  6  6  mos.   I  to  2  j  to  s  Over  Totals 

mos.  mos.   to  i  yr.   yrs.  yrs.     s  yre. 

No  operation 6  6           s           7           64  34 

Exploration 5  10         10  10  10           i  46 

Gastro-enterostomy. . .  .     8  714           4           5           i  39 

Total  inoperable iq  23         29  21  21           6  119 

Resection,  operable. ..  .     8  7           8           6          9           2  40 

Totals 27  30         37  27  30          8  159 

Table  2  impresses  the  author  in  favor  of  the  con- 
clusion that  many  cases  of  cancer  of  the  stomach 
arise  in  originally  non-malignant  lesions. 

DURATION  OF  DISEASE  BEFORE  OPERATION 

Cases  Years  Cases 

2                One-half  to  one 48 

Two 28 

Three 15 

Four II 

Five 5 

Six  and  more 8 

Total 115 


Months 

One 2 

Two 13 

Three ij 

Four 8 

Five 9 

Six 13 

Total 57 


The  author  believes  that  the  adult  population 
must  be  informed  that  epigastric  discomfort  ag- 
gravated by  eating  solid  food  is  sufficient  warning 
for  a  patient  to  seek  thorough  examination  by  a 
competent  physician.  C.  G.  Heyd. 

Haberer,  H.  von:  One  Hundred  and  Eighty-Three 
Cases  of  Stomach  Resection  (Meine  Erfahr- 
ungen  mit  183  Magenresektionen) .  Arch.  f.  klin. 
Chir.,  191S,  cvi,  533. 

Von  Haberer  devotes  125  pages  to  the  discussion 
of  183  cases  of  resection  of  the  stomach  performed  by 
himself.  He  has  had  385  stomach  operations  in  all, 
including  the  183  resections,  6  partial  resections, 
37  cases  of  unilateral  exclusion  of  the  pylorus,  and 
159  gastro-enterostomies — 53  in  carcinoma  and  106 
in  ulcer.  Of  the  resections  60  were  for  carcinoma 
and  123  for  ulcer.  He  takes  issue  with  Kiittner's 
arguments  in  his  recent  article  based  on  1,100 
cases  of  surgical  disease  of  the  stomach.  Kiittner 
has  reversed  his  former  opinion  and  now  prefers 
gastro-enterostomy  to  stomach  resection.  Von 
Haberer's  conclusions  are  as  follows: 

I.  In  carcinoma  the  indications  for  resection  are 
very  broad,  for  permanent  results  are  sometimes 
obtained  even  in  apparently  hopeless  cases.  The 
only  contra-indications  are  demonstrable  metastases 
in  other  organs,  multiple  peritoneal  metastases  or 
carcinoma  infiltrating  the  whole  stomach.     Large 


size  of  the  carcinoma,  adhesions,  local  glandular 
metastases,  even  glands  in  the  pancreas,  if  they 
arc  removable,  are  not  a  contra-indication  to  resec- 
tion. 

2.  Prognosis  must  be  guarded  as  to  permanent 
results,  for  recurrences  or  metastases  may  appear 
even  after  four  years. 

3.  There  is  p>ermanent  recovery  in  a  small  f>er- 
centage  of  cases,  and  even  in  cases  that  recur  the 
results  are  much  better  than  those  of  gastro-enteros- 
tomy, life  being  lengthened  for  three  years  or 
more. 

4.  In  carcinoma  the  Billroth  II  method  is  the 
most  rational,  as  it  is  much  more  radical  than  the 
Billroth  I  method. 

5.  In  ulcer  of  every  form  resection  is  also  the 
method  of  choice.  Transverse  resection  and  the 
Billroth  II  method  are  the  best.  The  results  are 
much  better  than  with  gastro-enterostomy. 

6.  Resection  is  especially  indicated  in  ulcers  at 
a  distance  from  the  pylorus,  for  a  large  percentage 
of  these  are  affected  little  or  not  at  all  by  gastro- 
enterostomy. All  other  ulcers  should  be  resected 
as  far  as  possible,  for  that  is  the  only  way  to  be 
sure  of  removing  carcinomata  that  are  mistaken  for 
ulcers. 

7.  Resection  for  ulcer  can  be  extended  to  the  up- 
per segment  of  the  duodenum;  ulcers  deeper  in  the 
duodenum  are  best  treated  by  von  Eiselsberg's 
unilateral  exclusion. 

8.  With  Hofmeister  and  Polya's  technique  ulcers 
even  of  the  cardia  can  be  thoroughly  removed. 

9.  The  ultimate  results  of  resection  for  ulcer  are 
very  satisfactory  and  can  still  be  considerably  im- 
proved if  we  give  greater  attention  to  the  relative 
frequency  of  multiple  ulcers  and  do  not  leave  them 
behind  at  operation. 

10.  The  best  way  to  locate  multiple  ulcers  is  by 
systematic  palpation  of  the  stomach,  giving  careful 
attention  to  the  condition  of  the  glands  along 
both  curvatures. 

11.  A  second  ulcer  that  has  been  overlooked  on 
operation  may  easily  simulate  a  true  recurrence,  so 
that  if  care  is  given  to  this  point  the  number  of  so- 
called  recurrences  will  be  greatly  decreased. 

12.  Post-operative  peptic  ulcer  of  the  jejunum, 
which  can  be  observed  after  every  form  of  gastro- 
enterostomy, seems  to  occur  much  more  rarely  after 
resection.  The  author  has  had  6  cases  of  peptic 
ulcer  after  gastro-enterostomy  and  none  after 
resection. 

13.  Peptic  ulcer  of  the  jejunum  should  be 
radically  resected.  The  results  are  good,  much 
better  than  by  any  other  method. 

14.  Complicating  cholelithiasis  or  appendicitis 
should  be  treated  by  the  usual  surgical  rules  at  the 
same  time  the  resection  is  performed. 

15.  While  resection  for  carcinoma  shows  26  per 
cent  mortality,  the  operative  mortality  of  resection 
for  ulcer,  even  with  the  broadest  indications  is 
barely  9  per  cent,  and  this  is  capable  of  still  further 
reduction.  A.  Goss. 
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Luckett,  W.  H.:  Visible  Acute  Dilatation  of  the 
Stomach  During  Laparotomy.  J .  Am.  M.  Ass., 
191S,  Ixiv,  2055. 

Luckett  reports  two  cases  of  visible  acute  dilata- 
tion of  the  stomach  during  laparotomy.  In  the 
first  case,  just  after  the  removal  of  the  appendix, 
it  was  observed  that  the  stomach  became  markedly 
distended  and  presented  through  the  laparotomy 
opening,  extending  down  until  the  lower  border  of 
the  stomach  reached  the  brim  of  the  true  pelvis.  A 
stomach-pump  was  inserted  without  difficulty  and 
an  enormous  volume  of  gas  expelled  from  the  distal 
end  of  the  stomach-pump. 

In  the  second  case,  while  the  stomach  was  being 
delivered  through  the  wound  it  suddenly  commenced 
to  enlarge.  Large  gulps  of  air  (?)  could  be  felt 
and  heard.  A  stomach-pump  was  inserted  with 
the  outer  end  submerged  in  a  basin  of  water  and  a 
large  volume  of  gas  escaped,  making  itself  manifest 
by  bubbling  up  in  the  water. 

The  author  emphasizes  that  both  cases  showed 
the  escape  from  the  stomach  of  clear  gas  and  he 
believes  that  the  black  material  of  true  dilatation 
does  not  escape  until  the  distention  has  been  main- 
tained for  a  definite  period.  He  inclines  to  the  view 
that  aerophagy  is  the  essential  productive  factor. 

C.  G.  Heyd. 

Bartlett,  W. :  An  Experimental  Study  in  Exclusion 
(Functional)  of  the  Pyloric  Antrum.     Am.  J. 

M.  Sc,  1915,  cxlix,  625. 

The  author  presents  the  paper  as  a  study  of 
functional  exclusion  of  the  pyloric  antrum  and  not 
to  determine  the  relative  values  of  pyloric  ob- 
struction. The  paper,  however,  is  confined  mostly 
to  experimental  protocols  accompanied  by  brief 
discussions. 

He  states  thzX  he  has  excluded  the  pyloric  region  27 
times  on  the  human  subject,  as  he  reported  in  1914. 
The  first  15  were  by  Doyen's  transverse  section  of 
the  stomach  with  blind  closure,  which  he  thinks  has 
been  proved  experimentally  to  be  superior  in  effi- 
ciency to  any  other.  Technical  difl&culties  and 
dangers  associated  with  this  method  led  him  to 
experiment  with  a  view  of  finding  a  simpler  and 
safer  method  that  would  guarantee  the  same  re- 
sults. Ten  of  his  twelve  patients  had  the  pyloric 
antrum  excluded  by  original  methods  which  had 
been  satisfactory  on  dogs. 

He  gives  a  lengthy  list  with  brief  descriptions  of 
the  different  methods  that  have  been  reported  and 
briefly  describes  each  of  the  experiments  performed 
by  himself. 

The  animals  were  autopsied,  the  oesophagus  and 
stomach  with  upper  jejunum  removed,  distended 
with  water,  and  hardened  in  a  4  per  cent  formalin 
solution.  Some  days  later  the  specimen  was  emptied 
and  injected  with  barium,  rontgenograms  made, 
and  subsequently  sectioned  for  study. 

The  general  principle  used  was  to  form  a  septum 
across  the  stomach  a  short  distance  from  the  cardia 
which  would  exclude  the  stomach  contents  from  the 


pyloric  portion  to  such  an  extent  that  the  pyloric 
opening  would  not  be  called  upon  to  transmit  the 
stomach  contents.  He  attempted  to  form  this 
septum  in  different  ways  by  mattress  sutures  over 
the  portion  of  the  stomach  clamped  while  the 
sutures  were  applied.  Transverse  incision  was 
made  through  the  anterior  wall  and  almost  through 
the  posterior  wall,  with  subsequent  suture  of  the 
muscularis  and  serosa  with  enclosure  by  Lembert 
sutures,  followed  by  a  transverse  incision  with  a 
blind  closure  of  the  proximal  and  distal  "sub- 
mucosa"  with  burying  of  the  suture  line  by  Lem- 
bert's  method. 

In  experiments  6,  7,  and  8,  he  claims  priority 
by  three  months  of  an  operation  described  by  Porta 
as  having  been  adopted  in  Biondi's  clinic,  and  gives 
reasons  for  discarding  the  same.  Experiments 
9  to  10  were  slightly  different,  but  were  discarded. 

The  next  28  cases  were  based  on  a  clinical  ex- 
perience that  a  callous  ulcer  of  the  lesser  curvature 
of  the  stomach  excised  by  a  V-section  with  a  trans- 
verse suture  produced  an  obstruction  that  was  only 
relieved  by  gastro-enterostomy  done  later.  In 
these  experiments,  septa  were  made  by  making 
transverse  incisions  embracing  one-half  or  more 
of  the  stomach,  starting  cither  from  the  lesser  cur- 
vature, the  greater  curvature,  or  an  equal  distance 
from  each  curvature. 

The  edges  of  the  incisions  were  closed  by  suture, 
and  these  in  turn  were  inverted  and  closed  with 
Lembert  sutures  which  united  both  edges  of  the 
divided  portion  of  stomach,  thus  forming  a  septum. 

In  his  experiments  the  author  has  tried  several 
different  methods  and  used  a  specially  devised 
fenestrated  clamp.  It  is  presumed  that  gastro- 
enterostomy was  performed  in  each  case,  though  it  is 
not  so  stated. 

In  recording  his  methods  the  author  gives  the 
advantages  and  disadvantages  of  most  of  them  with 
his  reasons  for  discarding  certain  ones.  The  first 
ten  embraced  mostly  preliminary  work  including 
one  control. 

Experiments  11  to  21  have  to  do  with  partial 
transverse  section  of  the  stomach  and  subsequent  su- 
ture of  the  different  layers  of  the  stomach  in  such 
a  manner  as  to  form  a  septum  which  gave  complete 
functional  exclusion  of  the  pyloric  region. 

Experiments  from  22  to  36  inclusive  embraced  a 
transverse  incision  and  suture  that  interrupted  one- 
half  the  lumen  of  the  stomach  without  involving 
either  curvature.  This  was  accomplished  by  the 
special  clamp  of  the  author  which  avoided  injury 
to  the  vessels  at  both  curvatures. 

The  incisions  in  some  cases  were  made  with  a 
cautery.  In  one  experiment  a  skewer  was  used 
to  isolate  a  portion  of  stomach  previous  to  incision 
and  suture.  In  another  the  skewer  was  used  in  the 
same  manner  but  the  clamp  was  applied  behind 
the  skewer  before  the  suture. 

In  two  experiments  an  aluminum  band,  as  sug- 
gested by  Brewer  for  the  pylorus,  was  used  with 
success  on  the  stomach  a  short  distance  from  the 
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pylorus.  In  the  constriction  methods  there  is  the  ob- 
jection of  leaving  a  small  piece  of  mucous  membrane. 

As  a  result  of  his  work,  Bartlett  offers  the  two 
following  methods,  which  he  considers  equally 
efficient: 

One  where  the  septum  is  formed  at  the  site 
chosen,  by  incision  and  suture  of  a  ridge  of  stomach 
isolated  by  clamp  or  skewer  at  the  site  selected, 
without  injury  to  the  vessels  of  either  curvature. 
This  has  the  objection  that  it  leaves  mucous  mem- 
brane between  the  layers  which  are  supposed  to 
heal  together.  He  states  that  he  has  not  the 
courage  to  advise  the  use  of  this  method  on  the 
human  until  there  has  been  further  experimental 
proof  by  others. 

The  second  method  is  the  incision  which  includes 
injury  of  vessels,  as  it  starts  at  either  the  greater  or 
lesser  curvature  and  includes  one-half  of  the  stom- 
ach's lumen  at  the  site  chosen.  It  is  more  difficult, 
takes  longer,  and  encounters  more  blood-vessels, 
but  it  does  not  include  mucous  membrane  between 
the  folds  intended  to  unite. 

His  conclusions  are  as  follows: 

1.  The  first  ten  experiments  demonstrated  that 
almost  any  form  of  operation  which  removes  a  cuff 
of  mucosa  plus  submucosa,  with  approximation  of 
denuded  muscular  coats,  results  in  the  formation  of 
a  diaphragm.  Blind-suture  closure  of  the  layers 
from  which  a  section  has  been  removed  seems  a 
necessary  safeguard.  However,  none  of  these 
methods  is  considered  simple  or  safe  enough  to 
warrant  use  on  the  human  subject. 

2.  His  results  detailed  in  the  body  of  this  article, 
as  well  as  those  obtained  on  lo  human  subjects, 
seem  to  indicate  that  both  of  his  incomplete  ex- 
clusion methods,  experiments  ii  to  34  inclusive, 
accomplish  practically  what  the  more  difficult 
Doyen-von  Eiselsberg  procedure  does,  cognizance 
being  taken  of  the  fact  that  the  author  has  no 
animal  observation  more  remote  than  two  hundred 
and  ten  days.  One  advantage  which  cannot  be  de- 
nied these  forms  of  exclusion  is  that  no  prolapse  of 
the  major  portion  of  the  stomach  is  possible  with 
subsequent  functional  disturbance,  since  the  organ 
is  not  completely  divided  nor  the  two  halves  de- 
tached from  each  other. 

3.  The  pyloric  antrum  was  found  to  undergo 
a  surprising  diminution  in  size  after  partial 
exclusion  no  matter  what  technique  was  used.  This 
would  seem  to  be  due  to  tonic  muscle  contraction, 
since  comparison  with  control  specimens  from 
the  pyloric  antrum  of  a  normal  stomach  shows  the 
excluded  muscularis  to  be  greatly  thickened.  His- 
tological study  of  many  sections  from  the  areas 
effected  in  18  experiments  demonstrates  no  other 
abnormality. 

4.  He  goes  no  farther  than  to  suggest  that  the 
obstruction  may  have  been  of  functional  nature 
in  stomachs  which  were  cut  only  half  way  across, 
found  at  autopsy  to  possess  an  incomplete  septum, 
and  showed  tonic  contraction  of  the  excluded  area. 

Donald  Gordon. 


Mayo,  W.  J.:    Chronic  Duodenal  Ulcer.     /.  Am. 

M.  Ass.,  1915,  Ixiv,  2036. 

The  post-mortem  statistics  of  chronic  duodenal 
ulcer  have  been  very  misleading.  The  work  of 
Rokitansky,  Brinton,  and  Welch  represented  splen- 
did research  in  their  day,  but  that  was  30  to  75 
years  ago.  Even  acute  perforations  were  not  always 
recognized  post-mortem  because  of  the  accompany- 
ing generalized  peritoneal  infection.  The  clinical 
diagnosis  of  duodenal  ulcer  was  even  more  chaotic 
until  within  a  recent  period.  Ten  years  ago  the 
statistics  of  three  large  hospitals  showed  almost  no 
duodenal  ulcers  and  varied  in  the  clinical  frequency 
of  gastric  ulcer  with  the  same  clientele  from  0.13 
to  0.48  per  cent,  both  falling  short  of  the  post-mor- 
tem findings  three  to  eleven  times. 

In  Germany  the  change  of  opinion  as  to  the 
frequency  of  duodenal  ulcer  has  been  very  remark- 
able during  the  last  two  years,  recent  German  sur- 
gical literature  showing  a  percentage  as  high  as 
in  this  country.  These  cases  were  not  diagnosed 
in  the  past  or  they  were  called  gastric  ulcer,  nervous 
dyspepsia,  or  hypochlorhydria.  The  modern  view 
is  the  result  of  operating-room  findings.  A  large 
majority  of  ulcers  in  the  vicinity  of  the  pylorous 
which  have  been  called  pyloric  ulcers  are  in  reality 
duodenal.  Gastric  ulcers  in  the  terminal  inch  and 
a  half  of  the  pylorus  will  probably  be  mistaken  for 
carcinoma  on  account  of  the  tumefaction  due  to 
oedema  and  muscular  hypertrophy.  Statistics  of 
the  Mayo  Clinic  show  73  per  cent  duodenal  ulcers  to 
27  per  cent  gastric  ulcers. 

In  typical  duodenal  ulcer  the  history  is  the  most 
important  diagnostic  feature,  the  rontgenogram 
second,  the  physical  diagnosis  including  the  use 
of  the  stomach  tube  third,  and  the  laboratory 
diagnosis  a  poor  fourth.  Many  duodenal  ulcers 
give  atypical  histories  because  of  coincident  disease 
of  the  gall-bladder  or  appendix,  so  that  a  differential 
diagnosis  at  the  operating  table  must  be  made  in 
each  case.  Unless  the  duodenal  ulcer  can  actually 
be  demonstrated  at  the  operating  table,  the  opera- 
tion should  hot  be  done.  Symptomatic  evidence 
cannot  be  accepted  to  the  contrary. 

The  large  majority  of  ulcers  involve  the  first  two 
inches  of  the  duodenum  and  83  per  cent  occur 
in  men.  Gastro-enterostomy  is  the  operation  of 
choice.  Excision  combined  with  the  Finney  gastro- 
duodenostomy  is  occasionally  valuable  to  meet 
certain  indications.  Blockage  of  the  pylorus  is 
unnecessary  unless  there  are  symptoms  of  impend- 
ing perforation  or  haemorrhage.  The  majority  of 
so-called  recurrences  of  duodenal  ulcers  after  opera- 
tion, are  due  to  improper  technique,  especially  to 
the  use  of  continuous  non-absorbable  sutures  of 
silk  or  linen,  which  may  cause  a  gastrojejunal  ulcer, 
thickening  of  the  stroma,  and  adhesions,  and  which 
require  many  months  before  the  thread  is  cast  off. 
These  patients  usually  obtain  relief  for  some  months 
following  operation ;  the  symptoms  then  recur  and  are 
supposed  to  be  due  to  dietetic  errors.  In  cutting  off 
more  than  100  gastro-enterostomies  which  had  been 
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made  for  symptomatic  ulcer  at  the  Mayo  Clinic,  no 
evidence  was  found  of  gastric  or  duodenal  ulcer  or 
that  there  had  ever  been  one.  Blocking  the  pylorus 
will  not  help  to  cure  these  patients  who  have  been 
unnecessarily  operated  on.  The  scar  left  from  the 
blocking  introduces  cicatricial  changes  which  bear 
false  testimony  of  the  existence  of  an  ulcer  when  re- 
operation is  undertaken. 

Petren,  G.:    Retroperitoneal  Perforation  of  Duo- 
denal Ulcer.     Ann.  Surg.,  Phila.,  1915,  Ixi,  414. 

Petren  calls  attention  to  the  rare  recognition  of 
perforation  of  ulcer  of  the  posterior  wall  of  the 
vertical  and  inferior  horizontal  portion  of  the  duode- 
num and  to  the  fact  that  the  subject  has  been 
"scantily"  dealt  with  in  surgical  literature. 

He  describes  a  case  of  his  which  he  diagnosed  as 
having  this  condition,  which  neither  operation  nor 
autopsy  proved.  He  takes  the  opportunity  to  bring 
the  attention  of  the  profession  to  this  condition  by  a 
discussion  of  the  various  possibilities  suggested  by 
the  case  operated  upon  with  references  to  the  brief 
literature. 

The  patient,  a  male  63  years  of  age,  since  he 
was  18  or  20  years  of  age,  had  had  "pains  in  the 
belly"  in  the  form  of  periodically  recurring  stomach 
trouble.  He  was  occasionally  free  from  symptoms 
for  a  couple  of  months,  but  afterward  he  had 
eructations  and  heart-burn.  He  had  discomfort 
in  the  pit  of  his  stomach  after  eating  fat  food  or 
drinking  coffee;  occasionally  he  vomited.  Usually 
the  pain  did  not  occur  until  two  or  three  hours  after 
a  meal;  vomiting  not  until  two  or  three  hours  after. 
He  lived  on  a  strict  diet.  At  the  age  of  45  he  had 
an  attack  of  vomiting  blood,  lasting  four  or  five 
days,  followed  by  tarry  stools,  and  was  in  bed  for 
four  weeks  at  one  time.  He  did  not  take  alcohol 
until  the  age  of  45,  but  increased  the  consumption 
from  that  time  until  he  periodically  drank  to  excess. 
For  six  months  the  pain  had  been  worse,  with 
frequent  vomiting,  and  occasionally  he  was  con- 
fined to  bed.  Three  weeks  before  operation  he  be- 
came much  worse,  with  great  pain  in  the  right  side 
of  the  abdomen  until  he  could  scarcely  stand.  He 
stayed  in  bed,  and  had  fever  of  100°  to  102°;  he  had 
no  appetite;  had  occasional  vomiting,  constipation, 
and  chilly  sensations.  The  urine  contained  albu- 
min, but  there  were  no  urinary  symptoms.  The 
attending  physician  could  discover  no  signs 
of  peritonitis,  appendicitis,  or  peritoneal  irritation, 
except  a  painful  resistance  at  the  site  of  the  right  kid- 
ney which  increased  downward  and  became  more 
and  more  distinct.  On  entering  the  hospital  he 
was  fairly  fleshy;  was  weak;  had  a  temperature  of 
102°;  pulse  1 10  to  120.  There  was  a  small  amount  of 
albumin  in  the  urine  with  few  leucocytes,  no  appetite, 
occasional  vomiting,  constipation,  passed  small 
amount  of  gas. 

The  abdomen  was  not  dilated;  its  left  upper 
quadrant  was  soft  and  callous;  toward  the  right  side 
a  deep  resistance  could  be  palpated,  indistinctly 
limited  upward  and  laterally,  but  distinct  medianly 


and  downward;  it  was  the  size  of  two  fists  and  tender 
to  deep  palpation.  The  mass  extended  from  the 
lower  half  of  the  right  kidney  to  the  right  iliac  fossa, 
with  its  lower  pole  about  two  fingerbreadths  below 
the  anterior  superior  iliac  spine. 

An  operation  was  performed  under  local  an- 
aesthesia. An  incision  was  made  downward  and 
inward  from  above  the  anterior  superior  spine  of 
the  ilium.  On  going  through  the  muscular  wall, 
an  abcess  cavity  was  entered  containing  thick  pus, 
which  was  evidently  retroperitoneal.  The  course 
was  regular,  with  a  temperature  of  100.5°  for  four 
days;  there  was  a  copious  discharge  of  pus  the  first 
week  or  two,  finally  followed  by  healing.  The 
general  condition  of  the  patient  improved  slowly 
the  first  three  weeks.  He  had  no  appetite  and  vom- 
ited occasionally.  He  then  improved  more  rapidly, 
and  at  the  end  of  six  months  had  gained  10  kilo- 
grams. At  the  end  of  a  year  he  had  gained,  but 
still  had  vomiting,  heart-burn,  and  stomach  trouble. 

In  the  discussion  of  the  case,  Petren  concludes 
that  the  onset  of  acute  gastric  symptoms  points  to  an 
active  ulcer.  He  excludes  appendiceal  abcess  on  the 
ground  that  the  patient  did  not  have  appendiceal 
symptoms.  The  first  tentative  diagnosis  was  that 
of  paranephritic  abscess  starting  at  the  right  kidney, 
but  there  were  no  urinary  symptoms,  except  albu- 
min. There  was  nothing  to  show  that  the  abscess 
came  from  the  pancreas,  liver,  or  bile-ducts,  although 
such  cases  recently  have  been  described  by  Sprengel 
and  others.  He  concludes,  therefore,  that  the 
symptoms  of  duodenal  ulcer  together  with  the 
course,  compared  with  a  case  previously  published 
by  him  and  the  present  report,  must  lead  to  the  prob- 
able diagnosis  of  a  retroperitoneal  perforation  of  a 
duodenal  ulcer  with  abscess. 

He  states  that  he  has  found  only  5  cases  reported 
in  the  literature,  none  of  which  recovered.  He  sug- 
gests that  in  the  experience  of  every  surgeon  there 
are  right-sided  retroperitoneal  abcesses  of  obscure 
origin  which  he  believes  have  their  source  in  a 
perforated  duodenal  ulcer.  From  the  recoveries  that 
have  taken  place  after  operation  he  concludes  that 
the  condition  is  probably  not  as  fatal  as  the  5  re- 
ported cases  would  suggest. 

The  ulcers  which  on  perforation  give  rise  to  retro- 
peritoneal suppuration  are  most  frequently  situated 
on  the  horizontal  part  of  the  duodenum,  as  in  a 
case  observed  by  Warfvinge  and  Wallis,  where  a 
subacute  perforation  led  to  a  small  collection  of 
pus  retroperitoneally,  which  broke  into  the  superior 
mesenteric  vein  with  consequent  thrombus  in  the 
vena  portae  and  suppurative  hepatitis. 

The  pus  from  abscesses  so  formed  may  collect  on 
the  right  side  in  the  kidney  region  and  pass  down 
behind  the  ascending  colon  to  the  right  iliac  fossa,  as 
in  the  two  cases  cited.  In  one  case  the  pus  traveled 
farther  down  and  pointed  to  the  inner  side  and 
above  Poupart's  ligament,  bursting  through  the 
skin  and  forming  a  permanent  fistula  through 
which  bile-colored  fluid  and  remnants  of  food 
passed.     In  another  case,  a  duodenal  fistula  arose 
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after  incision  of  the  abscess.  Another  case  de- 
veloped a  diffuse  phlegmon  which  extended  to  the 
left  side  and  down  into  the  pelvis.  In  one  case  the 
infection  spread,  as  cited,  from  the  retroperitoneal 
space  along  the  great  vessels  into  the  mediastinum. 

The  symptoms  of  retroperitoneal  rupture  are 
sometimes  violent,  but  not  so  much  so  as  intra- 
peritoneal rupture.  There  are  rapidly  recurring 
pains  in  the  upper  or  right  abdomen,  vomiting,  and 
a  general  disturbance  of  the  usual  condition. 

In  other  cases,  the  symptoms  are  less  marked,  and 
retroperitoneal  inflammation  may  develop  quite 
slowly  with  fever,  chills,  increased  pulse,  and  loss  of 
appetite. 

The  appearance  of  tenderness  with  resistance 
near  the  right  kidney  or  in  the  right  iliac  fossa  aids 
in  clearing  up  the  diagnosis. 

Early  treatment,  consisting  in  incisions  of  the 
retroperitoneal  phlegmon  or  abscess,  is  desired. 
In  many  cases  with  small  perforations  and  limited 
suppuration,  incisions  and  drainage  would  probably 
be  enough.  If  fistula  should  arise  it  would  be  best 
to  wait  and  hope  for  spontaneous  healing.  If  the 
fistula  does  not  close  and  the  nutrition  of  the  pa- 
tient begins  to  suffer  he  suggests  Berg's  method 
of  gastro-enterostomy  with  pyloric  exclusion.  He 
feels  that  mobilization  of  the  duodenum  with 
suture  of  the  perforation  as  suggested  by  Telford  and 
Radley  would  rarely  be  necessary. 

Donald  S.  Gordon. 

Keith,  A.,  Lane,  W.  A.,  Mutch,  N.,  and  Others: 
Contributions  to  the  Problem  of  Intestinal 
Stasis.    Brit.  J.  Surg.,  1915,  ii,  574- 

The  symposium  in  question  attempts  to  solve 
some  of  the  many  problems  confronting  the  pro- 
fession on  the  question  of  intestinal  stasis. 

Keith  attempts  to  discover  an  anatomical  basis 
for  this  condition.  Several  years  ago  he  was  able 
to  demonstrate  a  small  node  of  tissue  at  the  root  of 
the  superior  vena  cava,  which  apparently  is  the  seat 
of  auricular  contractions.  This  tissue  is  midway 
between  the  nerve  and  muscle  tissue,  and  cannot  be 
definitely  separated  from  either.  Following  a 
similar  trend  of  thought,  he  attempts  to  explain  the 
contractions  of  the  large  intestine  as  beginning  in  a 
separate  kind  of  tissue.  In  looking  about  for  such 
tissue,  he  found  in  the  region  of  the  ileocsecal  valve 
of  the  rat  a  small  node  of  tissue,  which  in  its  histo- 
logical appearance  is  midway  between  the  sympa- 
thetic nerve-fibers  of  the  intestine  and  non-striated 
muscle.  This  tissue  he  has  termed  Auerbach's 
tissue.  He  reasoned  that  if  this  tissue  were  really 
excitatory  in  nature  it  would  follow  that  there  wovdd 
be  similar  tissues  at  other  regions  of  marked  muscu- 
lar action;  e.g.,  the  pylorus  and  the  descending 
colon.  By  examining  these  localitites  it  was  found 
that  the  tissue  here  was  abundant.  By  further 
examination  of  6  specimens  from  cases  of  intestinal 
stasis,  it  was  found  that  in  many  of  them  this  tissue 
was  present  to  an  abnormal  degree.  Therefore 
the  author  is  led  to  the  belief  that  intestinal  stasis  is 


due,  not,  as  is  usually  supposed,  to  a  mechanical 
obstruction,  but  to  a  hyp>ertonus  of  tissues  which 
are  ordinarily  in  a  state  of  tonic  contraction. 

As  a  further  support  of  his  position  that  intestinal 
stasis  is  not  due  to  a  mechanical  obstacle,  Keith 
refers  to  the  specimens  which  he  examined  after 
removal.  In  no  instance  was  the  lumen  of  the 
bowel  encroached  upon  to  such  an  extent  as  to 
cause  obstruction.  Such  kinking  or  acute  flexures 
as  were  present  could  not  have  prevented  the  easy 
forward  passage  of  the  intestinal  contents,  pro- 
vided that  the  musculature  of  the  bowel  was  acting 
normally.  This  evidence  would  lead  to  the  con- 
clusion that  the  diflSculty  was  an  inherent  disorder 
in  the  action  of  the  colic  musculature. 

He  further  takes  issue  with  Lane  regarding  the 
normal  and  healthy  colon  as  a  mere  sewage  system. 
Keith  believes  that  the  colon  is  largely  glandular, 
its  function  being  unknown.  Because  the  body 
can  continue  in  an  apparently  healthy  state  following 
its  removal  does  not  mean  that  it  is  of  no  use  in  the 
economy. 

He  described  large  cells  in  the  reticular  tissue  of 
the  large  intestine.  These  cells  which  measure 
from  15  to  25  microns  in  diameter  and  are  heavily 
laden  with  brown  granules  may  be  related  to  the 
symptoms  which  attend  intestinal  stasis. 

Mutch  reaches  the  following  conclusions: 

T.  Dilatation  of  the  duodenum  is  usually  as- 
sociated with  gastric  stasis. 

2.  Dilatation  of  the  duodenum  varies  directly 
as  the  degree  of  ileal  stasis,  and  —  apart  from  this  — 
shows  no  relationship  to  the  ileal  kink. 

3.  Epigastric  tenderness  in  constipated  subjects 
is  usually  experienced  over  the  third  part  of  the 
duodenum,  not  over  the  pylorus. 

4.  Typical  "hunger-pain"  may  arise  when  food 
in  the  lower  ileum  produces  duodenojejunal  obstruc- 
tion. 

5.  A  pure  culture  of  a  long-chained,  gram-p>ositive, 
haemolysin-producing  streptococcus  was  obtained 
from  the  duodenum  of  a  man  with  severe  anaemia 
and  pigmentation. 

6.  The  richness  of  the  living  bacterial  flora  of  the 
colon  is  immeasurably  greater  than  that  of  the  last 
coil  of  the  ileum. 

7.  The  degree  of  ileal  infection  with  coliform 
organisms  is  proportional  to  the  degree  of  ileal 
stasis. 

8.  A  marked  ileal  kink  acts  as  a  protective 
barrier  against  invasion  of  the  ileum  by  coliform 
organisms. 

9.  The  infection  of  the  ileum  with  coliform 
organisms  and  the  dilatation  of  the  duodenum  vary 
in  a  parallel  manner. 

10.  The  infection  of  the  ileum  with  coliform 
organisms  is  uninfluenced  by  the  acidity  of  the 
gastric  secretion. 

11.  Urine  of  constipated  patients  often  contains 
urobilin. 

12.  Urine  from  constipated  patients  often  con- 
tains hydroxyphenylacetic  acid. 
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13.  The  excretion  of  the  more  complex  tyrosin 
decomposition-products  varies  directly  as  the  degree 
of  ileal  infection  with  coliform  organisms. 

14.  The  excretion  of  tryptophane  decomposi- 
tion-products varies  directly  as  the  degree  of  ileal 
infection  with  coliform  organisms. 

15.  The  excretion  of  indoxyl,  indolacetic  acid, 
and  hydroxyphenylacetic  acid  is  uninfluenced  by 
an  infection  of  the  ileum  with  streptococci  or  with 
the  bacillus  acidophilus  of  Moro.  The  excretion 
of  the  last-mentioned  substances  varies  in  propor- 
tion to  the  degree  of  ileal  stasis. 

17.  The  excretion  of  tyrosin  derivatives  is  unin- 
fluenced by  hyperchlorhydria,  but  increased  by 
hypochlorhydria. 

18.  The  excretion  of  tryptophane  derivatives 
shows  the  same  relationship  to  gastric  secretion  as 
does  that  of  the  tyrosin  derivatives. 

19.  The  excretion  of  indoxyl,  indolacetic  acid, 
and  urobilin  is  almost  entirely  abolished  by  ileocolos- 
tomy. 

20.  An  infection  of  the  ileum  with  bacillus 
aminophilus  occurs  in  constipated  patients  with  a 
subnormal  blood-pressure,  but  not  in  other  con- 
stipated patients. 

21.  Chronic  infection  of  the  ileum  with  staphy- 
lococcus citreus  has  been  shown  to  be  present  with 
chronic  septicaemia  due  to  the  same  organism,  and 
with  chronic  joint,  lymphatic,  and  splenic  changes 
classified  as  Still's  disease.  The  constitutional 
changes  and  those  in  the  joints,  lymphatic  glands, 
and  spleen  were  abolished  by  colectomy.  Fifty-five 
ileums  of  patients  without  Still's  disease  were  free 
from  staphylococcus  citreous. 

22.  The  hands  of  constipated  patients  recover 
from  exposure  to  cold  at  a  very  much  slower  rate 
than  do  the  hands  of  healthy  subjects. 

23.  A  patient  with  Raynaud's  disease  was  found 
to  be  the  subject  of  chronic  intestinal  stasis.  In 
his  ileum  were  large  numbers  of  an  unusual  gram- 
positive  bacillus  and  a  short  streptococcus.  Colec- 
tomy restored  his  hands  to  a  normal  condition,  in 
which  they  showed  normal  reaction  after  exposure  to 
cold.  His  ileal  flora  formed  pressor  bases  from 
peptone. 

Barclay  reaches  the  following  conclusions: 

1.  The  large  intestine  is  only  one  part  of  a 
closely  linked  system. 

2.  Very  wide  variations,  both  as  regards  anatomy 
and  physiology,  are  compatible  with  perfect  health. 

3.  The  ileocaecal  region  is  in  very  close  associa- 
tion with  the  duodenopyloric  region.  There  is 
evidence  of  two  separate  reflexes  between  the  ileo- 
caecal valve  and  the  pylorus;  i.e.,  one  from  the 
stomach  to  the  ileocaecal  valve,  and  another  from  the 
ileocaecal  valve  to  the  stomach — the  latter  (the 
ileopyloric  reflex)  being  responsible  for  appendi- 
cular dyspepsia. 

4.  Ileal  stasis  is,  up  to  a  point,  physiological. 
Pathological  ileal  stasis,  usually  associated  with 
adhesions  in  this  region,  is  most  frequently  appen- 
dicular in  origin. 


5.  In  all  these  examinations  it  is  essential  to 
prepare  and  examine  the  patients  on  a  routine  plan. 
A  scheme  that  includes  "double"  feeding  is  useful. 

6.  The  appendix  can  be  seen  in  a  certain  propor- 
tion of  cases,  and  by  palpation  it  can  be  determined 
whether  it  is  fixed  or  lying  free. 

7.  The  normal  movement  of  faeces  through  the 
large  intestine  is  by  "mass"  movement,  in  which 
a  large  column  is  moved  through  a  large  section 
of  the  colon  in  a  few  seconds;  these  movements 
take  place  probably  some  three  or  four  times  a  day. 
The  "mass"  movements  do  not  occur  in  the  caecum. 

8.  Constipation  occurs  as  the  result  of  stagna- 
tion: (i)  in  the  sigmoid  and  rectum,  inefTicient 
defecation,  or  dyschesia;  and  (2)  in  the  caecum,  con- 
stipation proper. 

9.  Constipation  proper  is  probably  the  result  of  a 
defect  in  the  mechanism  of  the  "mass"  movement. 
It  is  suggested  that  for  the  efficiency  of  this  move- 
ment it  is  necessary  that  a  sphincteric  contrac- 
tion should  be  present.  The  competency  or  other- 
wise of  this  sphincter,  or  point  d'appui,  determines 
whether  the  "mass"  movement,  when  it  occurs, 
propels  all  the  faeces  forward,  or  sends  some  of  them 
back  into  the  caecum.  The  large  sloppy  caecum 
is  the  result  of  this  insufficiency,  and  not  the  cause 
of  constipation. 

10.  The  opaque  meal  seldom  gives  information 
as  to  early  neoplasms  of  the  large  intestine;  it  is  only 
after  the  bowel  becomes  distended  that  information 
is  obtained  in  this  way.  All  suspected  cases  of 
neoplasm  of  the  large  bowel  should  be  investigated 
by  means  of  the  opaque  enema. 

Lane  contributes  an  article  on  the  operative 
technique  of  ileocolostomy  and  colectomy.  In 
brief  the  technique  for  ileocolostomy  is  the  division 
of  the  ileum  several  inches  from  the  ileocaecal 
valve,  with  the  inversion  of  the  distal  portion  and 
closure  by  purse-string  suture.  The  proximo  por- 
tion is  then  inserted  into  the  pelvic  colon  at  its  upper 
part,  the  mucous  and  other  coats  being  sewn  to- 
gether by  a  close  buttonhole  suture.  Around  this 
another  row  of  sutures  perforating  the  peritoneal 
and  muscular  coats  is  employed.  The  intestines 
are  drawn  up  out  of  the  pelvis,  and  the  adjacent 
surface  of  the  pelvic  colon  is  sewed  carefully  to  the 
divided  margin  of  the  mesentery  of  the  ileum. 

The  operation  of  colectomy  is  preferred  by  Lane 
in  cases  where  stagnation  in  the  colon  following  an 
ordinary  ileocolostomy  is  likely  to  occur.  The 
mesentery  supplying  the  portion  of  the  bowel  to  be 
removed  is  carefully  doubly  ligated,  the  division 
being  made  between  ligatures.  The  ileum  is  then 
divided  as  in  ileocolostomy,  and  the  pelvic  colon 
drawn  up  out  of  the  pelvis  and  divided.  The  end 
of  the  ileum  is  attached  directly  to  the  cut  end  of  the 
pelvic  colon;  the  innermost  row  of  sutures  perforates 
all  the  coats  of  the  bowel  and  is  of  the  buttonhole 
type,  while  the  outer  rows  secure  the  peritoneal  and 
muscular  coats  in  their  grip  and  do  not  perforate  the 
bowel.  Some  difficulty  may  occasionally  be  met 
because  of  the  difference  in  caliber  of  the  two  por- 


382 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


tions  of  the  bowel,  but  this  can  be  readily  met  by 
arranging  the  sutures  so  that  each  picks  up  a  cor- 
respondingly greater  portion  of  the  circumference  of 
the  pelvic  colon  than  of  the  ileum.  After  this 
anastomosis  has  been  rendered  complete,  the  cut 
edges  of  the  mesentery  of  the  ileum  and  of  the 
pelvic  colon  are  sutured  together,  care  being  taken 
to  leave  no  raw  surface  either  on  the  upper  or  lower 
aspect  of  the  junction.  Lane  prefers  the  end-to-end 
anastomosis  rather  than  the  lateral  or  end-to-side 
anastomosis.  J.  H.  Skiles. 

Watson,   C:     Diagnosis  and  Treatment  of   Ileal 
Stasis.     Clin.  J.,  1915,  xliv,  209. 

The  existence  of  pathological  ileal  stasis  can  be 
established  only  by  an  X-ray  examination  carried 
out  from  five  to  six  hours  after  the  ingestion  of  the 
meal.  It  is  important  to  remember  that  an  ex- 
amination should  be  made  in  both  the  erect  and  the 
recumbent  postures. 

Another  point  to  be  noted  is  the  relative  sterility 
of  the  contents  of  the  ileum  under  normal  conditions, 
contrasting  with  the  abundant  bacterial  flora  on  the 
distal  side  of  the  ileocaecal  sphincter.  The  author 
thinks  it  probable  that  a  degree  of  incompetence  of 
this  sphincter,  allowing  a  regurgitation  of  bacteria 
into  the  small  bowel,  is  an  important  factor  in 
inducing  disease  in  this  region  and  subsequent 
general  manifestations  of  ill  health.  He  has  lately 
had  the  opportunity  of  making  observations  on  the 
state  of  the  stools  in  two  patients  after  a  complete 
and  very  successful  colectomy.  In  both  instances 
he  found  that  the  stools  passed  by  the  patients  were 
alike  in  their  consistency,  odor,  and  bacterial 
contents,  and  did  not  differ  materially  from  the 
stools  from  an  unhealthy  large  bowel.  It  was  clear 
that  in  both  cases  the  condition  of  the  lower  part 
of  the  small  intestine  was  identical  with  that  seen 
in  aggravated  cases  of  excessive  putrefaction  in  the 
large  bowel.  In  other  words,  in  advanced  degrees 
of  intestinal  toxaemia,  the  lower  part  of  the  ileum 
may  play  the  part  of  a  cesspool  analogous  to  that 
which  frequently  occurs  in  the  large  bowel. 

A  careful  examination  of  the  urine  should  be  made, 
including  in  many  instances  a  bacteriological 
examination.  The  more  important  urinary  ab- 
normalities met  with  include:  (i)  the  presence  in 
excess  of  cellular  elements,  especially  epithelial 
cells  and  pus  cells;  (2)  an  increased  toxicity  of  the 
urine  revealed  by  the  abnormal  multiplication  of 
bacteria  after  voiding,  and  in  many  instances  a  true 
bacteriuria,  chiefly  organisms  of  the  bacillus  coli 
and  coccal  groups;  (3)  the  presence  of  oxalate  of 
calcium  crystals;  and  (4)  excess  of  indican. 

In  the  earlier  stages  of  the  disease,  ileal  stasis, 
and  the  associated  stasis  commonly  met  with  in  the 
caecum  and  colon,  is  essentially  a  medical  ailment 
and  can  be  corrected  by  appropriate  treatment.  In 
chronic  cases  accompanied  by  pathological  adhesions 
involving  the  caecum  and  appendix,  the  condition 
can  be  dealt  with  satisfactorily  only  by  surgical 
measures.     It  is  sometimes  a  matter  of  considerable 


difficulty  to  determine  in  any  given  case  whether 
it  can  be  dealt  with  successfully  medically  or  can 
be  relieved  by  surgical  measures  only.  The  im- 
portant points  in  this  connection  are:  (i)  the  history 
with  regard  to  chronicity  and  the  amount  of  dis- 
ability entailed;  (2)  the  result  of  medical  treatment, 
if  that  has  been  thoroughly  applied;  (3)  the  in- 
formation supplied  by  the  X-rays. 

The  medical  measures  employed  may  be  briefly 
summed  up  as  follows: 

1.  Removal  of  any  contributory  cause  of  sepsis, 
such  as  is  frequently  present  in  the  shape  of  a 
neglected  pyorrhoea. 

2.  Massage  and  remedial  exercises,  which  are 
by  far  the  most  important  remedial  measures  in 
the  treatment  of  the  disease. 

3.  Intestinal  lavage.  In  cases  where  a  careful 
examination  of  the  stools  reveals  pronounced  ex- 
cessive putrefaction,  it  is  often  advisable  at  the 
outset  to  treat  the  lower  bowel  by  giving  an  enema  of 
soap  and  water  daily,  followed  immediately  by 
irrigation  of  from  two  to  three  pints  of  clear  water. 

4.  Diet.  The  dietetic  treatment  should  be 
carried  out  on  general  lines. 

5.  Medicinal.  This  consists  essentially  of  mild 
catharsis,  using  petrolatum  principally. 

The  various  operative  measures  that  are  in- 
dicated include  the  following,  which  it  will  be  seen 
apply  not  only  to  ileal  stasis,  but  to  the  associated 
conditions  of  the  caecum  and  colon  which  frequently 
coexist : 

1.  The  removal  of  adhesions  involving  the  ileum 
or  caecum. 

2.  A  narrowing  and  mobilizing  of  the  caecum. 

3.  The  removal  of  the  appendix. 

4.  A  combination  of  the  foregoing. 

5.  A  short-circuiting  operation  —  ileosigmoidos- 
copy  or  colectomy  —  partial  or  complete. 

After  operation  it  is  often  advisable  to  give  a 
course  of  massage  and  remedial  exercises  in  order 
to  improve  the  atonic  condition  of  the  intestinal  and 
abdominal  musculature.  Edward  L.  Cornell. 

Proust,  R.,  and  Paris,  J.:  A  Case  of  Appendicitis 
with  the  Pain  on  the  Left  Side  (Sur  un  cas 
d'appendicite  avec  point  de  cote  gauche).  Rei'.  de 
gyn6c.   et  de  chir.   abd.,    1914,   xxiii,   187. 

Proust  and  Paris  describe  a  case  of  appendicitis 
in  a  girl  of  eight.  On  admission  she  was  in  excellent 
condition,  but  the  next  day  her  pulse  became  rapid 
and  weak  and  her  facial  expression  bad.  Examina- 
tion showed  rigidity  of  the  muscles,  and  pain  at  a 
point  on  the  left  side  symmetrical  with  McBurney's 
point.  Both  of  these  signs  had  been  lacking  the  day 
before.  She  had  no  pain  on  the  right  side.  Lapa- 
rotomy was  performed  and  an  abscess  found  on  the 
left  side,  which  had  ruptured  into  the  peritoneal 
cavity.    The  patient  recovered. 

The  authors  point  out  that  pain  in  this  location 
is  symptomatic  of  rupture  of  a  pelvic  abscess.  The 
anatomical  arrangement  of  the  pelvic  colon  makes  it 
natural  for  the  pus  to  rise  along  its  left  border  and 
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break  into  the  peritoneal  cavity  on  that  side.  Their 
knowledge  of  this  fact  made  it  possible  for  them  to 
make  a  diagnosis  and  operate  in  time  to  save  the 
patient's  life.  References  are  given  to  a  number  of 
works  in  which  this  question  of  left-sided  pain  in 
appendicitis  are  discussed.  In  some  of  the  cases  the 
appendix  was  on  the  left  side;  in  others  it  was  due 
to  rupture  of  an  abscess,  as  in  this  case.    A.  Goss. 

Hugel,  K,:  Treatment  of  Colon  Infection  (Zur 
Behandlung  der  Coliinfektion).  Bcilr.  z.  klin. 
Chir.,  1915,  xcv,  633. 

Oxygen  has  previously  been  used  in  such  surgical 
conditions  as  malignant  oedema  and  gas  phlegmon. 
Thiriar  asserts  that  it  is  not  an  antiseptic,  but  that 
it  merely  offers  a  barrier  to  the  advance  of  anaero- 
bic bacteria.  Hugel,  however,  has  used  it  in  all 
kinds  of  severe  progressive  colon  infection  with 
excellent  results.  A  rubber  tube  is  passed  from  an 
oxygen  tank  into  the  infected  region,  and  oxygen 
passed  through  it  for  one,  two,  or  three  minutes. 
Histories  of  2  cases  of  pleural  empyema  successfully 
treated  in  this  way  are  given.  The  chief  field  of 
colon  infection,  however,  is  peritonitis  caused  by 
appendicitis.  In  1913,  12  cases  of  perforative  appen- 
dicitis and  severe  peritoneal  infection  were  treated 
by  means  of  oxygen  insufflation.  Two  of  the  pa- 
tients died  but  the  other  10,  in  whom  the  disease 
was  just  as  severe,  recovered.  For  the  sake  of 
comparison  he  treated  two  children  with  about 
equally  severe  cases  of  peritonitis  following  appen- 
dicitis, one  with  oxygen  insufflation  and  one  without. 
The  one  treated  with  oxygen  recovered  and  the 
other  died.  This  year  7  cases  have  been  treated 
with  oxygen  and  all  recovered. 

The  reason  for  the  curative  effect  of  oxygen  has 
not  been  experimentally  explained.  Oxygen  passed 
through  a  bouillon  culture  of  colon  bacilli  does  not 
harm  them;  but  it  seems  that  the  oxygen  stimulates 
leucocytosis  and  the  leucocytes  take  up  the  bacteria. 

Marvel  in  1914  confirmed  the  good  results  of 
oxygen  treatment  in  puerperal  infection  with  gas- 
forming  bacilli.  A.  Goss. 

Lynch,  J.  M.,  and  Draper,  J.  W.:  Developmental 
Reconstruction  of  the  Colon.     N.    Y.  M.  J., 

1915,  ci,  1198. 

The  morphology  and  function  of  the  colon  depend 
upon  both  heredity  and  environment.  The  chemistry 
of  alimentation  in  man  is  controlled  largely  by 
enzymes  and  the  nervous  system.  The  authors 
consider  stasis  as  a  diffuse  toxaemia  from  the  alimen- 
tary canal,  the  result  of  aberrant  biochemistry, 
usually  bearing  a  measurable  ratio  to  the  delay  in  the 
onward  passage  of  the  intestinal  contents  as  visual- 
ized by  the  X-ray. 

The  caecum  and  sigmoid,  due  to  their  embryo- 
logical  development,  are  two  of  the  most  variable 
organs  in  the  body  and  when  ill-developed  are  the 
frequent  cause  of  disorders  elsewhere.  Physiologi- 
cally the  duodenum  is  the  most  important  portion 
of  the  alimentary  tract  and  until  its  functions  are 


more  thoroughly  understood  the  treatment  of 
stasis  will  probably  be  inadequate. 

Stasis  is  hereditary  or  acquired.  The  treatment 
may  be  medical  or  surgical,  some  cases  yield  to 
hygienic  treatment,  others  need  surgical  treatment. 

Cases  of  transient  obstruction  either  of  mechanical 
or  physiological  origin  may  be  classed  as  border- 
land cases.     Fixed  obstruction  is  always  surgical. 

The  methods  of  surgical  therapy  available  are: 
ileosigmoidostomy,  ca;cosigmoidostomy,  trans- 
planted caecosigmoidostomy,  appendicostomy,  cae- 
costomy,  ileostomy,  plication,  colosigmoidostomy, 
autolytic  excision,  complete  colectomy,  and  develop- 
mental colonic  reconstruction. 

Ileosigmoidostomy  causes  a  partial  occlusion  and 
exclusion  of  the  colon  without  providing  adequate 
drainage,  which  may  lead  to  cajcal  dilatation,  re- 
quiring a  secondary  operation  of  colectomy  in  5  to 
10  per  cent  of  cases. 

Caecosigmoidostomy  is  at  variance  with  physiol- 
ogy and  useless  in  most  cases. 

Appendicostomy  gives  excellent  results  in  some 
cases.  Caecostomy  answers  the  same  purpose  as 
appendicostomy  and  is  used  chiefly  when  the  ap- 
pendix is  not  available.  The  indications  for  ileos- 
tomy are  limited,  and  plication  is  ineffectual. 
Colosigmoidostomy  may  be  indicated  in  rare  cases  of 
obstruction  at  the  splenic  angle  or  at  the  descending 
colon.  Autolytic  excision  and  complete  colectomy 
have  very  limited  fields  of  usefulness,  the  latter 
chiefly  in  cases  of  megacolon. 

By  developmental  reconstruction  is  meant  the 
replacement  of  the  ileocolonic  junction  to  its  em- 
bryonic or  second  position.  It  removes  the  infected 
organ,  restores  the  continuity  of  the  bowel,  and  has 
a  much  lower  mortality  than  total  colectomy.  The 
authors  have  performed  the  operation  16  times  but 
have  had  some  poor  post-operative  results.  They 
believe  that  cases  with  colons  with  thick  walls 
give  better  results  than  those  with  thin  waUs. 

Of  the  caecums  and  colons  removed  and  examined 
sufficient  pathology  was  discovered  to  lend  force  to 
the  theory  that  they  cause  a  general  toxaemia:  some 
colons  showing  a  polyposis,  others  a  destruction  of 
Auerbach's  plexus;  and  in  the  secretion  of  one  a 
streptococcus  viridans  was  found.         D.  H.  Boyd. 

Schneiderhohn,  O,:  Treatment  of  Hirschsprung's 
Disease  (Die  Therapie  bei  der  Hirschsprungschen 
Krankheit).    Ztschr.f.  Kinderh.,  1915,  xii,  321. 

The  author  describes  4  cases  of  his  own,  in  2  of 
which  medical  treatment  was  given  and  2  were 
operated  on.  He  has  collected  358  cases  from  the 
literature  and  gives  a  bibliography  of  260  titles. 
The  statistics  show  that  the  mortality  is  lower  and 
the  number  of  recoveries  greater  in  the  cases  treated 
surgically  than  in  those  treated  medicaUy.  The 
mortality  for  the  whole  358  cases  was  43  per  cent  and 
the  number  of  recoveries  30.7  per  cent  with  an 
additional  7  per  cent  of  marked  improvements. 
For  the  143  cases  treated  surgically  the  mortality 
was  only  36  per  cent,  with  46  per  cent  recoveries. 
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Surgical  treatment  must  not  be  applied  in  all 
cases.  Very  early  cases  may  be  treated  with  good 
results  medically,  and  in  young  children  the  results 
of  medical  treatment  are  better  than  in  older 
individuals,  while  surgery  is  more  dangerous. 
The  most  radical  surgical  treatment,  and  the  most 
effective  in  cases  where  it  is  indicated,  is  resection  of 
the  diseased  part  of  the  intestine.  Other  opera- 
tions sometimes  indicated  are  entero-anastomosis, 
plication  of  the  colon,  formation  of  an  artificial 
anus,  and  a  longitudinal  incision  sutured  up  again 
transversely.  Tables  are  given  showing  the  results 
with  the  different  methods  of  operation.  The 
author. thinks  the  prognosis  may  be  improved  by 
careful  selection  of  cases  and  adequate  surgical 
treatment.  A,  Goss. 

Grouse,  H. :  A  New  Position  for  Proctoscopic  Exami- 
nations.    Surg.,Gyncc.  &'Obst.,  1915,  xx,  723. 

The  author  describes  a  position  which  he  has 
used  for  several  years  in  making  proctoscopic  and 
sigmoidoscopic  examinations  in  either  sex,  as  well 
as  in  treating  the  trigone  of  the  bladder  and  inspect- 
ing the  meatus  of  the  ureters  in  the  female.  The 
patient  is  placed  face  downward  on  an  ordinary 
examining  or  operating  table,  the  leaf  of  the  latter 
being  dropped;  two  stools  or  chairs  padded  with 
pillows  are  placed  so  as  to  permit  the  head  of  the 
patient  to  pass  easily  between  them.  When  the 
ordinary  electric-lighted  male  urethroscope,  procto- 
scope, or  sigmoidoscope  has  passed  the  sphincters  of 
the  bladder  or  rectum,  the  obturators  are  removed, 
when  a  suction  of  air  occurs,  ballooning  the  emptied 
bladder  or  bowel.  Passing  the  valves  of  Houston 
and  the  upper  sigmoid  into  the  true  descending  colon 
with  the  sigmoidoscope  can  be  accomplished  under 
direct  observation. 

The  knee-chest  posture  is  difficult  for  the  patient 
to  maintain,  while  in  the  author's  position  the 
patient's  thighs  are  used  to  steady  the  operator's 
elbows,  and  also  a  handy  space  is  afforded  for  the 
location  of  instruments.  Operations  upon  the  lower 
rectum,  such  as  bowel-slipping  procedures  second- 
ary to  removal  of  rectovesical  and  recto-urethral 
fistulae,  have  been  performed  by  the  author  with 
the  patient  in  this  position,  the  anaesthetic  being 
given  as  in  the  Gushing  position  for  cerebral  decom- 
pression work  upon  the  skull.  Laxatives  and 
cleansing  enemas  and  an  empty  stomach  are  in- 
sisted upon  before  examination. 

Zobel,  A.  J. :    Tlie  Early  Diagnosis  of  Cancer  of  the 
Rectum.     Proctologist,  1915,  ix,  69. 

Cancer  of  the  rectum  is  not  often  observed  in  its 
earliest  stages,  as  at  that  period  it  seldom  manifests 
any  sign  of  its  presence.  After  significant  symp- 
toms make  their  appearance  it  is  possible  to  discover 
it  early  through  a  rectal  examination.  Unfor- 
tunately too  many  await  the  classic  symptoms  be- 
fore they  make  a  rectal  examination.  In  no  part 
of  the  body  is  a  malignant  growth  more  insidious 
in  its  approach  than  in  the  rectum,  but  sooner  or 


later  some  one  symptom  becomes  more  aggravated 
and  then  relief  is  sought.  At  this  time  a  rectal 
examination  is  imperative,  although  too  often  it  is 
neglected  because  the  patient  objects  to  the  pro- 
cedure or  the  examiner  is  reluctant. 

Cancer  of  the  rectum  is  not  confined  to  persons  in 
middle  life  or  older;  10.8  per  cent  of  one  series 
occurred  before  the  fortieth  year  and  2  to  3  per 
cent  during  the  third  decade.  From  13  to  16  per 
cent  of  all  cancers  of  the  digestive  tract  involve  the 
rectum. 

Rectal  pain  or  tenesmus;  diarrhoea  or  constipa- 
tion; blood,  mucus,  or  pus  in  the  bowel  movements 
may  arise  from  cancer  or  from  a  benign  lesion.  As 
a  rule  rectal  pain  is  more  often  caused  by  a  com- 
paratively trifling  lesion,  such  as  a  fissure  or  inflamed 
haemorrhoid,  than  by  a  malignant  growth.  There 
may  be  only  an  indefinite  uneasiness  or  pruritus 
which  demands  relief.  If  located  in  the  ampulla 
the  disease  may  go  on  to  complete  obstruction  of  the 
bowel  and  still  cause  little  or  no  pain.  It  is  only 
later  on  when  the  disease  has  progressed  almost  to 
its  limit  that  the  pain  becomes  more  constant  and 
severe.  These  cases  are  so  well  developed  that 
they  are  practically  inoperable.  Pain  is  generally 
felt  early  when  the  anal  margin  is  involved  and  is 
often  accompanied  by  a  bearing-down  sensation 
in  the  rectum. 

A  continuous  dull  pain  in  the  lumbar  or  sacral 
regions,  a  sensation  of  weight  in  the  perineum,  pains 
shooting  down  the  legs,  and  abdominal  pains 
are  often  the  first  symptoms  of  rectal  cancer  and 
should  lead  to  an  early  diagnosis. 

Haemorrhage  is  not  always  a  constant  feature;  it 
may  occur  late  or  not  at  all,  but  in  the  absence  of 
benign  lesions  a  bloody  discharge  even  when  un- 
accompanied by  other  symptoms,  may  be  one  of 
the  earliest  signs  of  trouble.  Cancer  may  exist 
above  bleeding  internal  haemorrhoids. 

Among  symptoms  of  early  carcinoma  which 
should  stimulate  investigation  are  constipation  or 
diarrhoea.  If  the  growth  is  in  the  upper  third  of 
the  rectum  it  is  usually  circular  and  soon  leads  to 
an  obstructive  constipation.  In  an  adult,  increasing 
or  extreme  constipation  which  persists  for  weeks 
despite  treatment  calls  for  a  rectosigmoidal  exami- 
nation. 

Following  closely  upon  the  constipation  there  is 
often  a  diarrhoea  which  is  most  persistent.  A  proc- 
toscopic examination  should  be  made  in  every  case 
where  there  is  a  sudden  onset  of  mucous  colitis,  with 
pain  and  tenesmus,  in  an  elderly  person  who  has 
previously  had  normal  bowel  movements,  or  in  every 
case  of  diarrhoea  which  has  resisted  treatment  longer 
than  a  week.  After  a  growth  breaks  down,  the 
movements  increase  in  frequency  and  amount, 
being  composed  chiefly  of  blood  and  mucus  and  are 
usually  indicative  of  ulceration  of  a  growth  in  the 
ampulla.  It  may  be  thought  to  be  amoebic  colitis, 
and  when  the  amoebiasis  is  further  complicated  by 
multiple  adenomata  of  the  rectum  the  condition 
is  apt  to  be  considered  malignant. 
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Loss  of  weight  usually  becomes  prominent  during 
the  ulcerative  period  of  the  disease  only.  As  a 
rule  it  is  only  when  the  haimorrhagcs  have  been 
very  profuse  and  when  there  is  considerable  sup- 
puration that  the  emaciation  is  marked. 

Ribbon-shaped  stools  are  of  little  value  as  they 
are  due  to  proctospasm  and  arise  from  internal 
haemorrhoids  or  from  fissure.  A  history  of  urgent 
calls  to  stool  immediately  on  arising;  of  stool  ir- 
regularity associated  with  indigestion;  or  of  flatu- 
lence in  a  normal  individual  demands  a  rectal  ex- 
amination, as  it  is  only  at  this  time  that  operative 
measures  are  life-saving. 

In  the  early  stage  a  neoplasm  feels  like  a  thick- 
ening of  the  submucous  tissue.  This  infiltrated 
area  is  sessile,  usually  round  or  elliptical  and  readily 
movable  on  the  underlying  muscular  layer.  Later 
it  becomes  adherent  and  is  felt  as  an  annular  stric- 
ture or  a  cauliflower  growth,  projecting  into  the 
lumen  of  the  bowel.  The  overlying  membrane 
is  at  first  not  affected,  but  soon  it  ulcerates  super- 
ficially and  gradually  becomes  deeper,  so  that  it 
finally  gives  the  sensation  of  an  excavation  with 
indurated  base  and  margins.  Rarely  the  growth 
may  be  soft.  The  digital  examination  should 
always  precede  the  proctoscopic. 

Rectal  malignancy  must  be  differentiated  from 
acute  inflammatory  conditions  producing  perirectal 
infiltration;  from  extrarectal  lesions  in  either  sex, 
which  by  impinging  upon  the  bowel  may  cause 
obstructive  symptoms,  but  which  lack  the  bloody, 
mucous,  or  purulent  discharge;  from  "sphincteric 
proctitis;"  from  polypus  or  a  villous  papilloma; 
and  lastly,  from  a  well-marked  benign  stricture  of 
the  rectum.  The  latter  has  a  clear  cut,  firm  margin, 
does  not  bleed  easily,  and  is  usually  freely  movable. 

In  concluding  the  author  advocates  a  digital 
and  proctoscopic  examination  in  every  individual 
giving  a  history  of  a  discharge  of  blood,  mucus,  or 
purulent  material  from  the  rectum;  persistent 
diarrhoea;  unusual  constipation  following  previously 
regular  bowel  movements;  pain,  tenesmus,  bearing 
down  or  other  abnormal  sensations  in  these  parts; 
unaccounted  for  loss  of  weight;  obscure  digestive 
disturbances,  especially  when  accompanied  by 
stool  irregularities;  or  of  any  symptom  which 
could  be  caused  reflexly  by  a  cancerous  growth. 

E.  K.  Armstrong. 

Svindt,   I.:    A  Case  of  Prolapse  of   the  Rectum 
Treated    by    Transplantation    of    Fascia    (Et 

Tilfaelde  af  Prolapsus  recti  helbredt  ved  fri  Fascie- 
transplantation).  Hosp.-Tid.,  Kj0benh.,  1915, 
Iviii,  533- 

Svindt  describes  a  case  of  prolapse  of  the  rectum 
that  he  treated  by  running  a  strip  of  fascia  around 
above  the  anus  and  drawing  it  up  to  reduce  the 
opening  to  the  normal  size.  Thiersch  used  wire 
in  the  same  way,  but  Svindt  thinks  fascia  is  much 
better.  The  case  he  describes  was  in  a  child  15 
months  old  that  had  had  prolapse  of  the  rectum 
since  the  age  of  four  months.     The  prolapse  was 


reduced  and  four  incisions  made  through  the  skin 
and  subcutaneous  tissue  around  the  anus,  about 
I  cm.  from  the  mucosa.  The  two  lateral  incisions 
were  found  to  be  unnecessary,  however.  A  strip  of 
fascia  about  8  cm.  long  and  0.75  cm.  wide  was  cut 
from  the  outside  of  the  thigh.  This  was  carried 
around  the  anus  with  a  stout  curved  needle,  intro- 
duced at  the  back  incision  and  brought  out  at  the 
front  one.  Then  the  ends  of  the  strip  were  drawn 
up  tight  enough  so  that  only  the  little  finger  could 
be  introduced  into  the  anus.  The  ends  were  sutured 
together  with  silk  and  buried.  The  inside  of  the 
fascia  was  turned  inward.  The  wound  healed  by 
first  intention  and  there  has  never  been  any  ten- 
dency to  prolapse  since.  The  method  can  be  used 
in  adults  also.  A.  Goss. 

Philippowicz,  J.:  Ligature  Treatment  of  Haemor- 
rhoids (Zur  Ligaturbehandlung  der  Hamorrhoid- 
en).    Beitr.  z.  klin.  Chir.,  1915,  xcv,  528. 

Philippowicz  recommends  the  ligature  treatment 
of  haemorrhoids  as  being  the  simplest,  and  also  the 
least  difficult  and  dangerous  for  the  patient.  In 
Whitehead's  operation  there  is  danger  of  gangrene 
of  the  edges  of  the  wounds  or  healing  by  second  inten- 
tion, even  with  the  most  careful  technique.  In  the 
past  five  years  he  has  operated  for  haemorrhoids  in 
65  cases,  by  ligature  in  62. 

His  technique  is  as  follows:  After  the  usual  prepa- 
ration of  the  intestine  with  castor  oil  and  opium, 
general  or  local  anaesthesia  is  given  and  the  sphinc- 
ter carefully  stretched.  When  general  anaesthesia 
was  used  there  were  no  after-pains  worth  mention- 
ing. If  the  sphincter  is  too  much  stretched  there 
may  be  permanent  imperfect  continence.  The 
haemorrhoids  are  seized  with  forceps  and  drawn 
downward  and  outward.  An  incision  is  made  in  the 
sulcus  at  the  base  on  each  side,  a  strong  ligature  in- 
serted in  the  groove  made  and  drawn  as  tightly  as 
possible.  The  greatest  care  should  be  taken  not  to 
include  skin  or  too  much  mucous  membrane.  A 
tube  is  inserted  to  occlude  the  rectum.  The  liga- 
tures are  left  5  cm.  long  and  are  generally  discharged 
after  five  to  seven  days  with  the  haemorrhoids. 
After  the  operation  the  patient  is  given  opium  for 
four  days.  After  the  discharge  of  the  haemorrhoids 
the  treatment  consists  in  daily  sitz  baths  and  the 
application  of  boric  acid  salve.  The  tube  is  re- 
moved after  four  days,  or  even  sooner  if  it  is  not  well 
borne. 

In  the  discussion,  Hufschmid  said  he  had  used 
the  ligature  treatment  in  10  cases,  but  the  pain  after 
operation  was  so  great  that  he  discontinued  its 
use  and  now  uses  the  Mikulicz  operation. 

KiJTTNER  said  there  was  pain  after  ligation  only 
when  skin  was  included  in  the  ligature.  He  prefers 
the  method  on  account  of  the  rapidity  with  which 
it  can  be  performed  and  the  fact  that  strictures 
are  not  formed. 

Reiser  also  advocated  ligature  treatment. 

Bazdorff  did  not  agree  with  the  objections  made 
to   the   Whitehead  operation.     He  has  used  it  in 
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several  hundred  cases  with  good  results,  having 
never  had  stricture,  incontinence,  or  recurrence. 
Therefore  he  prefers  it,  even  though  it  is  the  more 
radical  method.  A,  Goss. 

LIVER,  PANCREAS,  AND  SPLEEN 

Yeomans,  F.  C:  Primary  Carcinoma  of  the  Liver: 
Operation  for  Recurrence  Over  Seven  Years 
After  Primary  Operation.  /.  Am.  M.  Ass.,  1915, 
Ixiv,  1301. 

Yeomans  briefly  reviews  his  former  report  of  a 
patient  well  two  years.  The  history  was  quite 
negative.  Physical  examination  showed  at  that 
time  a  tumor  in  the  right  hypogastrium,  oval  and 
firm,  extending  from  the  right  costal  margin  down- 
ward to  an  inch  below  the  navel  and  slightly  beyond 
the  mid-line.  It  moved  with  respiration  and  per- 
cussed flat  with  the  zone  of  tympany  just  below 
the  costal  arch.  The  tentative  diagnosis  was  tumor 
of  the  kidney  or  liver.  Operation  revealed  a  tumor 
of  the  liver,  covered  by  a  network  of  congested  veins. 
The  mass  imparted  a  cystic  feel  and  by  its  position 
precluded  palpation  of  the  bile-ducts.  The  fundus 
of  the  gall-bladder  was  normal. 

The  tumor  mass  was  incised  and  found  to  be  a  cyst 
about  the  size  of  a  grapefruit,  full  of  trabeculae  and 
degenerated  tissue,  which  was  removed  by  means 
of  a  curette;  rubber  drainage  tubes  were  put  into 
the  cavity  and  the  cavity  packed  lightly  with  gauze. 
The  wound  healed  in  four  weeks. 

The  pathological  diagnosis  was  that  of  a  necrotic 
carcinoma  of  a  considerable  degree  of  malignancy. 

The  patient  improved  in  health  and  remained 
well  for  six  and  a  half  years,  when  the  symptoms 
reappeared.  Examination  some  time  after  the 
first  operation  revealed  a  ventral  hernia  at  the  site 
of  the  scar  with  an  induration  in  the  abdomen 
underneath  the  scar.  Shortly  before  the  second 
operation  she  had  been  injured  in  the  right  side. 

Examination  revealed  a  tumor  in  the  abdomen 
at  the  site  of  the  old  scar,  which  moved  with  the 
liver  on  respiration.  X-ray  revealed  a  mass  pro- 
jecting over  and  pressing  on  the  transverse  colon 
enough  to  press  the  contents  immediately  under 
it  to  one  side.     A  diagnosis  of  tumor  was  made. 

A  second  operation  revealed  a  tumor  the  size  of  a 
grapefruit  enclosed  in  a  fibrous  capsule.  The  mass 
was  enucleated  by  blunt  dissection.  Bleeding  was 
moderate  and  easily  controlled.  A  rubber  tube  and 
gauze  packing  were  again  used,  with  partial  closure 
of  the  wound.  The  patient  died  one  hour  after  the 
operation  from  symptoms  resembling  embolism.  No 
necropsy  was  obtained. 

The  pathological  diagnosis  was  a  tumor  which 
might  be  taken  for  a  mixed  cell  sarcoma,  but  fibrous 
stroma  forming  alveoli  filled  with  epithelial  cells 
not  associated  with  blood-vessels  led  to  a  diagnosis 
of  carcinoma.  That  part  which  appeared  sarcoma- 
tous was  decided  to  be  inflammatory,  or  a  fibrous 
mass  which  had  undergone  necrosis.  The  presence 
of  bile  pigments  suggested  hepatic  origin  of  tissue. 


The  tissue  was  so  necrotic  that  the  true  picture 
was  obscured.  Yeomans  looked  up  the  literature 
five  years  ago,  and  at  that  time  9  cases  had  been 
reported.  He  gives  a  table  of  cases  reported  from 
1909  to  1914  embracing  7  more  cases,  making  16 
in  all.  He  quotes  Eggel  as  classifying  primary 
carcinoma  of  the  liver  as  occurring  in  three  forms: 
(i)  massive  mostly  in  the  right  lobe,  (2)  infiltrating, 
very  rare,  (3)  nodular;  usually  one  primary  with 
several  smaller  nodules,  the  usual  primary  type. 
The  prognosis  is  hopeless.  The  differential  diagnosis 
is  from  hepatic  abscess,  hydatid  or  other  cyst  of 
liver,  tumor  of  stomach,  colon,  mesentery,  pancreas, 
or  kidney;  gall-stones,  aneurism  of  aorta,  fibroid 
of  uterus,  and  ovarian  cyst. 

He  recommends  early  exploration  of  the  masses 
in  the  right  upper  quadrant.     Donald  S.  Gordon. 

Irwin,  H.  C,  and  MacCarty,  W.  C:  Papilloma  of 
the  Gail-Bladder;  Report  of  Eighty-Five 
Cases.     Ann.  Surg.,  Phila.,  1915,  Ixi,  725. 

Among  2,168  gall-bladders  which  were  examined 
between  January  i,  1907,  and  January  i,  1915,  85 
specimens  were  found  in  which  one  or  more  papillo- 
mata  were  seen. 

In  all  cases  the  mucosa  was  intact.  The  papil- 
lomata  vary  from  twice  to  five  or  six  times  the 
length  of  normal  villi.  They  are  usually  peduncu- 
lated, frequently  racemose,  and  usually  white  or 
yellow.  They  appear  in  any  portion  of  the  organ, 
being  confined  neither  to  the  neck  nor  the  fundus. 

Upon  microscopic  section  they  appear  to  be  hyper- 
trophic villi,  the  tissue  elements  of  which  present 
a  hyperplastic  condition.  The  connective  tissue 
and  glandular  tissues  are  greatly  increased,  the  latter 
being  so  distorted  that  sections  cut  the  glands  in 
many  different  planes.  The  epithelium  of  the  glands 
is  hypertrophic  and  occasionally  hyperplastic,  and 
practically  always  completely  covers  the  growth. 

In  the  stroma  one  often  finds  large  round  or  oval 
cells  which  contain  fat  or  some  fatty  substance,  this 
condition  probably  being  responsible  for  the  yellow- 
ish gross  appearance  of  the  growths. 

In  no  case  were  there  any  signs  of  early  carcinoma, 
although  similar  hypertrophic  conditions  of  the 
villi  have  been  seen  in  association  with  carcinoma- 
tous outgrowths  of  the  gall-bladder. 

The  condition  occurred  in  cholecystitis  catar- 
rhalis  acuta,  cholecystitis  catarrhalis  chronica, 
cholecystitis  catarrhalis  cystica,  cholecystitis  catar- 
rhalis carcinomatosa,  and  cholecystitis  catarrhalis 
purulenta  necrotica. 

It  occurred  with  and  without  the  association 
of  stones  and  was  found  more  frequently  in  females 
than  males,  probably  due  to  the  fact  that  more 
gall-bladders  were  removed  in  females. 

The  authors  report  these  cases  in  order  to  stimu- 
late observers  to  watch  for  the  association  of  the 
condition  with  malignant  changes  in  the  musoca. 
since  it  is  associated  with  chronic  inflammation 
and  has  been  associated  with  late  carcinoma. 

It  is  quite  possible,  in  the  Ught  of  recently  dis- 
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covered  facts  relative  to  the  stages  of  epithelial 
hyperplasia  from  chronic  irritation,  that  these 
fibro-epithelial  proliferations  may  also  present  the 
stages  which  are  apparently  a  part  of  a  cytological 
reaction,  which  ends  in  a  malignant  condition. 

Hubbard,  J.  C,  and  Kimpton,  A.  R.:  Gall-Stones. 

Ann.  Surg.,  Phila.,  1915,  Ixi,  535. 

The  authors  report  observations  and  statistics 
in  226  cases  of  gall-stones  in  the  Boston  City  Hos- 
pital. Stones  were  found  at  operation  in  every 
case  studied. 

There  were  three  times  as  many  women  as  men 
operated  on,  and  60  per  cent  of  the  cases  fall  between 
30  and  50  years.  Previous  attacks  of  typhoid  oc- 
curred in  28  per  cent,  and  indigestion  severe  enough 
to  be  noted  by  the  patient  in  two-thirds  of  the  cases. 

Pain  occurred  in  212  cases,  most  commonly  in 
the  right  hypochondrium  and  epigastrium.  It  may 
occur  on  the  left  side.  In  46  per  cent  of  cases,  the 
pain  radiated  to  other  parts;  in  45  per  cent  to  the 
back;  and  in  23  per  cent  to  the  right  shoulder. 
Vomiting  was  present  in  62  per  cent  of  cases  and 
rarely  contained  blood. 

In  107  cases,  or  48  per  cent,  jaundice  of  some 
grade  was  noted.  The  stones  in  70  cases  were  in 
the  gall-bladder,  and  in  25  cases  in  the  common 
duct.  It  is  doubtful  if  the  presence  or  absence  of 
jaundice  aids  in  diagnosing  the  position  of  the 
stone. 

Chills  were  infrequent  and  invariably  accom- 
panied a  grave  condition  in  the  gall-bladder. 

Tenderness  and  spasm  together  occurred  on 
physical  examination  in  the  right  upper  quadrant 
in  107  cases;  tenderness  alone  in  this  situation  in 
56  cases.  An  abdominal  mass  was  felt  in  49  cases 
and  the  liver  was  palpable  in  23. 

At  operation  adhesions  were  found  in  28  per  cent. 
Of  23  cases  of  contracted  bladders,  38  per  cent  had 
stone  in  the  common  duct,  while  in  54  cases  of 
distended  bladders  7  per  cent  had  stone  in  this 
situation,  thus  conforming  to  Courvoisier's  Law. 

Cholecystostomy  was  done  in  177  cases  and 
cholecystectomy  in  24.  As  a  rule  the  convalescence 
was  uneventful,  with  the  exception  of  pulmonary 
complications  in  14  cases. 

Of  the  series,  31  cases,  or  13  per  cent, 
died.  All  these  were  of  the  most  serious  type;  8 
were  inflamed,  necrotic,  or  perforated,  and  16  had 
stones  in  the  ducts.  A  detailed  report  is  given 
of  9  of  the  more  interesting  cases,  showing  that  the 
most  common  causes  of  death  are  pulmonary  com- 
plications and  gradual  progressive  weakness.  The 
latter  being  most  resistant  to  treatment. 

After  combining  figures  from  various  hospitals 
Codman  finds  the  average  mortality  to  be  7.5. 

Of  91  cases  followed,  81  per  cent  consider  them- 
selves cured.  The  failures  are  usually  due  to  a 
failure  to  remove  all  stones  or  to  too  short  drainage. 

The  author  concludes  that  (i)  gall-stones  occur 
most  frequently  in  women;  (2)  the  history  and 
examination  are  usually  suggestive  of  gall-stones; 


(3)  a  permanent  cure  in  the  majority  of  cases  is 
obtained  by  primary  operation;  and  (4)  the  chief 
complications  are  pulmonary  and  asthenic. 

Phillips  M.  Chase. 

Ohly,  A. :  Chemistry  of  the  Stomach  in  Gall-Stone 
Disease;  Etiology  and  Treatment  (Beitrag  zur 
Frage  des  Magenchcmismus  bei  Gallenblasener- 
krankungen;  Atiologie  und  Therapie).  Arch.  f. 
Verdauungskr.,   1915,  xxi,   128. 

Ohly  gives  the  results  of  examination  of  the  stom- 
ach contents  in  87  cases  of  gall-stone  disease:  in 
19  there  was  hyperacidity,  in  13  normal  stomach 
contents,  and  in  46  sub-  or  anacidity.  The  ma- 
jority of  the  chronic  cases  show  sub-  or  anacidity. 
In  most  of  these  cases  palpation  showed  marked 
changes  in  the  liver.  Most  of  the  cases  with 
hyperacidity  are  acute  cases  in  which  the  disease  is 
recent.  As  these  are  the  cases  that  most  frequently 
come  to  the  surgeon's  attention  there  is  a  prevailing 
opinion  among  surgeons  that  gall-bladder  disease  is 
accompanied  by  hyperacidity. 

There  are  a  number  of  factors  in  the  etiology  of 
gall-stones.  It  has  been  shown  that  pure  choles- 
terin  stones  may  arise  in  sterile  bile,  while  the 
mixed  stones  are  due  to  stasis  and  infection.  Pa- 
tients with  pure  cholesterin  stones  may  have  no 
symptoms  at  all  or  only  those  of  secondary  stomach 
disturbance;  and  although  the  stomach  condition  is 
more  often  secondary  to  the  gall-bladder  condition, 
we  may  find  inflammation  of  the  gall-bladder  sec- 
ondary to  stomach  disease.  Other  factors  in  the 
production  of  gall-stones  are  infectious  diseases, 
especially  influenza  and  typhus,  and  disturbances  in 
metabolism.  In  many  cases  there  is  an  inherited 
tendency  to  other  disturbances  of  metabolism  also, 
such  as  gout,  obesity,  and  diabetes  mellitus.  In  one 
of  the  cases  reported  the  gall-stones  were  associated 
with  diabetes,  and  Ohly  believes  that  this  com- 
bination is  not  very  unusual. 

In  treatment  it  must  be  remembered  that  these 
secondary  disturbances  do  not  disappear  simply 
from  the  removal  of  the  gall-stones,  but  that  ade- 
quate dietetic  and  hygienic  after-treatment  must  be 
given.  A.  Goss. 

Gewin,  W.  C:  Cholescystostomy  or  Cholecystec- 
tomy in  Gall-Bladder  Disease.  Am.  J.  Surg., 
1915,  xxix,  219. 

Gewin  gives  a  resume  of  the  status  of  cholescys- 
tostomy and  cholecystectomy  together  with  his  own 
opinion  of  the  two  procedures. 

To  him,  the  mere  diagnosis  of  stones  or  gall- 
bladder infection  indicates  operation,  as  the  pres- 
ence of  stones  is  always  evidence  of  a  pathological 
condition.  The  earlier  the  operation,  the  safer  the 
procedure.  In  these  simple  cases.  Mayo  gives  the 
percentage  of  cures  as  95. 

Gewin  believes  there  are  as  yet  no  well-defined 
principles  which  can  invariably  be  followed  in  the 
treatment  and  management  of  these  cases.  Former- 
ly cholecystostomy  was  recommended  by  prominent 
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men  (the  Mayos,  Frank,  Power,  etc.),  but  today  the 
trend  is  toward  cholecystectomy,  as  shown  by  the 
writings  of  these  same  men. 

As  for  the  "ideal"  operation,  i.e..  closure  of  the 
gall-bladder  without  drainage,  he  believes  it  should 
have  absolutely  no  place  in  gall-bladder  surgery. 

The  re-formation  of  gall-stones  is  considered 
very  rare,  and  in  those  cases  where  they  have  been 
supposed  to  re-form,  in  the  author's  opinion  the 
stones  have  been  overlooked  at  the  primary  opera- 
tion. Maurice  Richardson  is  quoted  as  never  having 
seen  a  case  of  re-formation  of  gall-stones. 

The  author  concludes  that  the  decision  between 
the  two  procedures  is  largely  a  question  of  technical 
expediency  in  a  given  case,  and  that  only  mature 
judgment  can  dictate  what  is  best.     P.  M.  Chase. 

Medak,  E.,  and  Pribram,  B.  O.:  Clinical  Value  of 
Examination  of  the  Bile  (Klinisch-pathologische 
Bewertung  von  Gallenuntersuchungen  am  Kranken- 
bett).    Berl.  klin.  Wchnschr.,  1915,  Hi,  706,  740. 

It  has  long  been  believed  that  examination  of  the 
bile  would  yield  valuable  clinical  information,  but 
only  since  the  introduction  of  Einhorn's  duodenal 
sound  has  it  been  possible  to  obtain  it  for  examina- 
tion. Medak  and  Pribram  report  the  results  of 
their  examination  of  the  duodenal  contents  in  va- 
rious pathological  conditions.  They  describe  the 
technique  of  their  examination  for  coloring  matter 
and  cholesterin. 

There  is  an  increased  amount  of  bile  pigment  in 
all  haemolytic  diseases;  that  is,  those  diseases  in 
which  there  is  increased  destruction  of  red  blood- 
cells,  such  as  congenital  and  acquired  icterus, 
pernicious  anaemia,  and  Banti's  disease.  A  marked 
increase  in  bile  pigment  is  a  sure  sign  of  increased 
destruction  of  red  cells,  and  in  connection  with 
ansemia,  an  indication  for  splenectomy.  After 
splenectomy  the  color  of  the  bile  returns  to  normal 
and  there  is  an  increase  in  the  number  of  erythro- 
cytes. They  thought  that  the  demonstration  of 
uroblin  in  the  duodenal  contents  might  be  used  in 
the  diagnosis  of  cholelithiasis,  but  they  found  it 
of  value  only  when  negative.  When  it  is  negative 
infection  of  the  bile  tract  is  excluded,  but  a  positive 
finding  may  be  caused  also  by  liver  insufficiency. 

During  the  menstrual  period  there  is  an  increased 
destruction  of  leucocytes  and  therefore  increase  of 
coloring  matter  in  the  bile.  The  cholesterin  con- 
tent of  the  blood  is  increased  in  cholelithiasis,  kid- 
ney diseases  with  high  blood-pressure,  hypertrophic 
cirrhosis  of  the  liver,  catarrhal  icterus,  and  diabetes. 
This  hypercholesterinaemia  is  probably  due  to  re- 
tention, as  there  is  a  decreased  excretion  of  choles- 
terin in  the  bile  in  these  cases.  After  splenectomy 
the  cholesterin  in  the  blood  increases,  while  that  ex- 
creted in  the  bile  decreases.  In  pregnancy  the 
cholesterin  content  of  the  blood  decreases  from 
month  to  month.  This  seems  to  confirm  Neumann's 
and  Hermann's  hypothesis  of  lipoid  retention;  their 
theory  being  that  the  lipoids  are  retained  to  be  used 
during  the  period  of  lactation.  A.  Goss. 


Gerster,  J.  G.  A.:  The  Feeding  of  Bile  Gollected 
from  Biliary  Fistulse  in  Obstruction.    J.  Am. 

M.  Ass.,  1915,  Ixiv,  1900. 

In  191 2  Schmilinsky  reported  a  case  wherein  he 
fed  bile  to  a  man  with  a  biliary  fistula,  after  re- 
section of  the  stomach,  with  excellent  results;  and 
Gerster  adds  one  other. 

The  patient,  aged  44,  gave  a  history  of  gall- 
bladder disease  and  in  an  intensely  septic  condition, 
with  a  right  hypochondriac  mass  reaching  to  the 
umbilicus.  Upon  opening  the  abdomen  a  large 
pericholecystitic  abscess  was  found.  The  gall- 
bladder showed  a  severe  cholangitis,  but  owing  to 
the  patient's  condition  nothing  more  than  drainage 
was  undertaken. 

Convalescence  was  very  much  disturbed,  being 
complicated  by  bleeding  from  the  gall-bladder  and 
by  bronchitis.  Seven  weeks  later  there  was  a 
condition  of  profound  asthenia,  with  all  the  bile 
draining  through  a  fistula. 

The  bile  was  collected  and  fed  through  a  stomach- 
tube  twice  a  day  16  ounces  each  day.  No  nausea 
was  present. 

Two  weeks  later  the  patient's  condition  was  so 
improved  that  a  further  operation  was  attempted 
and  an  impacted  stone  removed  supraduodenally 
from  the  papilla  of  Vater.  Drainage  was  introduced. 
This  convalescence  was  uneventful  and  the  patient 
has  remained  cured. 

Gerster  concludes  that  the  administration  of  bile 
in  physiological  quantities  in  cases  of  biliary 
fistulae  with  common  duct  obstruction  is  distinctly 
worthy  of  trial  when  the  case  becomes  debilitated 
and  asthenic.  P.  M.  Chase. 

Philippowicz,  J.:  Surgery  of  the  Conmion  Bile- 
Duct  (tJber  Choledochus-Chirurgie).  Beitr.  z. 
klin.  Chir.,  1915,  xcv,  487. 

In  affections  of  the  gall-bladder  most  German 
surgeons,  in  contrast  to  the  American  and  Enghsh 
ones,  prefer  cholecystectomy;  but  there  is  consider- 
able difference  of  opinion  as  to  whether  this  should 
be  combined  with  drainage  of  the  common  or  hepatic 
ducts.  Philippowicz  always  performs  cystectomy, 
but  adds  drainage  of  the  hepatic  only  in  certain 
cases.  He  does  not  drain  if  there  is  no  history  and 
no  symptoms  of  infection  of  the  ducts,  or  even  if 
there  is  a  history  of  duct  involvement  at  some  past 
time  and  objective  examination  during  operation 
does  not  indicate  it  as  present. 

In  acute  occlusion  of  the  duct  by  a  stone,  most 
surgeons  leave  the  patient  to  the  internist,  but  the 
author  believes  that  if  there  are  no  signs  of  relief 
from  the  occlusion  within  a  few  days,  operation 
should  be  performed.  If  there  are  signs  of  chol- 
angitis such  as  chills,  fever,  pain,  vomiting  and 
other  signs  of  irritation  of  the  peritoneum,  there 
should  be  no  delay.  There  is  no  object  in  putting 
the  operation  off  until  adhesions  and  cicatricial 
tissue  have  been  formed  and  the  patient's  general 
condition  is  worse;  moreover  if  operation  is  deferred 
there  is  the  danger  of  involvement  of  the  pancreas, 
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which  gives  rise  to  further  serious  complications. 
The  mortality  of  operation  in  the  early  stages  is  not 
over  2  per  cent. 

The  incision  should  be  longitudinal  in  view  of  the 
rather  frequent  anomalies  of  the  blood-vessels;  it 
can  then  be  lengthened  at  will  and  more  favorable 
conditions  for  drainage  secured,  though  a  trans- 
verse incision  is  probably  better  from  the  point  of 
view  of  avoiding  later  strictures.  The  duct  should 
be  carefully  sounded  and  if  possible,  explored  digital- 
ly to  be  sure  that  all  stones  are  removed.  The 
stones  should  never  be  crushed  as  was  formerly 
done.  They  may  injure  the  mucous  membrane, 
causing  inflammatory  processes  and  recurrence. 

According  to  the  opinion  of  the  most  skillful  gall- 
stone operators,  Kehr,  Korte,  and  Poppert,  drainage 
should  always  be  established  by  means  of  T-drains 
with  lateral  openings.  If  the  stone  is  in  the  retro- 
duodenal  or  pancreatic  part  of  the  duct,  Kocher's 
mobilization  of  the  duodenum  is  to  be  heartily  recom- 
mended. In  this  way  the  place  can  often  be 
brought  into  view,  the  stone  pushed  up  into  the  su- 
praduodenal part  and  extracted  there.  If  this  is 
not  possible  or  adhesions  prevent  mobilization  of  the 
duodenum,  transduodenal  choledochotomy  or  papil- 
lotomy may  be  performed  by  MacBurney's  method. 
According  to  von  Biingner  the  end  of  the  duct  in 
about  90  per  cent  of  the  cases  runs  into  the  head 
of  the  pancreas.  In  many  cases  it  is  necessary  to 
traverse  the  head  of  the  pancreas  to  reach  the  stone, 
and  this  subjects  the  patient  to  the  same  dangers  as 
any  injury  of  the  pancreas.  If  the  occlusion  of  the 
end  of  the  common  duct  is  of  such  a  nature  that  it 
cannot  be  overcome,  as  in  carcinoma  or  certain 
forms  of  chronic  indurative  pancreatitis,  the  last 
resort  is  an  anastomosis  between  the  common  or 
hepatic  duct,  or  gall-bladder,  and  the  stomach, 
duodenum,  or  jejunum.  In  order  to  simulate 
physiological  conditions  as  much  as  possible  it  is 
preferable  to  utilize  the  duodenum.  Kehr  prefers 
anastomosis  between  the  gall-bladder  and  the 
stomach.  Mayo  between  the  hepatic  duct  and  the 
duodenum,  Kiittner  lateral  anastomosis  between 
the  common  duct  and  the  duodenum. 

If  there  are  small  defects,  especially  in  the  ante- 
rior wall  of  the  duct,  such  as  are  sometimes  pro- 
duced during  the  operation,  it  is  best  to  insert  a 
T-drain.  Large  defects  may  be  covered  with 
flaps  from  the  neighboring  parts,  the  duodenum, 
stomach,  or  gall-bladder.  If  the  duodenal  segment 
of  the  common  duct  cannot  be  found  or  is  com- 
pletely obHterated,  Verhoogen  and  Jenckel's  plan 
may  be  followed.  They  substitute  for  the  duct  a 
rubber  drain  between  the  central  stump  and  the 
duodenum.  In  extreme  cases  Kuhn's  method  may 
be  practiced;  viz.,  establishing  both  duct  and 
jejunal  fistula;  in  the  abdominal  wall,  and  at  a 
second  operation  uniting  them  with  a  rubber  tube. 
As  no  symptoms  of  stricture  appear  after  the 
Verhoogen-Jenckel  method,  it  may  be  assumed  that 
a  true  mucous  membrane  canal  is  formed.  Brever 
has  formed   a  bile-duct   from   omentum;   Kausch 


from  an  intestinal  loop;  Giordano  from  a  trans- 
planted vein. 

With  reference  to  after-treatment,  T-drains 
should  be  removed  the  eighth  day;  others  are 
ordinarily  left  14  days.  Kehr  attaches  special 
importance  to  irrigating  the  gall-ducts  as  thorough- 
ly as  possible  to  be  sure  of  removing  all  stones,  but 
this  procedure  is  painful  and  unpleasant  for  the 
patient  and  necessitates  the  use  of  large  tamf)ons, 
with  the  resultant  danger  of  hernia.  It  is  prefer- 
able to  make  very  sure  of  having  removed  all 
stones  at  the  operation.  An  unusual  form  of  com- 
mon duct  disease  is  idiopathic  cyst,  which  should 
be  treated  by  anastomosis  with  the  intestine. 
Foreign  bodies  and  parasites  can  be  successfully 
removed  by  choledochotomy. 

According  to  the  most  recent  statistics  of  ectomy 
with  drainage  in  a  not  too  far  advanced  stage,  the 
total  mortality  is  2  or  3  per  cent,  and  permanent 
recoveries  over  90  per  cent.  A.  Goss. 

Mehliss:  Acute  Pancreatitis  (Uber  akute  Pan- 
kreatitis).  Munchen.  med.  Wchnschr.,  1915,  Ixii, 
436,  472- 

In  the  past  six  years  the  author  has  treated  8 
cases  of  acute  pancreatitis  in  which  the  diagnosis 
was  confirmed  by  operation  or  autopsy.  Of  the 
7  patients  operated  upon,  5  died;  the  patient  not 
operated  upon  also  died.  In  6  of  the  cases  operated 
upon  there  were  changes  in  the  gall-bladder,  and 
also  in  the  case  not  eperated  upon.  In  2  of  the 
cases  there  was  sugar  in  the  urine.  In  all  of  the  8 
cases  there  were  fat  necroses  in  the  omentum  and 
peritoneum  that  indicated  disease  of  the  pancreas. 

The  cases  may  be  divided  into  two  groups,  ac- 
cording to  the  degree  to  which  the  disease  has 
progressed:  (i)  those  in  which  the  pancreas  is 
swollen  and  hard  and  haemorrhagic,  and  (2)  those  in 
which  necrosis  and  suppuration  has  begun. 

Korte  had  16  recoveries  from  21  operations  in  the 
first  group  and  2  recoveries  in  13  operations  in  the 
second  group. 

The  disease  often  begins  suddenly  with  attacks 
of  severe  pain  in  the  region  of  the  stomach  or  gall- 
bladder, and  vomiting.  In  4  of  the  8  cases  described 
the  pain  was  in  the  left  epigastrium  and  there  was 
also  sensitiveness  on  pressure.  The  face  is  cyanotic 
and  there  are  signs  of  peritonitis.  Many  of  the 
patients  are  obese  and  have  had  symptoms  of  gall- 
stones for  years.  If  in  addition  to  these  facts 
there  is  sugar  in  the  urine,  an  exploratory  operation 
on  the  suspicion  of  pancreatitis  is  justified,  for  if 
operation  is  not  performed  at  once  necrosis  may  take 
place  within  a  few  hours.  A.  Goss. 

MISCELLANEOUS 

Soresi,  A.  L.:  Reconstruction  and  Repair  of 
Abdominal  Organs  with  Intestinal  Grafting. 

Surg.yGynec.  b'Obst.,  1915,  xx,  668. 

Soresi's  fundamental  idea  in  the  preparation  of 
his  paper  was  to  conduct  a  systematic  study  to 
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learn  under  what  conditions  it  is  possible  to  graft 
a  piece  of  small  intestine  so  that  a  reconstructive 
instead  of  a  demolishing  operation  might  be  per- 
formed. By  reconstructing  or  repairing  the  abdo- 
minal organs  in  such  a  manner  that  after  the  opera- 
tion they  retained  their  anatomical  form  and 
physiological  function. 

The  usual  procedure  is  to  resect  a  piece  of  small 
intestine  of  suitable  size  from  the  most  accessible 
portion,  leaving  it  attached  to  the  root  of  the  mesen- 
tery by  its  own  blood-vessels,  and  graft  wherever 
necessary.  The  author  has  applied  this  principle  to 
the  following  conditions: 

(i)  Reconstruction  of  the  pylorus;  (2)  patching 
up  defects  of  the  stomach  and  intestine;  (3)  the 
construction  of  the  common  biliary  duct;  (4)  estab- 
lishing the  continuity  of  any  portion  of  the  colon 
after  extensive  resection  of  same. 

I.  In  reconstruction  of  the  pylorus  Soresi  resects 
a  piece  of  the  small  intestine,  about  3  centimeters 
in  length,  and  with  a  seroserous  suture  secures 
it  over  the  pylorus;  then,  a  longitudinal  incision 
is  made  through  the  pylorus  extending  about  two 
centimeters  on  the  duodenum  and  two  centimeters 
on  the  stomach.     The  intestine  is  also  cut  longitud- 


inally so  that  it  opens  and  presents  itself  as  a  large 
square  piece.  This  is  secured  over  the  longitudinal 
cut  to  the  pylorus  with  a  through-and-through 
suture  reinforced  by  the  completing  of  a  seroserous 
suture. 

2.  In  patching  up  the  defection  of  stomach  and 
intestine  the  same  procedure  is  applied  as  in  the 
reconstruction  of  the  pylorus. 

3.  In  reconstruction  of  the  common  biliary  duct 
a  piece  of  small  intestine,  one  end  of  which  is  invert- 
ed, is  secured  against  the  liver  taking  into  its  lu- 
men the  end  of  the  common  duct;  the  other  end  of 
the  intestine  is  implanted  in  the  duodenum. 

4.  In  reestablishing  the  continuity  of  a  portion 
of  the  colon  after  prolonged  extension  of  the  same  a 
suitable  piece  of  small  intestine  is  anastomosed  to 
the  two  stumps  of  the  colon,  filling  the  gap  left 
between  them  with  the  grafted  piece  of  small  intes- 
tine. Soresi  states  that  the  grafting  of  abdominal 
organs  is  useless  unless  a  perfect  blood  supply  is 
provided,  and  advises  his  method  of  intestinal 
anastomosis,  which  is  a  medium  between  end-to-end 
and  lateral  anastomosis.  This  procedure  has  been 
successful,  and  Soresi  states  that  it  can  be  applied 
by  competent  surgeons  in  their  clinical  work. 
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DISEASES  OF  THE  BONES,  JOINTS,  MUSCLES, 

TENDONS.     CONDITIONS  COMMONLY 

FOUND  IN  THE  EXTREMITIES 

Smith,  F.  D. :  The  Periosteal  Regeneration  of  Bone. 

Surg.fGynec.  irObst.,  1915,  xx,  547. 

Smith  gives  a  report  on  animal  experimentation 
to  determine  the  exact  constituents  of  the  perios- 
teum, either  as  it  exists  intact  or  as  it  exists  after 
it  has  been  stripped  from  the  compact  bone.  The 
periosteum  in  a  surgical  sense  is  an  extremely 
variable  structure  and  is  dependent  upon  the  in- 
dividual performing  the  subperiosteal  resection. 
From  a  surgical  standpoint  the  periosteum  is  that 
membrane  which  remains  after  a  careful  sub- 
periosteal resection  of  the  underlying  bone,  especial 
care  being  exercised  that  no  bone  elements  are  left 
behind.  The  cellular  elements  of  the  periosteum 
are  increased  either  by  toxic,  chemical,  or  mechan- 
ical causes.  Therefore  it  would  be  expected  that 
in  experiments  produced  with  such  a  varying  struc- 
ture, although  all  other  details  were  identically 
carried  out,  the  results  would  be  at  a  greater  or  less 
variance  with  each  other  even  so  far  as  absolutely 
contradictory  results  were  concerned. 

From  the  histological  study  of  the  intact  perios- 
teum there  is  no  demonstrable  line  of  separation 
between  the  periosteum  and  the  compact  bone. 
Occasionally  an  artificial  line  of  separation  is  pro- 
duced during  the  fixing  process. 

The  histological  elements  of  the  periosteum 
vary  with  the  method  of  subperiosteal  resection; 


i.e.,  periosteum  obtained  with  a  quick  stroke  of  the 
periosteotome  differs  from  that  obtained  with  a 
slow  raising  motion  of  the  instrument.  It  is  pos- 
sible at  the  present  time  to  vary  the  end-results 
according  to  certain  technique;  i.e.,  periosteum 
stripped  quickly  and  with  a  sharp  periosteotome  will 
produce  bone  in  a  greater  percentage  of  cases  if 
young  animals  are  employed  than  if  adult  animals 
are  used.  Likewise  a  greater  percentage  of  positive 
results  will  be  obtained  with  periosteum  stripped 
slowly  and  with  an  elevating  action  of  the  periosteo- 
tome, than  when  the  periosteum  is  quickly  torn 
loose  from  the  compact  bone.  A  large  percentage 
of  positive  results  can  be  obtained  by  using  very 
young  animals  and  small  strips  of  periosteum. 

During  the  stage  of  developing  bone  the  perios- 
teum contains  an  active  third  layer,  which  the  author 
calls  the  periosseous  layer,  in  which  is  found  fine 
connective-tissue  fibrils,  numerous  small  blood- 
vessels, and  rows  of  small  cells,  the  osteoblasts. 
After  the  growth  of  bone  has  ceased,  this  perios- 
seous layer  diminishes  to  a  few  remnants  of  its 
former  structure  and  contains  few  small  blood- 
vessels and  only  an  occasional  osteoblast.  The 
histological  structure  of  the  periosseous  layer  is 
intimately  associated  with  the  function  of  the  peri- 
osteum; its  cellular  elements  increase  or  decrease 
numerically  directly  with  the  physiological  or  patho- 
logical variation  of  its  function.  In  adult  bone  its 
function  is  slightly  different  from  that  of  young 
bone  and  extremely  at  variance  with  that  of  irritated 
bone. 
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Fibrin  is  an  active  stimulant  to  osteoblastic 
activity. 

The  end-results  of  the  transphantation  of  perios- 
teum are   dependent   upon   ihe  following  factors: 

1.  Stage  of  bone  development. 

2.  Manner  in  which  subperiosteal  resection  is 
performed. 

3.  Condition  suitable  to  fibrin  formation. 

4.  Sufficient  blood  supply. 

Prentiss,  G.  W.:  The  Origin  and  Fate  of  the 
Osteoclasts.     Surg.,  Gynec.  &"  ObsL,  1915,  xx,  678. 

Osteoclasts  or  polykaryocytes  have  been  derived 
by  different  investigators  from  fused  osteoblasts, 
from  fused  bone-cells,  from  the  endothelial  cells  of 
capillaries,  from  lymphoid  cells,  and  from  the  reticu- 
lar cells  of  bone-marrow.  Their  numerous  nuclei 
have  been  regarded  as  arising  (i)  by  mitotic  divi- 
sion, (2)  from  the  nuclei  of  fused  bone-cells,  and 
(3)  from  the  fusion  of  small  osteoclasts.  The 
osteoclasts  are  believed  by  most  authorities  to  be 
the  active  agents  in  resorbing  bone,  but  there  is  no 
evidence  as  to  how  the  dissolution  of  the  bone  is 
accomplished.  Some  regard  them  as  amoeboid 
phagocytes,  some  as  cells  which  may  reverse  their 
functions  and  again  produce  bone,  while  others 
believe  that  they  are  degenerating  cells,  the  products 
of  bone-dissolution.  According  to  Maximow  they 
have  much  in  common  with  the  giant  cells  of  bone- 
tumors  and  those  which  appear  about  foreign  bodies 
in  inflammatory  or  atrophic  tissue. 

The  author,  after  a  study  of  the  bone-tissue  in  the 
mandible  and  maxillae  of  human  and  pig  embryos, 
concludes  that  in  the  early  stages  of  bone  develop- 
ment osteoclasts  may  be  formed  from  the  reticular 
cells  of  the  bone-marrow.  In  later  stages  osteo- 
blasts which  have  ceased  secreting  bone  form  a 
syncytium  of  flattened  cells.  By  an  increase  in 
the  amount  of  their  cytoplasm,  which  also  becomes 
vacuolated  and  strongly  eosinophilic,  the  osteo- 
blasts are  converted  into  osteoclasts.  During  the 
resorption  of  the  bone  matrix,  apparently  by  the 
osteoclasts,  other  osteoblasts  and  bone-cells  are 
taken  up  into,  and  become  a  part  of,  the  osteo- 
clasts. 

Thus  the  nuclei  of  the  osteoclasts  increase  rapidly 
in  number  although  no  case  of  nuclear  division  was 
observed.  Ultimately  many  of  the  osteoclasts  un- 
dergo complete  degeneration,  while  others  may  be 
resolved  into  the  cellular  reticulum  of  the  bone- 
marrow.  It  is  improbable  that  they  again  take 
part  in  the  formation  of  bone-tissue. 

Pryor,  J.  H.:  A  Preliminary  Report  on  the  RoUier 
Treatment  for  So-called  Surgical  Tuberculo- 
sis.    N.  Y.  St.  J.  Med.,  1915,  xv,  208. 

The  author  protests  against  the  neglect  of  con- 
stitutional treatment  for  non-pulmonary  tuberculo- 
sis. When  the  tuberculosis  is  pulmonary  it  is  the 
custom  to  give  the  patient  all  the  hygienic  benefits 
of  fresh  air,  high  altitude,  and  sunshine,  while 
those  suffering  from  the  disease  in  other  parts  of 


the  body,  and  they  are  usually  children,  are  re- 
garded as  "  surgical "  cases  and  kept  in  a  closed  ward. 
Admitting  that  in  some  instances  surgical  inter- 
ference is  necessary  it  is  urged  that  such  treatment 
should  be  supplemented  by  all  the  influences  which 
can  contribute  to  the  general  hygiene  of  the  patient. 
The  introduction  of  heliotherapy  in  Europe  is  the 
result  of  appreciation  of  these  facts  and  impatience 
with  the  old  routine  methods. 

Although  direct  sunlight  for  therapeutic  pur- 
poses has  been  used  to  some  extent  for  centuries 
it  is  only  recently  that  the  method  has  been  put  on  a 
scientific  basis.  Credit  for  this  is  due  especially 
to  Rollier  of  Switzerland.  His  method  consists  in 
gradually  exposing  the  entire  body  to  direct  sun 
rays,  carefully  avoiding  sunburn  by  beginning 
with  five-minute  exposures  every  hour  of  feet  and 
ankles  only  on  the  first  day,  increasing  the  time  and 
the  area  exposed  until  the  entire  body  is  exposed 
and  deeply  pigmented.  Finally  after  a  deep  tan 
is  obtained  the  diseased  part  is  exposed.  The 
patients  are  kept  on  beds,  and  mechanical  apparatus 
for  fixation  and  extension  are  applied  where  nec- 
essary. His  case  reports  for  the  past  ten  years 
show  over  80  per  cent  cures  in  closed  cases  and 
over  70  per  cent  in  open  cases.  His  clinic  is  at 
an  altitude  of  4,200  feet  and  there  are  about  700 
patients. 

The  author  has  been  carrying  out  the  Rollier 
method  near  Buffalo  at  an  altitude  of  1,650  feet 
and  has  shown  that  this  climate  is  not  prohibitive 
to  the  method.  Two  factors  have  worked  against 
the  method,  the  lack  of  cooperation  on  the  part  of 
the  patients  and  the  long  periods  of  cloudy  weather 
experienced  at  certain  seasons.  In  spite  of  these 
obstacles  Pryor  seems  to  have  established  an  in- 
stitution for  heliotherapy  which  gives  promise  of 
valuable  results.  So  far  his  case  reports  show 
many  cures  of  tubercular  adenitis  and  arthritis. 
Drainage  has  ceased  and  sinuses  have  closed  in 
some  cases.  Final  reports  are  not  made  on  account 
of  the  short  time  of  treatment.  W.  A.  Clark. 

Hackenbruch:  Treatment  of  Surgical  Tuberculosis 
with  Tuberculin  "Rosen bach."  Deutsche  med. 
Wchnschr.,  1915,  Apr.  22. 

The  technique  of  the  method  is  given.  The  in- 
jections are  used  in  initial  doses  of  o.i  to  0.5. 
Eighty-one  cases  were  treated,  most  of  them  joint 
and  glandular  tuberculosis.  According  to  the 
author's  experience  the  favorable  influence  of  the 
tuberculin  "Rosenbach"  injections  was  clearly 
manifest.  The  general  condition  was  improved,  local 
pain  was  diminished,  and  the  fistulous  secretion 
stopped  gradually.  The  tuberculin  "Rosenbach" 
is  recommended  both  for  diagnostic  and  therapeutic 
purposes.  In  carefully  increased  dosage  given  for  a 
number  of  months  it  has  a  decided  curative  effect, 
especially  in  conjunction  with  the  current  methods 
of  conservative  treatment,  as  Bier's  hyperaemia, 
heliotherapy,  and  iodine  medication. 

A.  SXEINDLER. 
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Matthews,  A.  A.:    Secondary  Carcinoma  of  the 
Bone.     N.  Y.  M.J.,  1915,  ci,  1150. 

The  author  reports  a  case  of  his  own,  and  ex- 
tensively reviews  the  literature  on  the  subject. 
He  finds  that  secondary  carcinoma  of  the  bone 
is  not  as  rare  as  generally  supposed,  and  is  of  clinical 
interest  in  connection  with  lumbago,  rheumatism, 
etc.  It  has  even  been  stated  that  metastasis  into 
the  bone  is  frequently  the  first  evidence  of  prostatic 
tumor.  He  agrees  with  von  Recklinghausen  and 
Thiele,  and  others  that  these  metastatic  growths 
occur  primarily  in  the  medullar  bones  and  spread 
to  the  subperiosteal  tissue  through  the  foramina; 
that  the  growths  occur  especially  in  the  bones 
which  are  most  liable  to  trauma;  that  the  bone 
changes  may  be  either  simple  erosion  of  the  bone 
by  growth,  or  great  expansion  of  the  bone,  or  infil- 
tration of  the  bone  without  marked  expansion  but 
with  osteoplastic  changes;  or  extension  of  the  growth 
of  the  subperiosteal  tissues,  with  or  without  osteo- 
plastic changes  in  the  subperiosteal  growths. 
Metastasis  occurs  through  the  veins.  The  bones 
most  frequently  involved  are  vertebra,  flat  bones  of 
the  skull,  and  bones  of  the  upper  and  lower  ex- 
tremities. The  chief  sources  of  secondary  deposits 
in  bones  are  carcinoma  of  the  prostate,  the  thyroid 
and  mammary  glands.  DeForest  P.  Willard. 

Moore,  J.  E.:   Some  of  the  Rarer  Forms  of  Joint- 
Disease.    J  .-Lancet,  1915,  xxxv,  234. 

Moore  discusses  four  joint  conditions  which  are 
commonly  incorrectly  diagnosed  by  the  average 
practitioner  because  of  their  rarity. 

Caries  sicca  he  describes  as  a  form  of  tuberculous 
joint  disease  most  commonly  affecting  the  shoulder, 
and  is  characterized  by  pain,  increasing  limitation 
of  motion,  and  atrophy  of  the  humerus.  There 
is  absence  of  suppuration.  The  treatment  is 
absolute  rest  in  plaster  if  necessary.  The  prognosis 
is  good  as  to  cure  but  there  is  usually  complete 
ankylosis. 

Hydrops  articuli  usually  affects  the  knee  and  is 
a  simple  subacute  inflammation  characterized  by 
gradual  paijiless  distention  of  the  joint  which  be- 
comes fusiform  in  shape.  It  may  be  limited  to  one 
knee  or  both  may  be  involved.  The  author  is 
inclined  to  consider  it  a  form  of  mild  tuberculosis. 
The  treatment  is  rest  with  pressure.  If  this  fails 
he  advises  aspiration  and  irrigation  with  a  mild 
iodine  solution  repeated  if  necessary.  The  progno- 
sis is  good. 

Charcot's  disease,  which  occurs  in  the  course  of 
tabes  dorsalis  in  about  10  per  cent  of  cases,  may 
precede  the  ataxia  (a  fact  often  overlooked)  or  ap- 
pear some  time  after.  The  condition  appears  as  a 
sudden,  painless  swelling  of  the  joint  which  may  in  a 
few  days  assume  considerable  proportions.  There 
is  softening  of  the  ligaments,  cartilage,  and  articular 
ends  of  the  bones,  and  complete  disorganization 
of  the  joint.  The  treatment  is  supported  by  me- 
chanical means,  as  resection  has  rarely  been  followed 
by  union. 


Haemophiliac  joint  develops  in  those  with  a 
hiemorrhagic  diathasis  and  is  characterized  by  an 
effusion  of  blood  into  the  joint  which  may  remain 
fluid  for  a  long  time  and  finally  coagulate.  The 
knee  is  most  commonly  affected  and  the  condition 
is  more  frequent  in  males  on  account  of  their  pre- 
disposition to  haemophilia.  The  onset  is  usually  sud- 
den and  frequently  preceded  by  injury;  there  is  pain, 
tenderness,  and  a  rise  of  temj)erature,  due  to  ab- 
sorption. The  course  of  the  disease  is  essentially 
chronic  and  it  is  difficult  to  make  a  diagnosis  be- 
tween this  condition  and  tuberculosis  unless  there 
is  a  history  of  haemophilia.  It  is  important  to  make 
a  diagnosis  in  this  condition  because  of  the  danger 
to  life  if  operation  is  attempted.  The  prognosis  is 
grave,  but  not  hopeless;  there  is  a  tendency  to 
recurrence.  The  treatment  consists  in  rest  with 
elastic  pressure  and  the  hypodermic  injection  of  2  to 
3  mm.  of  blood  serum  to  increase  the  coagulability 
of  the  blood.  Frank  D.  Dickson. 

Macy,  M.  S.:  Pituitary  Gland  in  Gonorrhoea! 
Arthritis;  a  Report  of  Three  Consecutive 
Cases.     Med.  Rec,  1915,  Ixxxvii,  1024. 

Macy  states  that  Wallace  and  Child  gave  intra- 
muscularly a  fresh  preparation  of  pituitary  of  the 
ox  in  physiological  salt  solution  to  some  cases  of 
gonorrhoeal  arthritis,  resulting  in  lessening  of  pain 
and  swelling,  and  improvement  in  motion.  The 
three  cases  here  reported  had  received  vaccines  and 
other  treatment.  The  secretions  were  repeatedly 
sterile,  but  the  arthritis  continued  unabated.  The 
cases  were  referred  to  the  author  for  high-frequency 
treatment  of  the  joints.  Two  cases  had  received 
the  usual  treatment,  with  thyroid  in  addition. 
Case  I  had  fingers  of  both  hands  involved,  in  Case  2 
the  right  was  involved.  High-frequency  did  no 
good,  the  pituitary  preparation  in  tablet  form  was 
triturated,  spread  on  the  skin,  and  ionized  into 
the  joints  by  high-frequency  current.  Case  i  was 
well  in  two  weeks,  with  no  return  in  three  months. 
Case  2  was  well  in  six  weeks.  Not  over  two  grains 
were  used  at  a  dose.  Case  3  was  in  a  boy  of 
ten,  the  left  knee  and  ankle  being  involved.  Cure 
resulted  in  six  weeks.  The  systemic  eflfects  of  the 
pituitary  preparation  were  those  generally  noted  by 
observers.  C.  A  Stone. 

Alexander,  E.  G.:  Rupture  of  the  Biceps  Flexor 
Cubiti.     Ann.  Surg.,  Phila.,  1915,  Ixi,  608. 

Rupture  of  the  biceps  tendon  is  a  rare  accident; 
the  literature  cites  only  74  cases,  5  of  which  were 
operated  upon.  Alexander  reports  8  cases  of  which 
5  were  operated  upon. 

The  causes  of  this  condition  are  direct  force, 
muscular  contraction,  indirect  force,  as  a  fall  on  the 
shoulder;  disease  or  malformation  may  be  an  under- 
lying cause.  In  6  of  Alexander's  cases  the  patients 
were  50  years  old  or  over. 

The  rupture  may  occur  through  the  belly  of  the 
short  or  long  head,  through  the  belly  of  the  muscle 
proper,   at   the  transition  point   of  the  belly  and 
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tendon,  through  the  tendon  of  the  long  head  or 
tendon  of  the  muscle; 

The  symptoms  at  the  time  of  the  injury  may 
be  slight,  the  patient  noting  nothing,  or  they  may 
be  severe  and  immediately  incapacitate.  Swelling 
and  ecchymosis  may  but  do  not  always  accompany 
the  rupture.  The  physical  findings  depend  upon  the 
site  of  rupture.  Rupture  through  the  belly  gives  a 
furrow  between  the  two  ends  which  can  be  widened 
by  extending  the  forearm;  in  rupture  of  the  tendon 
of  insertion,  flexion  and  supination  of  the  forearm 
may  be  interfered  with  and  the  belly  of  the  muscle 
drawn  up  nearer  the  shoulder.  In  rupture  of  the 
long  head  anywhere  in  its  course  we  get  bulging 
of  the  biceps  at  a  point  nearer  the  elbow  than  nor- 
mal, a  flabby  condition  of  the  muscle,  an  abrupt  ter- 
mination of  the  bulging  above,  and  an  inability  to 
feel  the  tendon  above  that  point,  while  the  short 
head  stands  out  prominently. 

In  the  cases  operated  upon  the  ruptured  belly 
was  sutured  in  one  case,  in  another  the  tendon  of  the 
long  head  was  sutured  to  the  belly  of  the  muscle,  and 
in  three  cases  the  ruptured  long  head  was  sutured 
to  the  short  head.  Frank  D.  Dickson. 

Imbert,  L.:  Pathogenesis  of  Phlegmons  of  the 
Hand  (Sur  la  pathogenic  des  phlegmons  de  la 
main).    J.  de  Mr.,  1914,  xiii,  157. 

In  practically  all  texts  the  statement  is  made  that 
phlegmon  of  the  hand  extends  from  a  felon  of  the 
thumb  or  little  finger  along  the  flexor  tendons. 
Imbert  holds  that  this  is  a  mistake;  the  tendon 
sheaths  are  not  involved,  or  at  least  only  exception- 
ally, in  the  transmission  of  phlegmon.  He  finds 
that  felons  of  the  middle  fingers  are  as  frequently 
followed  by  phlegmon  as  those  of  the  thumb,  and 
that  in  these  cases  extension  cannot  be  along  the 
tendon  sheaths.  As  a  matter  of  fact  the  phlegmon 
is  propagated  either  by  continuity  or  by  way  of  the 
lymph-vessels.  A.  Goss. 

FRACTURES  AND  DISLOCATIONS 

Knox,  R.  W.:  Conservative  Treatment  of  Frac- 
tures.    South.  M.  J.,  1915,  viii,  499. 

Knox  believes  that  the  adoption  of  the  radical 
method  of  treating  fractures  to  the  exclusion  of 
the  conservative  method,  is  not  the  wisest  course. 
He  thinks  the  application  of  either  method  should 
depend  on  the  character  of  the  injury. 

Lane's  work,  he  believes,  owes  its  success  to 
almost  perfect  technique,  and,  in  his  opinion,  in 
many  cases  as  good  results  could  be  attained  with- 
out operation. 

He  discusses  the  readjustment  and  immobiliza- 
tion of  fractures,  describing  the  difliculty  in  exactly 
coaptating  the  fragments  and  the  inability  to  re- 
tain them  in  proper  position,  it  often  being 
necessary  to  open  up  the  fracture  and  readjust  the 
parts,  holding  them  in  place  by  a  moulded  plaster 
splint. 


He  does  not  look  with  favor  upon  bone-grafts, 
nails,  wire,  and  steel-plates,  as  they  act  as  foreign 
bodies  and  also  necessitate  much  handling  of  tissues. 
He  particularly  recommends  the  conservative  or 
non-operative  method. 

In  regard  to  fractures  of  the  femur,  the  old  meth- 
ods of  treatment  have  been  found  unsuccessful  and 
the  use  of  the  bone-plate  with  plaster  immobiliza- 
tion is  best. 

He  cites  a  case  of  fracture  below  the  femoral 
neck  which  was  treated  by  using  a  bone-plate  to 
hold  the  fragments,  followed  by  the  application  of  a 
plaster  cast  around  the  pelvis  incorporating  both  legs 
which  were  held  in  abduction.  By  this  method 
the  patient  can  be  moved  about,  and  have  the  ad- 
vantage of  out-door  life. 

In  the  treatment  of  compound  comminuted 
fractures  where  there  is  no  infection,  he  would  hesi- 
tate to  use  a  plate  for  fear  of  infection  resulting. 
If  infection  is  present  a  plate  is  used  well  above  and 
below  the  fracture,  after  which  plaster  is  applied, 
the  pelvis  and  the  entire  leg  being  included  in  the  cast. 

When  granulation  of  the  wound  takes  place  the 
bone-splint  is  removed.  Where  delayed  union  has 
taken  place  he  advocates  retention  by  means  of 
casts  and  ambulation.  J.  H.  Shaw. 

Gohn,  I.,  and  Mann,  G. :    The  Repair  of  Fractures; 
an  Experimental  Study.    Surg.,  Gynec.  6*  Obst., 

I915,  XX,  661. 

The  research  was  undertaken  to  study  successive 
stages  in  callus  formation,  both  macro-  and  micro- 
scopically, and  to  determine  what  part  the  perios- 
teum plays  in  the  process.  Orth  studied  a  15-day 
and  a  38-day  specimen  of  human  callus,  cartilage 
being  found  in  both  specimens. 

Cohn  and  Mann  experimented  on  the  fibulae  of 
dogs.  In  one  leg  the  periosteum  was  removed 
for  a  distance  of  one-half  inch  on  either  side  of  the 
fracture,  while  in  the  opposite  leg  the  fibula  was 
fractured  through  the  periosteum.  Judged  macro- 
scopically  callus  formation  takes  place  as  early  in 
the  absence  as  in  the  presence  of  periosteum.  On 
the  eighth  day  there  is  marked  microscopic  evidence 
of  proliferation  of  the  cortical  layers  of  the  old  bone, 
the  periosteum  taking  no  part  in  this  proliferation. 

In  the  14-day  fracture  in  addition  to  the  old  bone 
proliferating,  it  is  seen  to  have  undergone  meta- 
plasia, because  of  the  gradual  transformation  of 
bone  into  cartilage  cells.  The  periosteum  has  been 
reformed  at  this  stage,  but  it  becomes  compressed 
by  the  proliferating  cartilage  cells.  The  organizing 
fibrin  clot  and  fibrous  cartilage  both  take  part  in 
the  callus  formation. 

After  18  days  the  callus  is  cartilaginous  in  charac- 
ter and  is  markedly  vascular.  The  callus  forma- 
tion is  from  within  outward.  After  27  days,  when 
the  periosteum  has  been  allowed  to  remain,  the 
periosteum  is  pushed  outward  very  considerably 
by  the  growing  callus,  but  it  plays  no  part  in  bone 
formation.  Similar  results  are  obtained  after  38 
days. 
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The  authors  conclude  that  following  severe  injury 
of  the  fibula,  bone  reacts  by  an  active  proliferation 
of  osteoblasts  from  the  cortical  layers  of  the  bone, 
this  newly  formed  bone  pushing  the  periosteum  in 
front  of  it.  For  certain  reasons  not  yet  understood 
bone-cells  undergo  a  chemical  change  which  results 
in  their  conversion  into  cartilage.  This  cartilage 
after  a  time  becomes  invaded  by  medullary  spaces, 
and  eventually  is  replaced  by  true  bone  in  the 
manner  known  to  occur  at  the  junction  of  epiphyses 
and  diaphyses.  The  periosteum  is  not  essential 
for  a  firm  union  after  fracture. 

Fifteen  microphotographs  accompany  the  article. 

Gampiche,  P.  S. :  The  Treatment  of  Closed  Frac- 
tures; a  Plea  Against  Unnecessary  Operations. 

/.  Am.  M.  Ass.,  1915,  Ixiv,  1633. 

Campiche  feels  that  the  pendulum  has  swung  too 
far  toward  operative  treatment  of  fracture  because 
of  some  poor  results  obtained  conservatively.  Many 
surgeons,  following  Lane,  operate  on  all  fractures, 
which,  in  connection  with  the  X-ray,  removes  the 
necessity  for  the  study  of  types  and  their  individual 
care.  All  cases  are  treated  alike — operation  and 
plate — clavicle,  femur,  or  Colles'  fracture,  it  matters 
not  what.  About  80  per  cent  of  such  operations 
are  unnecessary.  The  operation  in  itself  would  not 
be  so  bad  if  it  were  not  for  the  by  no  means  rare 
accidents  to  patients.  The  trouble  with  conserva- 
tive methods  is  that  a  crooked  arm  or  short  leg  re- 
main in  evidence,  while  the  man  operated  on  who 
becomes  septic  and  dies  joins  the  silent  majority. 

Caution  should  be  the  rule,  since  infection  is 
prone  to  invade  bruised  structures  of  recent  frac- 
tures, and  deficient  callus  is  the  rule  in  the  presence 
of  foreign  bodies.  The  field  of  a  recent  fracture 
with  bruised  tissues,  bone  fragments,  haematoma, 
and  poor  circulation  presents  ideal  conditions  for  in- 
fection. Despite  various  means  of  disinfecting  the 
skin,  the  sweat  and  sebaceous  glands  retain  bacteria 
and  even  though  the  hands  are  most  carefully 
cleansed  and  covered  with  gloves  and  though  the 
fingers  never  enter  the  wound,  infections  still  occur. 
Covering  the  skin  with  towels  clamped  over  the 
edge  of  the  wound  and  using  no  instrument  in  the 
wound  which  has  touched  the  skin,  even  though 
the  skin  has  been  coated  with  resinous  or  other 
preparations  to  plug  the  pores,  or  covered  with 
oiled  silk,  does  not  always  prevent  fatalities  or 
the  loss  of  an  entire  limb  from  amputation  follow- 
ing gangrene. 

Experiments  in  plating  or  opening  joints  to  drive 
nails  through  fragments  are  not  conclusive  since 
animals  have  a  higher  resistance  to  microorgan- 
isms, and  the  tissues  are  healthy  to  begin  with. 
Plates,  screws,  ivory  pegs,  etc.,  delay  union  and 
cause  deficient  callus,  according  to  McGruder  and 
Stimson.  Marked  deformity  alone  (marked  callus 
on  the  clavicle  or  femur  without  shortening  or  loss 
of  function)  is  not  an  indication  for  operating. 
The  preliminary  report  of  the  American  Committee 
on  Fractures  is  too  favorable  to  operation.     The 


fundamental  principle  in  fractures  is  anatomical  re- 
duction and  fixation,  but  geometric  outline  is  not 
necessary,  according  to  Tuflier  and  Scudder,  nor  is 
it  any  excuse  for  the  many  operations  done  with 
that  aim.  Instead  of  crowding  plating  of  fractures 
into  a  busy  morning's  work  it  should  be  of  even  more 
solemn  procedure  than  a  laparotomy,  whose  con- 
sequences in  case  of  failure  mean  disaster  to  the 
patient  and  a  blot  on  the  escutcheon  of  the  hos- 
pital and  operator. 

There  has  been  a  steady  improvement  in  con- 
servative methods  in  the  last  decade  in  the  ten- 
dency to  use  plaster  splints  instead  of  circular  plas- 
ters, and  also  the  shortened  time  of  retention  and 
the  general  use  of  massage.  Operations  are  best 
done  at  the  end  of  the  first  week,  and  then  only 
after  painstaking  preparations,  and  by  a  capable 
surgeon.  When  done  on  a  large  scale  by  chance 
operators,  a  high  percentage  of  bad  results  follows. 
Very  often  it  will  be  found  a  simple  incision  and 
manipulation  will  replace  the  fragments  correctly. 
If  fixation  is  demanded,  the  least  foreign  substance 
possible  should  be  used.  C.  A.  Stone. 

Trout,  H.  H.:    Treatment  of  Ununited  Fractures. 

South.  M.  J.,  1915,  viii,  502. 

In  Trout's  opinion  the  present  increase  of  ununited 
fractures  is  frequently  due  to  the  use  of  the  Lane 
plate,  this  plate  as  a  foreign  body  limiting  or  prevent- 
ing osteogenesis. 

It  is  almost  impossible  to  prevent  infection  in 
doing  plate  work,  and  Lane  himself  advises  that  the 
plate  be  not  touched  by  the  gloved  hand. 

Trout  conducted  a  series  of  experiments  on  Bel- 
gian hares  to  prove  that  the  plate  or  any  other 
foreign  body  should  not  be  used  in  treating  fractures 
indiscriminately.  The  experiment  showed  that 
the  majority  of  the  rabbits  that  had  a  screw  fixed 
in  the  bone  through  an  infected  field  eventually 
expelled  it  through  abscess  formation.  A  number 
of  rabbits  were  operated  on  also,  the  autogenous 
bone-graft  being  used  through  an  infected  field. 
The  result  showed  5  of  the  grafts  not  growing,  but 
the  remaining  30  healed  perfectly. 

The  experiments  go  to  prove  that  a  foreign 
body  is  more  apt  to  slough  out  than  is  the  auto- 
genous graft. 

He  cites  a  case  of  infected  comminuted  fracture 
where  an  autogenous  bone-splint  was  used  with 
perfect  results. 

Another  series  of  experiments  was  performed 
with  strict  asepsis,  metal  screws  being  used  in  one 
collection  of  rabbits,  while  the  autogenous  graft 
was  used  in  another  collection,  the  results  being 
that  where  the  screws  were  used  40  per  cent  showed 
shortening  of  the  limb,  while  in  the  autogenous  bone- 
graft  no  shortening  was  observed.         J.  H.  Shaw. 

Long,  J.  W.:    The  Operative  Treatment  of  Frac- 
tures.    Am.  J.  Surg.,  1915,  xxix,  214. 

Long  is  opposed  to  the  open  treatment  of  any 
fracture  that  can  be  properly  reduced  and  held 
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by  any  other  measure,  because  of  the  danger  of 
infection. 

The  length  of  time  that  the  patient  is  confined 
to  the  bed  in  certain  fractures,  as  that  of  the  shaft 
of  the  femur  treated  by  Buck's  extension,  is  a 
factor  to  be  carefully  considered,  and  tends  toward 
favoring  the  open  method  in  the  interests  of  the 
patient. 

In  operating  the  wound  should  not  be  touched 
even  with  the  gloved  hand. 

The  necessary  dexterity  on  the  part  of  surgeon 
and  operating  nurse  to  do  the  "touchless"  opera- 
tion is  readily  acquired,  especially  by  practice  upon 
the  lower  animals.  The  results  of  this  method  are: 
no  infection,  prompt  union,  and  early  return  of 
function.  The  necessity  of  removing  a  wire  or 
plate  usually  means  infection. 

The  author  describes  several  cases  of  fractures 
treated  by  this  method  with  illustrations  showing 
excellent  results.  H.  W.  Wilcox. 

Lexer,    E.:     Operative    Treatment    of    Fractures 

(Blutige      Vereinigung      von       Knochenbriichen). 
Deutsche  Ztschr.  f.  Chir.,  1915,  cxxxiii,  170. 

Lexer  describes  20  cases  of  operation  for  fracture, 
showing  26  illustrations,  mostly  rontgenograms  of 
cases. 

It  is  more  frequently  necessary  to  operate  in 
war  fractures  than  in  those  of  civil  life,  because 
they  are  so  often  accompanied  by  infected  wounds. 
Operation  is  indicated  in  old,  badly  healed  fractures, 
in  pseudarthroses,  in  multiple  fractures  of  a  limb, 
in  fractures  with  extensive  interposition  of  soft  parts, 
in  joint  fractures  with  extreme  displacement,  and 
where  important  muscle  attachments  are  torn  away, 
as  at  the  olecranon,  patella,  calcaneus,  and  tro- 
chanter major. 

Any  injury  to  the  nerve  calls  for  operation. 
Operation  should  not  be  performed  during  the  first 
week,  for  the  bone  and  surrounding  tissues,  espe- 
cially the  periosteum,  require  that  length  of  time 
to  recover  from  the  injury;  after  that  length  of 
time,  the  sooner  operation  is  performed  the  better. 
In  case  of  wounds  it  is  best  to  wait  till  they  are  com- 
pletely healed,  for  if  there  is  any  granulating  surface 
the  danger  of  infection  is  greater.  If  it  is  necessary 
to  operate  while  there  are  still  granulating  areas 
they  should  first  be  painted  with  iodine  and  then 
excised;  the  instruments  used  for  this  purpose  must 
not  be  used  in  the  further  course  of  the  operation 
on  account  of  danger  of  infection. 

Various  methods  of  operation  are  discussed,  to- 
gether with  the  conditions  under  which  each  is 
indicated.  All  methods  of  operation  in  which  a 
foreign  body  is  left  in  the  limb  involve  the  danger 
of  secondary  infection.  Nail  extension  is  particu- 
larly dangerous  in  this  respect.  The  ideal  method 
of  operation  for  fractures  of  the  shafts  of  long  bones 
is  the  use  of  living  bone,  either  as  a  wedge  inserted 
into  the  fractured  ends  or  attached  in  the  manner  of 
a  plate  to  the  outside  of  the  bone.  As  bone  is  living 
tissue  it  hastens  callous  formation,  instead  of  delaying 


it  as  an  inert  foreign  body  does.  Care  should 
always  be  taken  in  operating  for  fracture  not  to 
separate  the  periosteum  from  the  surrounding  soft 
parts,  for  the  most  important  factor  in  the  healing 
of  a  fracture  is  the  nutrition  of  the  periosteum  by  the 
abundant  formation  of  new  blood-vessels.  The 
source  of  these  new-formed  nutritive  vessels  is  the 
soft  parts  immediately  around  the  periosteum. 

The  technique  of  bone  transplantation  in  fractures 
is  described  in  great  detail,  for  Lexer  believes  that  the 
longer  time  required  for  healing  in  operative  than  in 
closed  cases  of  fracture,  so  frequently  reported,  is  not 
due  to  anything  inherent  in  the  operation,  but  is 
caused  by  defects  in  technique.  Anyone  who 
operates  with  the  strictest  observance  of  asepsis, 
controls  bleeding  absolutely,  and  carefully  avoids 
injuring  the  periosteum  and  its  surrounding  soft 
tissues  is  sure  to  have  good  results.  A.  Goss. 

Philippsthal  and  Rummelsburg,  S.:    Dangers  of 
the  Plaster  Cast;  a  Useful  Substitute  for  It 

(Die  Gefahren  des  Gipsverbandes  und  ein  Vorschlag 
zu  seinem  zweckmassigen  Ersatz).  Deutsche  med. 
Wchnschr.,  1915,  xli,  258. 

The  plaster  cast  should  never  be  used  in  cases  of 
infected  fracture.  Among  39  of  the  authors'  cases 
34  were  infected,  due  to  the  fact  that  it  was  four  to 
ten  days  before  the  soldiers  could  be  brought  to  the 
hospital. 

The  fenestrated  cast  does  not  give  room  to  ob- 
serve the  progress  of  an  infection,  and  often  the 
time  for  incision  passes  without  being  noticed  and 
it  suddenly  becomes  necessary  to  amputate.  The 
progress  of  the  infection  is  not  always  marked  by 
high  temperature.  In  cases  where  a  great  deal  of 
secretion  is  flowing  out  through  the  opening  the 
surrounding  skin  is  injured,  leading  to  eczema  and 
skin  abscesses.  This  develops  new  foci  of  infection 
from  which  the  fracture  wound  is  constantly  being 
reinfected.  The  cast,  too,  becomes  soiled  and 
softened  and  loses  its  capacity  for  fixation;  it  also 
becomes  very  unsightly  in  a  very  short  time,  and 
thus  interferes  with  the  patient's  comfort.  Often 
as  the  infection  progresses  it  is  necessary  to  increase 
the  size  of  the  opening,  and  it  may  become  so  large 
that  the  fractured  ends  are  not  firmly  fixed.  Even 
then  the  wound  cannot  be  kept  under  satisfactory 
observation.  Two  cases  of  pseudarthrosis  and  four 
of  aneurism  were  not  observed  until  completely 
developed. 

In  modern  warfare  the  patients  have  to  be  trans- 
ported frequently.  Cases  are  described  in  which  the 
fracture  dressing  was  changed  as  many  as  five 
times.  A  dressing  should  be  applied  at  first  that 
will  not  need  to  be  changed.  The  authors  propose 
the  following  as  a  substitute  for  plaster: 

The  leg  is  covered  with  a  sterile  cloth  and  placed 
in  a  Volkmann  splint  that  extends  far  beyond  the 
fracture.  It  is  fixed  to  the  splint  with  cambric 
bandages,  leaving  a  space  free  about  a  hand's 
breadth  above  and  below  the  wound.  Thus  we  have 
a  rectangular  opening,  the  two  longer  sides  formed 
by  the  edges  of  the  splint  and  the  shorter  ones  by 
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the  bandages.  The  free  skin  is  anointed  with 
mastisol  and  covered  with  Billroth's  batiste  provided 
with  an  opening  for  the  wound.  The  strip  is  made 
wide  enough  so  that  it  projects  beyond  the  edges 
of  the  splint,  and  so  prevents  pus  from  getting  under 
the  splint.  Gauze  and  a  strip  of  adhesive  plaster 
over  it  complete  the  dressing;  the  latter  can  be  re- 
moved for  dressing  the  wound.  When  extension  is 
necessary  it  can  be  attached  to  the  cambric  bandages. 
During  transportation  it  is  necessary  to  fix  the  hip- 
joint.  For  this  purpose  a  wire  splint  is  attached  to 
the  Volkmann  splint  by  means  of  a  metal  strip  5 
cm.  broad,  fastened  to  the  Volkmann  splint  by 
means  of  two  clamps,  in  such  a  way  that  the  wire 
splint  can  be  moved  up  and  down  to  any  desired 
height.  The  wire  splint  encloses  the  pelvis,  and 
because  of  the  small  distance  from  the  end  of  the 
Volkmann  splint  to  the  pelvis  and  the  breadth  of 
the  metal  strip,  any  spiral  twisting  of  it  is  impossible. 
This  splint  should  be  used  except  in  cases  of  simple 
fracture,  where  the  plaster  cast  may  safely  be 
applied.  A.  Goss. 

Burnham,  A.  C:    Fracture  of  the  Pelvis.     Ann. 
Surg.,  Phila.,  1915,  Ixi,  703. 

Fracture  of  the  pelvis  is  a  more  common  injury 
than  is  generally  supposed,  many  cases  not  being 
recognized  until  long  after  the  injury  because  the 
examination  is  not  thorough  enough. 

This  paper  is  based  upon  the  records  of  29  cases 
treated  in  one  hospital  during  a  period  of  six  years. 
During  the  same  period  there  were  143  cases  of 
fracture  of  the  femur  and  16  of  fracture  of  the 
vertebrae. 

Pelvic  fractures  may  be  single  or  multiple,  the 
single  being  most  frequent,  and  the  ilium  the 
portion  most  often  involved  because  of  its  exposed 
position. 

In  multiple  fractures  the  line  of  fracture  passes 
through  the  pelvis  at  two  points;  separation  of  the 
sacro-iliac  joint  may  accompany  such  injuries. 

Fracture  of  the  acetabulum  is  unusual,  but  if 
the  force  of  the  trauma  is  transmitted  through  the 
head  of  the  femur  the  floor  of  the  socket  may  be 
broken  and  the  femoral  head  enter  the  pelvis. 

Pelvic  fracture  occurs  at  all  ages,  and  in  both 
sexes,  but  is  more  frequent  in  the  male. 

In  addition  to  the  local  symptoms  of  fracture, 
shock  is  often  severe,  but  death  from  an  uncom- 
plicated fracture  is  rare.  Fever  is  the  rule  in  these 
cases,  reaching  the  highest  point  the  day  after  the 
injury  and  falling  gradually  to  normal. 

Abdominal  symptoms  are  usually  present,  there 
being  some  muscular  rigidity  and  tenderness.  The 
genito-urinary  complications  are  the  most  important 
38  per  cent  of  this  series  showing  either  haematuria, 
retention  of  urine,  or  dysuria,  and  in  one  case  there 
was  rupture  of  the  bladder. 

The  treatment  of  uncomplicated  fracture  con- 
sists in  rest  in  bed  in  the  position  most  comfortable 
to  the  patient. 

Shock  should  be  treated  along  the  well-established 


lines;  reduction  of  the  fracture  may  be  accomplished 
manually  through  the  rectum  or  the  vagina,  or 
open  reduction  may  be  necessary.  Buck's  exten- 
sion applied  to  the  injured  side  may  be  of  aid  in 
reduction  and  in  relieving  pain.  The  genito-urinary 
complications  are  treated  according  to  the  indica- 
tions. 

In  this  series  operative  interference  was  necessary 
in  only  three  cases.  Less  than  one  per  cent  of  these 
cases  if  uncomplicated  end  fatally.  Permanent 
return  of  function,  however,  is  not  good;  pain, 
weakness,  and  some  lameness  persist  for  a  con- 
siderable time.  H.  W.  Wilcox. 

Vander  Veer,  A.,  and  E.  A.:  Simultaneous  Frac- 
tures of  Both  Femurs.  Ann.  Surg.,  Phila., 
191S,  Ixi,  715. 

The  authors  report  an  unusual  case  of  comminuted 
fracture  of  the  shaft  of  each  femur  at  the  junction 
of  the  middle  and  lower  third,  caused  by  a  crushing 
injury. 

The  fractures  were  reduced  under  anaesthesia, 
the  right  femur  being  plated  and  the  left  side  put 
into  a  plaster  cast  and  traction  applied. 

The  patient  was  out  of  bed  in  nine  weeks  and 
sitting  in  a  Morris  chair.  He  soon  began  to  use 
crutches  but  had  great  difficulty  at  first.  The 
plaster  cast  was  removed  at  the  end  of  four  months. 
The  X-ray  pictures  which  accompany  the  article 
show  the  right  femur,  which  was  plated,  healed  in 
good  ahgnment;  in  the  left  femur  there  is  quite  a 
noticable  bending  at  the  fractured  point,  due  to 
defective  callus  formation  and  a  gradual  giving  way 
of  the  bone  after  the  patient  began  to  walk. 

H.  W.  Wilcox. 

Downey,  J.  H.:  Treatment  of  Fracture  of  the 
Femur  by  Means  of  a  Double  Angular  Plaster 
Splint;  the  Technique  of  Its  Application  and 
Advantages  Claimed  for  It.  South.  M.J.,  1915, 
viii,  525- 

Downey  says  this  is  no  new  fad,  but  a  tried  and 
proved  procedure.  He  considers  Esmarch's  double 
inclined  plane  of  much  value,  but  cumbersome  and 
confining.  A  cast  applied  in  the  usual  way  lets 
the  leg  slip  after  the  padding  has  mashed  down 
and  the  muscles  have  atrophied,  displaced  frag- 
ments being  the  result.  By  putting  the  leg  in 
Esmarch's  position,  and  bringing  the  broken  ends 
together  by  traction,  then  applying  a  properly 
fitting  cast,  the  limb  is  placed  in  a  restful  position, 
with  relaxed  muscles.  A  long  fragment  can  also 
be  made  to  conform  to  a  short  one  over  which  often 
there  is  little  control;  further,  the  flexion  prevents 
rotation  and  telescoping  inside  the  cast.  The 
freedom  and  comfort  of  the  patient  in  this  fixed 
angular  position  makes  it  easier  for  him  to  sit  and 
use  crutches,  and  it  also  lessens  pain. 

The  cast  is  applied  in  two  sections.  The  first 
from  the  base  of  the  toes  to  three  or  four  inches 
above  the  knee  according  to  the  site  of  the  fracture, 
the  second  from  this  to  the  nipple  line.     The  part 


SURGERY  OF  THE  EXTREMITIES 


397 


of  the  cast  on  the  leg  to  above  the  knee  is  applied 
before  setting  the  bone.  It  is  allowed  to  harden, 
then  the  fragments  are  replaced,  and  a  good  strong 
cast  put  on  up  to  the  nipples.  If  swelling  is  feared, 
the  cast  may  be  split  up  the  leg.  The  author  con- 
siders this  method  exceptionally  good  in  fractures 
of  the  neck  in  old  people.  In  the  last  six  years  he 
has  not  had  a  case  of  simple  fracture  of  the  femur 
stay  in  bed  longer  than  five  days,  and  rarely  has  had 
to  use  an  opiate  after  48  hours.  C.  A.  Stone. 

Smith,  E.  H.:  A  Consideration  of  Fractures  of  the 
Long  Bones  with  Reference  to  Operative 
Treatment.     Pacific  M.  J.,  1915,  Iviii,  304. 

Smith  calls  attention  to  the  fact  that,  whereas 
before  the  X-ray  was  used,  transverse  fractures 
were  considered  easy  to  treat  and  oblique  ones 
difficult,  we  now  find  that  in  transverse  fractures 
there  is  much  more  danger  of  overlapping  and  de- 
formity. In  surgical  treatment,  wiring  enables  us 
easily  to  obtain  good  position  in  oblique  fractures, 
but  in  transverse  fractures  wiring  is  not  satisfac- 
tory. 

In  comminuted  fractures,  early  operation  is  very 
difficult;  in  general,  operation  should  be  delayed 
from  ten  days  to  two  weeks.  Foreign  material 
(metal  plates)  should  not  be  introduced  for  com- 
pound fractures.  He  says  without  qualification 
that  ununited  fractures  should  never  be  plated 
and  that  the  bone  transplant  is  the  only  thing 
to  use.  He  says  that  all  other  methods  are  yielding 
to  the  autogenous  bone  transplant. 

He  objects  to  any  operative  procedure  in  the 
presence  of  infection  and  says  that  no  compound 
fracture  should  be  operated  on  within  ten  days 
or  two  weeks,  and  then  only  if  sterile. 

For  fracture  of  the  neck  of  the  femur  requiring 
operation,  an  autogenous -transplant  from  the  tibia 
is  recommended.  An  opening  is  to  be  cut  through 
the  trochanter  and  a  peg  driven  through  to  the 
head  of  the  femur.  He  says  square  pegs  are  better 
as  they  are  less  liable  to  work  loose.  If  an  au- 
togenous transplant  cannot  be  obtained,  an  ivory 
peg  should  be  used.  Smith  prefers  traction  and  sand 
bags  to  the  plaster  of  Paris  spica  in  the  Whitman 
position. 

He  calls  attention  to  the  difficulty  of  operating 
on  the  humerus  and  to  the  frequency  of  bad  results 
in  fractures  in  the  foot. 

He  concludes  that  the  transplantation  of  bone 
from  animals  to  human  beings  will  never  be  a  suc- 
cess and  cites  the  failure  of  horticulturists  to  graft 
from  apple  to  peach  trees.  He  says  we  must  de- 
pend upon  autogenous  material  and  work  out  our 
problems  on  that  basis.  H.  Winnett  Orr. 

Schaefer,  C.  D.:  Fractures  of  the  Patella.  Lancet- 
Clin.,  1915,  cxiii,  545. 

Fracture  of  the  patella  is  a  rather  frequent  and 
annoying  accident.  The  prognosis  as  to  complete 
restoration  of  full  joint  function  is  usually  uncer- 
tain,   depending   upon   the   method   of   treatment, 


character  of  fracture,  constitution  and  age  of  the 
patient.  Advanced  age  of  the  patient ;  the  refusal  of 
operation;  comminuted  fractures  without  separation 
or  tilting  of  the  fragments  and  without  tearing  the 
soft  parts  around  the  patella  demand  non-operative 
treatment.  The  author  believes  all  other  cases 
should  be  treated  by  the  open  method. 

To  secure  joint  function  after  operation,  blood- 
clots  and  fragments  of  the  soft  tissues  must  be 
carefully  removed;  the  fracture  surfaces  brought 
lightly  together  and  held  in  accurate  apposition. 
The  soft  tissues  must  be  carefully  repaired.  The 
author  uses  absorbable  suture  material  for  all 
tissues  except  the  skin.  He  removes  the  splint 
after  three  weeks  and  allows  the  patient  to  move 
and  bend  the  joint.  In  his  article  he  describes  his 
operative  technique  and  after-treatment  in  detail. 

R.   O.   RiTTER. 

Seubert:  Use  of  Fascia  Lata  in  Operations  for 
Fracture  of  the  Patella  (Beitrag  zur  Verwendung 
der  Fascia  lata  bei  Eingriffen  wegen  Fraktur  der 
Patella).    Zentralbl.  f.  Chir.,  1915,  xlii,  411. 

A  man  of  52  fell  and  fractured  his  patella.  There 
was  a  gap  of  fully  2  cm.  between  the  fragments. 
Seubert  brought  them  as  near  together  as  possible 
and  sutured  them  with  strong  catgut.  Then  he 
laid  a  flap  of  fascia  lata  over  the  patella  and  sutured 
it  all  around  with  fine  button  sutures.  Drainage 
was  removed  at  the  end  of  four  days.  Massage  of 
the  muscles  of  the  thigh  was  begun  the  third  day 
and  on  the  tenth  day  movements  of  the  knee-joint 
were  begun.  On  the  fourteenth  day  the  patient 
could  get  up,  and  by  the  end  of  the  fifth  week  he 
could  climb  stairs  without  difficulty.  The  motion 
in  the  knee-joint  is  now  almost  normal.  The  use 
of  fascia  in  similar  cases  is  advisable.         A.  Goss. 

Gaugele,  K.:  Treatment  of  Congenital  Hip  Dislo- 
cation.   Zischr.f.  orthop.  Chir.,  1915,  xxxiv. 

The  suggestion  offered  by  the  author  involves 
mainly  the  after-treatment  of  the  congenital  hip 
dislocation.  Until  the  normal  position  of  the  hip  is 
obtained  the  after-treatment  should  rest  entirely 
with  the  surgeon.  For  this  reason  he  has  devised, 
and  uses  for  this  period  as  a  retention  apparatus,  a 
jointed  steel  frame  embracing  the  pelvis  and  thigh, 
which  can  be  adjustedso  as  to  give  the  hip  a  gradu- 
ally diminishing  degree  of  abduction. 

As  to  the  method  of  reduction,  the  author  prefers 
the  technique  of  Lorenz.  Interposition  of  capsule 
does  not  constitute  an  obstacle  to  reduction.  In 
fact  there  is  no  serious  obstacle  in  the  first  seven 
years,  in  the  author's  opinion.  The  antetorsion  of 
the  head,  especially,  does  not  cause  as  much  difficul- 
ty in  retention  as  is  generally  supposed.  The  method 
as  described  calls  for  plaster  fixation  of  10  to  15 
weeks  only,  while  the  after-treatment  is  carried 
out  in  the  brace  for  6  to  10  months,  Fifty  cases  are 
reported,  all  with  good  results;  i.  e.,  anatomical 
position  of  the  head.  All  the  cases  were  less  than 
eight  years  of  age.  A.  Steindler. 
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SURGERY  OF  THE  BONES,  JOINTS,  ETC. 

Trout,  H.  H.:  Autogenous  Bone-Grafts  Versus 
Lane  Plates.     Ann.  Surg.,  Phila.,  1915,  Ixi,  717, 

In  a  well-illustrated  article  the  case  of  the  auto- 
genous graft  against  the  use  of  foreign  material  is 
well  made  out.  The  author  calls  attention  to  the 
history  of  buried  material  in  the  hurhan  body,  in  all 
cases  return  to  no  or  absorbable  material  having 
taken  place  in  the  evolution  of  surgical  technique 
and  he  believes  that  the  Lane  plate  will  be  no  ex- 
ception to  the  rule.  Upon  inquiring  of  more  than 
100  American  surgeons,  he  finds  that  all  but  7  have 
been  obliged  to  remove  plates  either  in  their  own 
or  other  surgeons'  cases,  from  which  he  concludes 
that  the  plates  were  either  incorrectly  placed  or 
that  it  is  a  wrong  procedure. 

He  and  his  assistants  have  carried  out  a  number 
of  experiments  on  animals  with  plates  and  auto- 
genous grafts.  Screws  were  inserted  in  35  rabbits 
in  the  presence  of  infection  and  25  autogenous  grafts 
were  used  in  the  same  way.  In  5  cases  an  attempt 
was  made  to  produce  definite  infection  by  the 
injection  of  colon  bacilli,  but  the  attempt  was 
abandoned  and  the  remainder  were  operated  upon 
through  soiled  fields  and  the  resulting  infection 
ascertained.  Of  the  first  5  all  screws  came  to  the 
surface  in  a  few  days.  Of  the  others,  6  died  from 
the  anaesthetic  and  in  2  the  screws  remained  in 
position  after  causing  sinuses  which  finally  closed, 
and  in  the  remainder  the  screws  came  to  the  surface. 
Of  the  autogenous  grafts  in  25  rabbits,  3  died  from 
the  ether,  leaving  22  rabbits  with  44  grafts,  a  graft 
having  been  taken  from  each  leg  and  inserted  in  the 
opposite  bone.  In  these  cases  5  grafts  worked  out, 
while  the  remaining  39  "took,"  as  was  demon- 
strated by  X-rays  and  autopsies.  In  other  words 
92  per  cent  of  the  screws  had  to  be  removed  while 
only  8  per  cent  remained  after  developing  sinuses 
and  II  per  cent  of  the  grafts  were  removed  leaving 
89  per  cent  in  place  after  six  months. 

In  the  next  experiment  a  steel  screw  was  placed 
in  the  upper  epiphysis  of  the  fibia  in  a  series  of  10 
rabbits,  varying  in  age  from  4  to  6  months,  asepsis 
being  strictly  observed.  In  4  cases  a  shortening 
was  noted  in  six  months.  An  autogenous  spicule 
of  bone  placed  similarly  resulted  in  no  shortening 
in  the  same  time. 

Two  cases  are  reported  which  resulted  favorably 
after  the  use  of  autogenous  grafts.  The  author 
describes  and  illustrates  his  type  of  motor-driven 
saw.  C.  E.  Wells. 

Gill,  A.  B.:  Transplantation  of  Entire  Bones  with 
Their  Joint  Surfaces.  Ann.  Surg.,  Phila.,  1915, 
Ixi,  658. 

The  author  transplanted  1 1  metatarsal  bones  in  a 
series  of  experiments.  In  one  experiment  the  dog 
was  killed  before  healing  had  taken  place;  and  in 
another  one  metatarsal  bone  was  removed  under 
ether.  After  seven  to  eight  and  one-half  months 
the  dogs  were  killed,  and  it  was  found  that  one  trans- 


plant had  been  almost  entirely  absorbed.  One 
was  badly  distorted  and  one  other  moderately 
changed  as  a  result  of  osteomyelitis.  Five  trans- 
plants were  apparently  normal  and  the  function  of 
the  joints  good. 

Under  microscopic  study,  where  there  had  been 
no  suppuration,  no  dead  bone  was  discovered. 

He  discusses  the  theories  of  Murphy,  Basch- 
kirzew  and  Petrow,  Earth,  Axhausen,  Macewen, 
Moyer  and  McWilliams,  and  sums  up  by  saying 
that  it  can  no  longer  be  questioned  that  the  inner, 
or  osteogenetic,  layer  of  the  periosteum  is  of  prime 
importance  in  the  life  and  regeneration  of  a  bone- 
graft;  that  the  lining  of  the  marrow  cavities,  in 
other  words  the  endosteum,  the  lining  of  haversian 
canals,  and  the  external  covering  of  the  bone,  and 
the  osteogenetic  layer  of  the  periosteum,  are  all 
one  and  the  same  thing;  and  that  if  a  graft  contains 
all  three  portions  of  osteoplastic  tissue,  its  chances 
of  life  and  development  must  surely  be  multiplied. 

His  conclusions  are:  (i)  Bone  is  only  a  particular 
form  of  connective  tissue  and  is  readily  transplanted. 
(2)  It  contains  within  itself  all  the  elements  neces- 
sary to  life,  function,  and  regeneration,  provided  it 
receives  sufficient  nourishment.  (3)  Periosteum, 
medulla,  and  bony  tissue  should  all  be  included  in 
the  graft.  (4)  After  transplantation  the  bone  grows 
and  moulds  itself  to  perform  its  functions  efficiently. 
(5)  As  early  a  performance  of  function  as  is  consist- 
ent with  its  fixation  in  its  new  position  is  of  great 
advantage.  (6)  A  mild  infection  is  not  necessarily 
fatal  to  the  graft.  (7)  Transplantation  of  long 
bones  with  their  joint  surfaces  is  clinically  possible. 

J.  O.  Wallace. 

Deutschlander,  C:  Operative  Mobilization  of 
Ankylosed  Knee-Joints  (Zur  operativen  Mo- 
bilisierung  der  Knie-ankylosen).  Verhandl.  d. 
deutsch.  orthop.  Gesellsch.,  1915,  xxxv,  34. 

Deutschlander  discusses  the  feasibility  of  trans- 
planting the  entire  knee-joint  in  cases  of  ankylosis. 
Experimental  and  histological  studies  made  by 
Lexer,  Axhausen,  and  others  would  seem  to  indicate 
that  complete  restoration  of  function  is  possible  by 
this  method,  but  there  are  few  reports  of  ultimate 
results  in  actual  operations  on  human  beings. 

Two  cases  are  described  by  the  author.  In 
one  the  entire  knee-joint,  including  capsule,  liga- 
ments, and  patella,  was  transplanted  in  a  13-year- 
old  boy.  Though  the  wound  healed  by  first  inten- 
tion, three  weeks  after  the  operation  the  soft  parts 
were  discharged  spontaneously,  thus  displacing 
the  part  of  the  transplant  covering  the  tibia  so  that 
there  was  no  further  progress  in  the  restoration  of 
function,  even  though  the  usual  after-treatment 
was  carried  out.  Rontgen  pictures  taken  at 
intervals  showed  gradual  atrophy  of  the  transplant, 
so  that  after  nine  months  only  traces  of  the  trans- 
planted cartilage  were  visible.  At  the  end  of  a  year 
even  this  had  disappeared  and  there  was  complete 
reankylosis.  Six  illustrations  are  given  showing  the 
progress  of  the  case. 
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The  second  case  was  in  a  14-year-old  boy,  only 
bone  and  cartilage  being  transplanted,  without  soft 
parts.  The  wound  healed  by  first  intention,  but 
the  transplant  atrophied  so  rapidly  that  at  the  end 
of  three  months  another  operation  had  to  be  under- 
taken. At  this  operation  strips  of  fascia  were  inter- 
posed between  the  joint  surfaces,  and  the  results 
were  better. 

Definite  conclusions  of  course  cannot  be  drawn 
from  two  cases,  but  it  seems  doubtful  whether  in 
man,  joint  cartilage  so  extensive  as  that  of  the  knee- 
joint  can  be  transplanted  and  remain  viable  and 
permanently  capable  of  functioning.  It  seems 
more  probable  that  it  will  undergo  the  usual  fate  of 
highly  differentiated  tissue  and  gradually  atrophy. 

A.  Goss. 

Link,  G. :  Amputation  for  Fracture  of  the  Femur 
in  the  Aged.     Am.  J.  Surg.,  1915,  xxix,  218. 

Link  advocates  the  unique  procedure  of  amputat- 
ing at  the  point  of  fracture  in  cases  of  aged  people 
who  have  broken  the  femur,  provided  there  is  no 
impaction.  In  people  over  60,  the  mortality  is 
about  28  per  cent  by  the  end  of  six  months  with 
the  old  methods  and  there  is  always  much  per- 
manent disability.  With  the  new  method  the  patient 
can  be  in  a  chair  four  days  after  amputating,  and  on 
crutches  at  the  end  of  two  weeks.  Spinal  anaes- 
thesia should  be  used  when  possible. 

One  case  is  cited  of  a  man  73  with  non-union 
after  twelve  weeks  of  ordinary  treatment.  Under 
ether,  the  amputation  was  done  at  the  fracture,  just 
below  the  trochanter  major;  four  days  later  the 
man  was  up  in  a  chair,  and  in  two  weeks  was  using 
crutches.     Now  he  is  able  to  attend  to  business. 

C.  A.  Stone. 

ORTHOPEDICS  IN  GENERAL 

Ballner,  J.:  Weight-Bearing  Stumps  (tJber  die 
Tragfahigkeit  des  Amputationstumpf  es) .  Wien. 
klin.  Wchnschr.,  1915,  xxviii,  285. 

Among  the  various  methods  of  amputation  de- 
vised for  procuring  a  stump  that  will  bear  the  weight 
of  the  body  without  pain  Ballner  prefers  that  of 
Bunge,  especially  in  amputations  below  the  knee. 
In  addition  to  neuromata,  the  factors  that  cause 
painful  stumps  are  adhesions  of  the  skin  and  soft 
parts,  painful  proliferation  of  the  periosteum,  and 
proliferation  of  the  marrow  causing  a  callus  that 
exerts  pressure  on  the  skin. 

Bunge's  technique  consists  in  anterior  skin-flap, 
and  posterior  semicircular  incision.  This  method  is 
always  used  unless  suppuration  or  severe  crushing  of 
the  soft  parts  prevents  it.  The  periosteum  is 
incised  circularly,  and  the  bone  freed  from  perios- 
teum for  about  6  to  10  mm.  from  the  line  where  it 
is  sawed  off.  The  marrow  is  scooped  out  with  a 
curette  for  0.5  to  i  cm.  After  this  the  treatment  is 
the  same  as  in  any  amputation,  several  centimeters 
of  the  nerve  being  extirpated  to  avoid  neuromata. 

The  author  gives  accounts  with  tabulated  results 


and  r5ntgen  sketches  of  a  large  number  of  cases 
operated  upon  at  von  Eiselsberg's  clinic  by  various 
methods  to  show  the  superiority  of  Bunge's. 

A.  Goss. 

Ehrenfrled,  A. :  Multiple  Cartilaginous  Exostoses — 
Hereditary  Deforming  Chondrodysplasia.    /. 

Am.  M.  Ass.,  1915,  Ixiv,  1642. 

Ehrenfried  had  a  case  which  he  was  able  to  diag- 
nose as  a  little  known  disease,  commonly  called 
multiple  cartilaginous  exostoses.  He  found  X-rays 
of  several  other  cases  at  the  Boston  Children's 
Hospital,  and  on  the  basis  of  this  material  he  hopes 
later  to  make  a  complete  report.  Various  confusing 
names  are  used,  the  above  by  Virchow  and  Astley 
Cooper.  Others  are:  hereditary  multiple  exostoses, 
multiple  cancellous  exostoses,  ossified  diathesis, 
rachitiform  enchondrosis.  Kienbock  called  it 
chondral  dysplasia,  to  designate  its  pathology. 
Boggs,  of  Johns  Hopkins,  writing  of  a  case  in  1913, 
called  it  multiple  congenital  osteochondromata. 
The  first  is  not  clinically  descriptive;  the  second  is 
too  suggestive  of  tumor  or  neoplasm. 

The  disease  is  a  clinical  entity.  Its  chief  charac- 
teristics are :  The  occurrence  of  multiple  symmetrical 
cartilaginous  and  osteocartilaginous  growths  within 
or  on  the  skeleton,  generally  benign,  and  resulting 
from  disturbance  in  proliferation  and  ossification 
of  bone  cartilage;  secondary  deformities  occur 
and  inheritance  is  shown  in  most  of  the  cases;  there- 
fore, the  author  gives  it  the  name  hereditary 
deforming  chondrodysplasia.  The  disease  is  prob- 
ably universal,  and  although  unusual,  is  far  more 
frequent  than  supposed;  300  articles  report  600 
cases:  60  per  cent  Germans,  27  per  cent  French, 
8  per  cent  English,  and  other  nationalities  5  per 
cent.  Twelve  cases  have  been  reported  in  America 
by  6  authors,  4  by  Gibney  40  years  ago,  in  a  family 
of  German  immigrants.  The  cases  in  this  country 
are  more  frequent  than  the  figures  show,  Ehrenfried 
having  been  shown  4  cases  recently  by  other  men. 
Seventy  to  75  per  cent  of  it  occurs  in  males.  Most 
cases  are  hereditary:  an  unaffected  mother  of  an 
affected  father  transmits  it,  but  the  father  must 
have  the  disease  himself  to  transmit  it;  affected 
mothers  also  pass  it  on.  Theories  on  pathology, 
written  before  the  day  of  X-rays,  call  attention  to 
the  unimportant  exostosis,  rather  than  to  the  dis- 
turbance in  the  proliferation  and  ossification  at  the 
epiphyseal  line.  Membranous  bones  of  the  skull 
are  skipped. 

The  author  has  a  specimen  from  across  the  epiphy- 
seal line  in  a  young  patient,  which  he  thinks  is  the 
only  one  on  record.  A  complete  microscopical  ex- 
amination was  made  and  reported.  Deformities 
occur:  namely,  short  stature,  generally  from  lack 
of  growth  in  the  legs,  and  the  arms  are  short.  The 
ulna  grows  less  rapidly  than  the  radius,  which  dislo- 
cates backward  at  its  upper  end,  and  is  wrongly 
called  a  congenital  dislocation.  Not  only  the  limbs, 
but  the  scapulae  and  pelvis  are  distorted.  Scoliosis 
occurs.     Exostoses    of    any  bone  may  appear   at 
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almost  any  place.  The  cause  is  thought  to  be  an 
inheritance  of  a  faulty  anlage  for  bone  producing 
intermediary  cartilage.  There  are  few  symptoms 
except  those  resulting  from  deformities.  The  most 
frequent  is  the  growing  of  malignant  osteocartilagi- 
nous tumors,  38  of  which  have  been  reported.  This 
takes  place  between  the  ages  of  1 1  and  59.  Increase 
in  an  extosis  after  cessation  of  skeletal  growth 
should  be  promptly  and  thoroughly  removed. 
Other  treatment  is  confined  to  what  the  deformities 
may  demand.  C.  A.  Stone. 

Corner,  E.  M.:  The  Changes  of  the  Position  of  the 
Foot  During  Life  and  the  Callosities  on  the 
Sole  Associated  with  Them.    Clin.  J.,  1915,  xliv, 
153- 
A  foot,  like  a  man,  has  a  life  history  and  normally 
undergoes  changes  according  to  the  age,  station, 
and  occupation  of  the  owner.     These  changes  are 
natural  and  must  not  be  mistaken  for  those  which 
are  unnatural  and  abnormal.     A  patient's  state- 
ments as  to  the  history  and   the  symptoms  from 
which  he  suffers  may  be  unreliable,  but  the  tales 
written  in  the  callosities  of  the  sole  of  the  foot  can 
be  seen  and  are  not  likely  to  lie. 

The  first  chapter  in  the  life  history  of  the  foot  is 
easily  recognized:  a  flat  foot  with  large,  broad, 
uncalloused  sole  exhibiting  variations  in  degree  of 
abduction  according  to  the  special  circumstances 
of  the  child.  As  the  child  becomes  more  active  it 
begins  to  adduct  the  foot  into  the  active  position, 
the  toes  may  turn  in  and  the  arch  of  the  instep  is 
raised.  At  the  same  time  callosities  begin  to  develop 
on  the  inner  side  of  the  heel  and  under  the  big  toe. 
Having  become  adducted,  the  foot  remains  so  for 
some  years;  but  as  the  child  grows,  increasing  in 
weight,  strength,  and  in  the  length  of  time  it  stands, 
abduction  gradually  occurs  again.  This  is  seen 
earlier  in  girls  than  in  boys.  R.  O.  Ritter. 

Jansen,  M.:    Swelling  of  the  Foot  and  Its  Causes 

(Die  Fussgeschwulst  und  ihre  Ursache).    Ztschr.  f. 
orthop.  Chir.,  1915,  xxxv,  8. 

According  to  official  statistics  about  2.5  per  cent 
of  the  German  army  develop  swelling  of  the  meta- 
tarsal region  while  on  the  march.  The  percentage 
is  probably  as  great  in  other  modern  armies,  and  the 
affection  is  by  no  means  unknown  in  civil  life.  Of 
Jansen's  60  cases,  40  were  in  the  army  and  20  in 
civil  life,  among  people  who  are  obliged  to  stand  or 
walk  a  great  deal.  The  three  cardinal  symptoms 
are  swelling  of  the  soft  parts  of  the  foot,  changes 
in   the   periosteum,   and   cramp   of   the   interossei. 

The  various  theories  as  to  the  cause  of  the  condi- 
tion are  discussed,  and  Jansen  comes  to  the  con- 
clusion that  the  primary  symptom  is  spasm  of  the 
interossei,  which  causes  all  the  others.  Insufficiency 
of  these  muscles  leads  to  spasm,  which  stops  up  the 
interosseus  spaces  and  interferes  with  circulation  in 
the  metatarsal  region;  the  increased  tension  of  the 
fluid  leads  to  swelling  of  the  soft  parts  and  hydrops 
of  the  periosteum;  the  swelUng  of  the  soft  parts 


subsides  readily  but  that  of  the  periosteum  persists, 
causing  subperiosteal  haemorrhage  and  irregular 
thickening  of  the  periosteum.  Traction  of  the 
muscles  on  the  periosteum  in  this  condition  causes 
pain.  The  bones  themselves  do  not  swell,  but  as 
undue  pressure  and  traction  is  exerted  on  them 
they  frequently  fracture.  These  fractures  which 
were  formerly  regarded  as  the  cause  of  the  condi- 
tion are  thus  seen  to  be  the  result  of  it.  Prophy- 
laxis consists  in  strengthening  the  interossei,  which 
is  accomplished  by  walking,  or  preferably  running, 
on  the  toes. 

After  swelling  has  developed  rest  of  the  muscles 
is  indicated.  If  rest  in  bed  is  impossible,  a  plaster 
cast  enveloping  the  calf  and  foot  to  the  tips  of  the 
toes  is  applied.  Hot  packs  and  hot  foot  baths 
relieve  pain.  Massage  if  not  performed  very  gently 
is  apt  to  keep  up  the  cramp  of  the  interossei.  After 
recovery  a  good  flat-foot  plate  tends  to  prevent 
recurrence.  A.  Goss. 

Lamy,  L.:  Treatment  of  Congenital  Club-Foot  by 
Subcutaneous  Excochleation  (Behandlung  des 
angeborenen  Klumpfusses  durch  subkutane  Ex- 
cochleation). Verhandl.  d.  deulsch.  orlhop.Gcsellsch., 
1915,  xxxv,  479. 

Lamy's  method  consists  simply  in  perforating  the 
soft  parts  with  a  perforator  and  then  curetting  out 
first  the  astragalus,  then  the  calcaneus,  and  then  the 
cuboid.  After  they  have  been  thoroughly  curetted 
the  position  of  the  foot  is  corrected  manually  and  a 
plaster  cast  applied  in  the  overcorrected  pxjsition. 
The  cast  is  left  on  for  three  weeks,  as  in  other  meth- 
ods. No  suture  is  necessary  and  no  ligation;  the 
Achilles  tendon  may  be  cut  if  necessary. 

It  is  preferable  to  operate  at  the  age  of  8  to  10 
months  before  the  children  have  learned  to  walk,  but 
the  operation  may  be  successfully  performed  up  to 
eight  or  nine  years  of  age.  The  operation  is  simple 
and  easy  and  as  there  is  no  skin  incision  or  suture, 
there  is  no  danger  of  infection.  Both  functional  and 
anatomical  results  are  excellent;  the  foot  is  not 
shortened  as  it  is  by  tarsectomy;  its  form  is  perfectly 
normal  and  there  is  no  scar,  so  that  it  is  not  evident 
that  any  operation  has  been  performed.     A.  Goss. 

Mason,  G.  M.:  The  Recognition  of  Rational 
Treatment  in  the  Care  of  Weak  and  Flat  Feet. 

N.Eng.  M.Gaz.,  1915,  1,  302. 

After  discussing  the  arches  and  the  degrees  of 
motion  of  a  normal  foot,  Mason  describes  the  char- 
acteristic appearance  and  discusses  the  etiological 
factors  in  the  production  of  flat-foot. 

Some  of  the  etiological  factors  producing  weak 
and  flat  feet  are  improper  habits  of  standing  and 
walking,  occupation,  improper  shoes,  overweight, 
trauma,  loss  of  muscle  tone  due  to  sickness  or  other 
causes,  and  infection. 

In  describing  the  signs  and  symptoms  of  weak 
and  flat  feet  he  particularly  calls  attention  to  the 
pain  which  may  be  almost  anywhere  in  the  foot, 
but  the  most  common  location  is  over  the  astragalo- 
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navicular  joint.  Disability  is  another  symptom 
always  observed. 

The  deformity  may  be  simply  that  of  abduction 
or  abduction  with  pronation,  hallus  valgus,  hallus 
rigidus,  rigid  valgus,  contracted  toes,  and  spurs  on 
the  OS  calcis. 

In  the  treatment  of  weak  or  fiat  feet  he  does  not 
look  with  favor  on  the  common  methods  of  treat- 
ment; viz.,  strapping,  baking,  massage,    exercises 


and  surgical  relief  of  deformities.  He  has  found 
that  after  a  year  or  two  there  is  usually  a  recurrence, 
often  with  deformity.  The  treatment  which  he 
particularly  advocates  is  the  application  of  the 
Whitman  brace. 

A  plaster  impression  of  the  foot  is  taken  and  a 
metal  support  made,  which  supports  the  longitudinal 
arch  and  adducts  the  foot  so  as  to  overcome  the 
lateral  deformity.  J.  H.  Shaw. 


SURGERY  OF  THE   SPINAL   COLUMN  AND   CORD 


Schlesinger,  A.:  Attempts  at  Anaesthetizing  the 
Lumbar  Plexus  (t)ber  Versuche  den  Plexus  lum- 
balis  zu  anasthesieren).  Zenlralbl.  f.  Chir.,  191 5, 
xlii,  385. 

Schlesinger  has  performed  experiments  on  the 
cadaver  that  show  that  there  is  a  point  where  all 
the  fibers  of  the  lumbar  plexus  may  be  reached 
and  anaesthetized.  Between  the  fifth  lumbar  and 
first  sacral  vertebrae  there  is  a  point  where  a  cord 
made  up  of  fibers  from  the  first  four  lumbar  nerves 
runs  very  close  to  the  fifth.  An  injection  made 
here  anaesthetizes  the  whole  plexus.  The  transverse 
process  of  the  sacral  vertebra,  which  can  be  palpated 
in  most  individuals,  serves  as  a  guide  for  making 
the  injection.  The  needle  should  be  inserted  just 
above  it  and  4  or  5  cm.  from  the  median  line.  He 
was  prevented  by  the  outbreak  of  the  war  from 
giving  the  method  a  thorough  clinical  test,  but  from 
the  results  of  5  experiments  with  i  and  2  per  cent 
novocaine  solution  he  is  favorably  impressed  with 
it,  and  recommends  it  for  further  trial.  He  calls  it 
paralumbar  anaesthesia.  He  expects  to  experiment 
further  with  the  procedure.  A.  Goss. 


Taylor,  R.  T.:  Recent  Experiences  in  Spinal  Sur- 
gery.    South.  M.J.,  1915,  viii,  517. 

Taylor's  paper  deals  with  the  subject  of  (i) 
spinal  fracture-dislocation,  (2)  sacro-iliac  strain  or 
dislocation,  and  (3)  plastic  surgery  in  Pott's  disease. 

Early  operation  for  relief  of  spinal  cord  compres- 
sion and  paralysis  is  recommended.  However,  a 
case  of  long  standing  is  reported  recovering  after 
proper  operative  interference  and  after-treatment. 

A  case  of  sacro-iliac  strain  following  a  fall  in  1904 
was  treated  surgically  in  19 13.  The  transversec- 
tomy was  done  on  the  left  side  of  the  fifth  lumbar 
vertebrae  and  a  process  as  wide  as  two  fingers  and 
as  long  was  cut  away,  and  at  its  extreme  end  was 
found  ankylosed  to  the  ilium.  The  operation 
resulted  in  loss  of  pain  and  restoration  of  mobility. 

Short  descriptions  of  the  technique  of  the  Albee 
and  Hibbs  operations  are  given.  They  are  recom- 
mended to  shorten  the  course  of  the  disease,  but 
the  operations  should  be  followed  by  proper  recum- 
bency, hygiene,  and  braces.  The  Hibbs  method  is 
believed  to  yield  possibly  better  results  and  is  a 
simpler  operation.  H.  B.  Thomas. 


SURGERY  OF  THE  NERVOUS   SYSTEM 


Stoftel,   A.:    Nature  and   Treatment   of   Sciatica 

(Weitere  Studien  tiber  das  Wesen  und  die  Behand- 
lung  der  Ischias).  Verhandl.  d.  detitsch.  orthop. 
Gesellsch.,   191 5,  xxxv,   64. 

The  term  sciatica  has  been  used  much  too  general- 
ly to  apply  to  almost  any  pain  in  the  region  of  the 
hip,  buttock,  and  back  part  of  the  leg.  The  location 
and  character  of  the  pain  should  be  much  more 
carefully  studied,  in  connection  with  a  more  accurate 
anatomical  knowledge  of  the  nerves  of  the  region 
involved.  Many  cases  of  so-called  sciatica  are 
neuralgias  of  the  nerve  cutaneus  surae  lateralis  or 
nerve  cutaneus  surae  medialis.  The  former  nerve  is 
not  a  branch  of  the  nerve  peronaeus  communis,  as 
given  in  most  textbooks  of  anatomy,  but  an  inde- 
pendent nerve;  the  latter  is  also  an  independent 
nerve,  not  a  branch  of  the  tibial. 

Among  38  cases  of  sciatica  examined,  18  were  pure 
neuralgias  of  the  nerve  cutaneous  surae  lateralis,  9 


of  both  the  nerve  cutaneous  suras  lateralis  and  media- 
lis, and  3  of  the  nerve  cutaneous  surae  medialis 
alone. 

A  good  plan  to  locate  the  pain  accurately  is  to 
give  the  patient  a  colored  pencil  and  have  him 
mark  the  points  or  lines  of  severest  pain.  A  com- 
parison of  these  lines  with  a  good  anatomical  diagram 
will  show  what  nerve  or  nerves  are  involved.  Illus- 
trations are  given. 

If  injection  treatment  is  given,  great  care  should 
be  taken  to  inject  the  nerve  involved  and  that  part 
of  it  which  is  affected.  The  failure  of  many  cases  of 
injection  treatment  is  due  to  the  fact  that  the 
sciatic  was  injected  when  the  nerve  cutaneous  surae 
lateralis  or  medialis  was  involved.  Stretching  of  the 
sciatic  nerve  is  an  illogical  operation.  If  one  of  the 
above-mentioned  nerves  is  affected  it  can  easily  be 
reached  in  the  popliteal  space  and  an  extensive 
segment  resected.  A.  Goss. 
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SURGERY  OF  THE   SKIN,   FASCIA,  AND  APPENDAGES 


Morestin,  H.:  Gradual  Reduction  of  Skin  Lesions 

(La  reduction  graduelle  des  difformitfis  t^gumen- 
taires).    Bull,  el  m6m.  Soc.  de  chir.  de  Par.,  1915,  xli, 
1233- 
The   classical   methods  of   autoplasty   are   often 
difficult  or  impossible  to  apply  in  extensive  lesions, 
especially  of  the  face,  for  instance  in  large  nsvi. 
Morestin  suggests  instead  a  series  of  slight  opera- 
tions, removing  a  small  part  of  the  naevus  each  time 
and  allowing  time  between  the  various  operations 
for  healthy  skin  to  fill  in  the  gap.     The  suppleness 
and  elasticity  of  the  skin  enable  it  to  accommodate 
itself  to  such  small  losses,  where  a  larger  defect  could 
not   be    filled    in    without    malformation    and    the 
formation  of  scar  tissue. 

He  gives  the  histories  of  two  cases  with  photo- 
graphs showing  the  remarkable  change  in  appearance 
after  the  series  of  operations  had  been  performed. 
The  first  was  in  a  young  man  of  21  with  a  large  nae- 
vus of  the  face.  It  was  so  large  that  several  sur- 
geons had  refused  to  attempt  to  remove  it.  A  small 
arched  incision  2  or  3  cm.  long  was  made  and  the 
naevus  dissected  up  along  it.  Then  another  was 
made  connecting  the  two  ends  of  the  first.  The 
part  of  the  naevus  contained  within  the  incisions  was 
removed,  and  the  edges  very  carefully  united,  so  as 
to  avoid  traction.  At  intervals  of  from  ten  days 
to  two  weeks  q  other  operations  were  performed; 
though  there  was  a  small   extent  of   naevus  left. 


the  patient  expressed  himself  satisfied  with  the  re- 
sult. 

The  other  case  was  in  a  child  a  year  old  who  had 
an  enormous  and  extremely  disfiguring  naevus 
covering  practically  the  whole  side  of  the  face.  A 
series  of  11  operations  were  performed,  great  care 
being  taken  each  time  to  make  the  incisions  in  such 
a  way  that  there  should  be  no  traction  that  would 
produce  deformity  of  the  eye,  nose,  or  mouth. 
After  these  1 1  operations  only  a  small  surface  was 
left,  and  an  autoplastic  operation  was  performed, 
using  skin  from  the  forehead.  No  sign  of  the 
original  lesion  is  left,  nor  is  there  any  vicious  jwsition 
of  the  eyelids,  nares,  or  lips. 

The  individual  operations  are  very  simple.  In 
the  child  they  did  not  last  more  than  five  minutes 
and  she  was  able  to  go  home  the  same  day.  They 
may  be  performed  in  adults  under  local  anaesthesia 
and  in  infants  under  very  light  and  short  general 
anaesthesia.  Of  course  the  method  is  tedious  and 
demands  great  patience  on  the  part  of  both  surgeon 
and  patient,  but  the  progressive  improvement  in 
appearance  after  each  operation  more  than  com- 
pensates for  the  time  spent.  The  method  may  be 
used  not  only  in  naevi,  but  in  plexiform  neuromata, 
some  cases  of  circumscribed  sclerodermia,  and  in 
extensive  scars,  after  burns  for  instance.  Morestin 
is  now  finding  great  use  for  it  in  treating  scars 
following  war  injuries.  A.  Goss. 


MISCELLANEOUS 


CLINICAL  ENTITIES  —  TUMORS,  ULCERS, 
ABSCESSES,  ETC. 

Bainbridge,  W.  S. :  Plastic  Surgery;  Corrective  and 
Palliative  Repair  in  the  Treatment  of  Malig- 
nant Disease.     N.  Y.  M.  J.,  1915,  ci,  869. 

Anaplastic  surgery,  as  applicable  to  cancer, 
may  be  considered  under  two  subdivisions:  (i) 
corrective  or  restorative  repair;  (2)  palliative  repair. 

The  conditions  to  which  corrective  or  restorative 
repair  is  applicable  may  be  classed  as: 

1.  Precancerous  conditions,  or  conditions  which 
in  accordance  with  the  irritation  theory  of  the  cause 
of  the  cancer  may  be  presumptive  forerunners  of 
malignancy. 

2.  Removable  cancer,  or  cases  of  cancer  in  which 
all  macroscopic  evidence  of  the  disease  is  amenable 
to  surgical  removal,  but  in  which  physical  defects 
resulting  from  the  disease  or  from  its  removal  are 
to  be  repaired. 

It  is  possible,  many  times,  to  clear  up  and  repair 
the  external  ravages  of  the  disease  so  that  the 
patient  dies  without  knowing  that  the  cancer  has 
recurred  or  has  extended  to  internal  organs. 


Eleven  cases  are  reported,  each  of  which  is  shown 
by  photographs.  In  one  case  tissue  from  a  cadaver 
was  utilized.  It  is  well  to  note  in  connection  with 
the  use  of  tissue  from  the  dead,  that  extreme  care 
must  be  exercised  in  the  selection  of  the  subject 
in  order  to  obviate  the  possibility  of  the  transmission 
of  disease  from  the  dead  to  the  living.  It  is  under- 
stood that  autoplastic  flaps,  either  of  skin  or  deeper 
tissues,  "take"  better  than  others. 

Edward  L.  Cornell. 

Bazy,  M.:   Statistical  Remarks  on  Tetanus.     Med. 
Press  &•  Circ,  1915,  xcix,  314. 

The  author  reviewed  aU  the  cases  of  tetanus 
occurring  in  the  entrenched  camp  around  Paris. 
Of  10,396  wounded,  129  developed  tetanus,  90  cases 
of  which  proved  fatal.  The  disease  developed  in 
from  two  to  twenty-seven  days  following  the  wound. 
It  was  particularly  frequent  in  certain  districts. 
The  preventive  action  of  the  serum  was  strikingly 
illustrated  by  comparing  statistics  from  hospitals 
where  the  serum  was  given  to  all  cases  with  those 
where  the  serum  was  given  only  in  suspicious  cases. 
The  mortality  was  three  times  as  great  in  the  latter 
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as  in  the  former.  The  usual  amount  of  scrum  in- 
jected was  10  per  cent.  The  suggestion  is  made  that 
one-fifth  that  amount  would  probably  be  effective. 

J.  H.  Skiles. 

Meltzer,  S.  J.:  The  Use  of  Magnesium  Sulphate 
in  the  Treatment  of  Tetanus.  Lancet,  Lond., 
1915,  clxxxviii,  1330. 

Having  in  mind  the  prevalence  of  tetanus  during 
the  present  war,  Meltzer  summarizes  the  experiences 
accumulated  from  clinical  and  experimental  use 
of  magnesium  sulphate  during  the  nine  years  it 
had  been  tried  in  the  treatment  of  tetanus. 

The  standard  25  per  cent  solution  may  be  ad- 
ministered by  one  of  four  routes:  subcutaneous, 
intramuscular,  intravenous,  and  intraspinal. 

By  the  subcutaneous  route  2  ccm.  of  the  25  per 
cent  solution  per  kilogram  of  body  weight  should 
be  injected  once  in  24  hours.  Morphine  and  light 
ether  anaesthesia  are  of  material  assistance  in  dimin- 
ishing the  spasms  when  this  method  is  employed. 
By  the  intramuscular  route  the  dose  is  the  same,  and 
here  also  ether  is  of  assistance.  Intravenously,  a 
3  per  cent  isotonic  solution  should  be  used  at  the  rate 
of  5  ccm.  per  minute.  The  intraspinal  dose  is  i  ccm. 
of  the  25  per  cent  solution  per  kilogram  of  body 
weight.  The  effect  of  injection  by  the  intraspinal 
route  is  not  quite  so  prompt  as  with  the  intravenous 
administration,  but  is  much  more  lasting,  con- 
tinuing from  12  to  30  hours. 

The  action  of  the  magnesium  sulphate  intrave- 
nously injected  is  directly  on  the  hyperirritable  parts 
of  the  central  nervous  system,  while  by  the  other 
routes  the  action  is  through  the  circulation,  and 
larger  doses  are  required.  Intravenously,  there  may 
be  a  rapid  profound  effect  on  respiration,  which  may 
be  corrected  by  the  intramuscular  injection  of  1.5 
mg.  of  physostigmine  or  30  or  40  mg.  of  a  2  per  cent 
solution  of  calcium  chloride.  If  untoward  effects 
follow  the  intraspinal  injection,  the  needle  may  be 
re-inserted,  the  spinal  fluid  withdrawn,  and  the 
canal  washed  out  with  normal  salt  or  Ringer's  solu- 
tion. Should  respiratory  symptoms  become  alarm- 
ing resort  may  be  had  to  Meltzer's  apparatus  for 
artificial  respiration.  Urban  Maes. 

Dreyfus,  G.  L.:  and  Unger,  W.:  The  Combined 
Antitoxin  and  Narcotic  Treatment  of  Tetanus 

(Die  kombinierte  Antitoxinuberschwemmungs  und 
Narkosetherapie  des  Tetanus.  Milnchjn.  med. 
Wchnschr.,  1914,  No.  51. 

Immediately  upon  the  beginning  of  the  disease, 
400  to  600  antitoxin  units  are  given  intraspinally, 
intravenously,  and  interneurally,  and  in  severe 
cases  200  to  500  units  are  given  daily  until  3,800 
units  have  been  given.  Unpleasant  side  reactions 
occasionally  occur,  such  as  rise  of  temperature, 
anaphylactic  shock,  diarrhoea,  vomiting,  and  serum 
rash.  Narcotics  such  as  morphine,  chloral  hydrate, 
luminal,  and  magnesium  sulphate  (interspinally 
and  intramuscularly)  are  employed.  Of  32  patients 
so  treated,  22  recovered,  but  of  those  recovered  15 


had  an  incubation  period  of  two  to  twenty-four 
days  and  only  6  a  period  of  six  to  nine  days.  Of 
the  IS  with  the  short  period,  (six  to  nine  days), 
9  died  in  spite  of  the  treatment.       L.  A.  Juhnke. 

Mortimer,  J.  D.:  Should  Vasoconstrictors  (Ad- 
renalin, Pituitrin)  Be  Used  in  Emergencies, 
Especially  in  Surgical  Shock ?  Practitioner,  Lend., 
1915,  xciv,  867. 

One  effect  of  adrenalin  when  injected  intraven- 
ously is  to  constrict  arteries  and  arterioles,  chiefly 
abdominal,  so  that  the  outflow  of  blood  to  the 
limbs,  the  coronary  arteries,  and  the  brain  may  be 
increased.  It  causes  acceleration  and  augmenta- 
tion of  the  heart  action  which,  however,  is  soon 
masked  by  the  reflex  inhibitory  action  of  the 
vagus,  causing  a  secondary  slowing  or  even  tem- 
porary arrest.  In  abnormal  conditions  of  pain, 
fright,  or  stimulation  of  the  peripheral  nerves  an 
excess  of  adrenalin  is  quickly  poured  into  the  blood. 
It  is  this  excess  of  adrenalin  which  the  author 
shows  to  be  disadvantageous  to  the  patient  and 
which  is,  in  fact,  a  contributing  factor  to  the  clinical 
picture  known  as  "shock." 

Pituitary  extract  causes  contraction  of  involun- 
tary muscles,  including  that  of  the  coronary  arteries; 
thus  arterial  blood-pressure  is  raised.  The  heart 
action  is  slowed  and  its  beat  augmented.  These 
effects,  though  prolonged,  do  not  follow  excessive  or 
repeated  doses. 

By  a  careful  analysis  of  the  factors  which  the 
organism  has  at  its  command  to  raise  blood-pressure, 
and  by  controverting  the  assumption  that  the  out- 
pouring of  adrenalin  following  peripheral  nerve 
stimulation  is  a  "protective  reaction  of  the  organ- 
ism" which  should  be  assisted  artificially,  the  author 
reaches  a  negative  answer  to  the  question  asked  in 
the  above  title. 

In  shock  not  accompanied  by  haemorrhage  he 
advises  the  use  of  vasodilators,  with  the  customary 
application  of  heat.  His  object  is  to  lessen  the 
resistance  to  the  contractions  of  the  heart.  In 
haemorrhage,  with  or  without  shock,  he  admits  that 
vasoconstrictors  are  conceivably  beneficial,  but 
considers  the  action  of  adrenalin  or  pituitrin  too 
uncertain  and  too  difficult  to  regulate  for  their  use 
to  be  other  than  hazardous.  He  advises  the  use 
of  saline  infusion,  raising  the  limbs,  lowering  the 
head,  and  using  pressure  on  the  abdomen.  He 
believes  that  benefits  which  have  been  observed 
to  follow  the  injection  of  vasoconstrictors  in 
saline  solution  should  be  credited  to  the  vehicle 
and  not  to  the  drug.  E.  Fischel. 

SERA,  VACCINES,  AND  FERMENTS 

Falls,  F.  H.:  The  Present  Status  of  the  Abder- 
halden  Test.     J .  Am.  M.  Ass.,  1915,  bciv,  1898. 

The  author  believes  that  the  claims  of  Abder- 
halden  as  to  the  specificity  of  the  ferments  in  the 
blood  of  pregnant  women  have  not  been  proven. 
He  cites  the  fact  that  Abderhalden  has  modified 
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his  technique  in  some  respects  since  his  early  pub- 
lished reports,  although  he  claimed  to  make  no  mis- 
take with  his  former  technique.  The  fact  that 
Abderhalden  limits  the  period  of  dialysis  to  20  to  24 
hours  is  practically  an  admission  that  he  obtains 
positive  reactions  in  non-pregnant  individuals 
when  a  longer  dialysis  period  is  used. 

The  most  recent  work  in  this  country  as  well  as 
abroad  supports  the  view  previously  advanced  by 
the  author  and  others  that  the  specificity  of  the 
ferments  cannot  be  demonstrated  by  the  Abder- 
halden method,  but  that  the  ferment  content  of  the 
blood  serum  is  undoubtedly  increased  in  pregnancy. 
This  work  is  further  supported  by  other  men  work- 
ing with  the  antitrypsin  method  of  ferment  deter- 
mination. 

The  author  feels  that  the  Abderhalden  test  should 
be  given  its  place  along  with  other  biological  reac- 
tions and  its  value  as  a  diagnostic  measure  deter- 
mined by  the  slow  accumulation  of  facts  by  careful 
workers  in  scientific  laboratories.  Its  right  to  en- 
dure must  depend  upon  their  verdict.  His  con- 
clusions follow: 

1.  The  Abderhalden  test  is  not  a  specific  and 
infallable  test  for  the  diagnosis  of  pregnancy, 
carcinoma,  or  any  other  condition. 

2.  A  negative  reaction  in  a  given  case  is  of  great 
value  as  speaking  against  the  possibility  of  preg- 
nancy. 

3.  A  positive  reaction  must  be  interpreted  as 
speaking  for  the  diagnosis  of  pregnancy  only,  and 
that  only  in  the  absence  of  a  large  number  of  patho- 
logical conditions  to  some  of  which  the  author  has 
already  called  attention. 

4.  The  ferments  are  increased  in  the  blood 
during  pregnancy.  As  yet,  no  way  has  been 
devised  of  differentiating  between  these  ferments 
and  the  ferments  mobilized  in  many  pathological 
conditions. 

5.  The  test  should  be  applied  in  all  cases  in  which 
the  diagnosis  of  pregnancy  is  in  doubt,  with  a  full 
knowledge  of  its  limitations  and  possible  error.  It 
should  be  regarded  as  corroborative  evidence 
together  with  other  clinical  phenomena. 

Wissing,  O.:  Meiostagmin  Reaction  with  Wanned 
Sera  (Meiostagminreaktionen  mod  uopvarmede 
Sera).     Hosp.rTid.,  Kj0benh.,  1915,  Iviii,  565. 

Wissing  used  Ascoli's  technique  for  the  meio- 
stagmin reaction  in  115  cases.  He  obtained  a 
positive  reaction  in  many  kinds  of  cases,  including 
febrile  cases,  nearly  all  the  pregnant  women  in  the 
latter  half  of  pregnancy,  in  heart-disease  with  fail- 
ing compensation,  in  cirrhosis  of  the  liver  and 
severe  jaundice,  in  severe  but  afebrile  pulmonary 
tuberculosis,  and  in  a  few  cases  of  severe  diabetes, 
chronic  nephritis  with  uraemia,  and  chronic  rheu- 
matism. However  there  is  little  danger  of  any  of 
the  diseases  in  this  list  being  confused  with  cancer 
with  the  possible  exception  of  icterus  gravis.  The 
reaction  was  positive  in  82  per  cent  of  the  40  cancer 
cases,  so  that  the  reaction  is  of  value  in  the  differ- 


ential diagnosis  of  cancer,  even  though  it  is  by  no 
means  specific.  Moreover  the  reaction  was  nega- 
tive in  most  of  the  conditions  that  might  be  mis- 
taken for  cancer,  including  gastric  ulcer,  chronic 
gastro-intestinal  irritation,  afebrile  surgical  tuber- 
culosis, chronic  gynecological  diseases,  and  syphilis. 
Wissing  found  that  the  results  were  much  clearer 
when  the  serum  had  not  been  warmed.     A.  Goss. 

Lunkenbein:  Treatment  of  Malignant  Tumors 
withi  Tumor  Extract  (Zur  Tumorextrakt-Bchand- 
lung  maligner  Geschwiilste).  Beitr.  z.  klin.  Chir., 
1915,  xcv,  626. 

Lunkenbein  describes  in  detail  the  preparation 
of  his  tumor  extract.  An  injection  of  the  tumor 
extract,  carcinoma  for  carcinoma,  sarcoma  for 
sarcoma,  enables  the  body  to  form  specific  ferments 
which  can  attack  the  tumor-cells.  The  specificity 
of  a  tumor  seems  to  reside  in  the  nucleus  of  the 
tumor-cells.  So  long  as  this  nucleus  is  not  accessible 
to  the  body  fluids  on  account  of  its  envelope  of  proto- 
plasm, the  body  can  form  no  specific  ferments 
against  it;  but  the  extract  contains  albumin  from 
cancer-cell  nuclei,  causing  the  body  to  produce 
abundant  specific  ferments  against  it,  so  that  the 
living  tumor-cells  are  finally  attacked. 

The  treatment  depends  on  various  factors,  in- 
cluding the  capacity  of  the  body  for  reaction,  the 
size  and  kind  of  the  tumor,  the  preparation  of  the 
extract,  and  its  content  in  specific  antigens.  The 
administration  of  the  extract  may  be  advantageous- 
ly combined  with  surgical  treatment  or  radiotherapy. 

Poor  results  are  obtained  in  cases  in  which  there 
is  severe  cachexia,  in  patients  in  whom  the  haemo- 
globin content  is  less  than  40  per  cent,  and  in  cases 
in  which  there  are  metastases  in  the  liver,  spleen, 
brain,  and  spinal  cord.  The  favorable  cases  are 
those  of  so-called  soft  carcinoma,  also  carcinoma  of 
the  skin,  tongue,  oesophagus,  gastro-intestinal  tract, 
and  uterus.  The  results  vary  in  carcinoma  of  the 
breast;  they  are  doubtful  if  there  are  extensive 
metastases.  Sarcomata  react  more  favorably  than 
carcinomata  if  they  are  not  too  large  and  cachexia 
is  not  too  far  advanced. 

The  injection  causes  a  reaction  varying  in  degree 
according  to  the  state  of  the  general  health.  It  is 
best  to  begin  with  small  doses  of  about  i  ccm.  and  if 
there  is  no  reaction  the  doses  are  doubled  and  given 
every  two  days  till  a  satisfactory  reaction  is  ob- 
tained. After  this  the  dose  should  be  increased 
cautiously.  After  a  weak  reaction  there  should  be 
an  interval  of  3  or  4  days,  after  a  moderate  one  5  to 
6  da>s,  and  after  a  strong  reaction  7  to  8  days.  It 
is  not  well  to  allow  longer  intervals,  for  the  effect 
of  the  extract  is  less  after  a  long  interval.  The 
better  the  patient's  general  condition  the  stronger 
the  reaction  that  can  be  produced  without  injury. 
The  treatment  will  have  to  be  continued  for  a  long 
time  and  the  patient  should  be  warned  of  this 
beforehand. 

In  the  discussion  Kreuter  reported  15  cases:  12  of 
carcinoma,    and    3    of    sarcoma    treated    with    the 
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Fig.  I.    Tube  in  donor's  vein,  and  blood  flowing  into 
the  tube. 


extract.  The  reaction  was  so  severe  that  the  pa- 
tients' lives  were  threatened,  and  there  were  prac- 
tically no  results,  except  slight  local  improvement  in 
some  cases.  He  advises  against  the  continued  use 
of  the  extract. 

BuRKHARDT  used  the  extract  in  11  cases.  Some 
of  the  patients  had  such  a  strong  reaction  that  they 
refused  further  treatment.  In  most  of  the  cases 
there  was  no  result  from  the  treatment.  In  2  of  the 
cases  the  tumors  grew  smaller  at  first,  but  after 
4  or  5  injections  they  began  to  grow  again. 

Madlener  gave  60  injections  in  14  cases;  the 
treatments  were  only  begun  three  to  five  weeks  ago, 
and  in  that  time  there  has  been  no  decrease  in  the 
tumors,  but  the  subjective  improvement  has  been 
so  encouraging  that  he  thinks  the  treatment  should 
be  continued. 

Stadtler,  von  Angerer,  and  Enderlen  also  re- 
ported rather  discouraging  results,  consisting  partly 
in  very  severe  reactions  and  partly  failure  to  in- 
fluence the  tumors.  A.  Goss. 

BLOOD 

Mason,  J.  M. :  The  Simplicity  of  Blood  Transfusion 
by  Means  of  the  Kimpton-Brown  Tube.  Sjirg., 
Gynec.  b'ObsL,  1915,  xx,  737. 

Mason  considers  the  Kimpton-Brown  tube  the 
simplest  method  so  far  devised  for  transfusion. 

The  special  instruments  required  are  the  Kimp- 
ton-Brown tube  —  two  sizes,  100  and  250  ccm., 
respectively  —  and  a  cautery  bulb. 

Other  necessary  instruments  are  such  knives, 
scissors,  dissecting  and  artery  forceps,  needles,  and 
sutures  as  may  be  needed  to  expose  the  veins  of  the 
donor  and  recipient,  together  with  a  cataract  knife 


Fig.  2.  Tube  in  position,  the  bulb  attached,  and  the 
blood  being  slowly  forced  into  the  vein  of  the  recipient. 

for  opening  the  veins,  and  a  hypodermic  syringe  for 
the  local  anaesthetic  to  be  used  at  the  site  of  the  skin 
incisions. 

The  safety  and  success  of  the  operation  depend 
upon  the  proper  coating  of  the  interior  of  the  tube 
with  paraffin  or  Vincent's  mixture  (paraffin  2 
parts,  vaseline  2  parts,  stearin  i  part).  The  coating 
is  accomplished  by  placing  in  the  tube  about  one 
cubic  inch  of  the  mixture,  and  sterilizing  the  tube 
in  the  autoclave.  Upon  removing  the  tube  from 
the  autoclave,  it  is  wrapped  in  a  sterile  towel,  pro- 
tected from  breaking  by  further  wrapping  in  cotton, 
and  is  set  aside  until  needed.  When  ready  for  use, 
the  paraffin,  or  Vincent's  mixture,  will  be  found  to 
have  solidified  in  the  bottom  of  the  tube.  Under 
aseptic  precautions,  the  tube  is  slowly  rotated  over 
an  alcohol  lamp  or  a  gas  flame  until  the  paraffin 
has  melted,  when  by  further  rotation,  it  will  spread 
over  the  entire  inner  surface  of  the  tube  and  the 
excess  may  be  allowed  to  run  out.  The  thin  layer 
of  paraffin  quickly  hardens  and  the  tube  is  ready  for 
use. 

Under  local  anaesthesia,  a  vein  at  the  bend  of  the 
elbow  of  the  donor  is  freed  for  a  distance  of  one  and 
one-half  inches,  a  ligature  is  thrown  around  the 
vein  and  tied  on  the  proximal  side.  A  vein  in  the 
arm  of  the  recipient  is  treated  in  the  same  manner, 
except  that  it  is  tied  distally. 

Traction  is  made  on  the  ligature  around  the  vein 
of  the  donor,  thereby  elevating  the  vein,  which  is 
opened  longitudinally  with  the  cataract  knife. 
The  edges  of  the  incision  are  held  apart  by  the  as- 
sistant with  mosquito  forceps,  small  tissue  forceps 
or  fine  hooks,  and  the  tip  of  the  tube,  directed 
peripherally,  is  inserted  into  the  lumen  of  the  vein. 

The  donor  is  directed  to  open  and  close  the  hand 
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slowly,  and  this  pumping  effect  causes  the  tube  to 
fill  very  quickly.  A  ligature  around  the  arm  above 
the  incision  will  increase  the  rapidity  of  the  flow, 
but  its  use  is  not  absolutely  necessary. 

The  vein  of  the  recipient  is  opened  and  the  tip  of 
the  tube  inserted,  directed  centrally.  The  cautery 
bulb,  previously  sterilized,  is  attached  to  the  side 
tube,  and  very  slight  pressure  is  exerted.  The  blood 
flows  into  the  vein  of  the  recipient  at  a  rate  that  is 
always  under  the  control  of  the  operator.  If  more 
blood  is  desired,  the  operation  is  repeated  with  a 
fresh  tube;  otherwise  nothing  remains  to  be  done 
except  to  close  the  small  wound  made  in  exposing 
the  veins. 

One  great  advantage  of  the  method  is  that  donor 
and  recipient  do  not  have  to  be  brought  in  contact 
with  each  other,  as  in  the  anastomosis  methods. 
Indeed  it  is  not  necessary  that  they  be  closely  ap- 
proximated or  even  in  the  same  room.  This 
feature  makes  it  available  under  conditions  where 
direct  or  indirect  anastomosis  might  be  impossible. 

BLOOD  AND  LYMPH  VESSELS 

Ou6nu:  Traumatic  Aneurisms  (A  propos  de  dix- 
huit  anevrismes  traumatiques  operes  par  Pierre 
Duval).  Bull,  et  mSm.  Soc.  de  chir.  de  Par.,  1915, 
xli,  592. 

In  February  Pierre  Duval  reported  18  cases  of 
traumatic  aneurism  operated  upon  by  him.  Among 
them  was  one  of  arteriovenous  aneurism  of  the  com- 
mon carotid  and  the  internal  jugular.  Quenu 
reports  a  case  of  the  same  kind  operated  upon  by 
him  and  collects  the  cases  from  the  literature,  17  in 
all.  He  describes  the  methods  of  operation  used  in 
the  various  cases  and  concludes  that  the  operation 
of  choice  is  quadruple  ligation.  This  method  may 
be  applied  even  in  cases  where  there  is  perforation 
of  the  carotid  at  the  bifurcation,  when  quintuple 
ligatures  are  applied;  none  of  the  cases  so  operated 
upon  has  been  lost.  The  favorable  results  of  the 
operations  performed  since  1889  justify  operation, 
though  Pluyette  wrote  in  1886:  "Expectant  treat- 
ment is  a  duty,  and  operation  is  to  be  condemned." 

A.  Goss. 

Auvray:  Operation  in  Fifteen  Cases  of  Traumatic 
Aneurism  (Quinze  andvrismes  traumatiques  op6r6s) 
Bull,  et  mSm.  Soc.  de  chir.  de  Par.,  1915,  xli,  851. 

Auvray  describes  15  cases  of  operation  for  an- 
eurism, 7  of  them  being  arterial,  7  arteriovenous,  and 
I  diffuse.  Three  of  the  arterial  aneurisms  were  in 
the  radial,  2  in  the  brachial,  i  in  the  ulnar,  and  i  in 
the  superficial  temporal.  Of  the  arteriovenous 
aneurisms  2  were  in  the  axilla,  i  in  the  upper  part 
of  the  brachial,  i  at  the  bend  of  the  elbow,  i  of  the 
superficial  femoral  near  the  apex  of  Scarpa's  tri- 
angle, I  in  the  popliteal  space,  and  i  in  the  carotid 
region,  between  the  external  carotid  and  the  in- 
ternal jugular.  The  diffuse  aneurism  was  in  the 
axilla.  The  aneurisms  were  extirpated  in  all  the 
cases.      He    never    sutured    the    lateral    wall    of 


the  vessel  to  preserve  its  continuity,  because  of  the 
extent  of  aneurisms  from  gunshot  wounds,  though 
he  did  this  successfully  once  in  an  aneurism  follow- 
ing a  stab  wound  of  the  thigh.  One  indispensable 
condition  of  success  is  to  lay  the  aneurism  bare  very 
freely;  for  instance,  in  the  axillary  aneurism  he 
made  a  vertical  incision  of  the  pectoralis  major 
and  in  the  carotid  aneurism  a  transverse  section  of 
the  sternomastoid.  These  extensive  sections  of  the 
muscle  did  not  produce  any  functional  disturbances 
afterward. 

In  aneurisms  of  the  limbs  the  author  ligated  the 
limb  to  prevent  loss  of  blood;  in  other  situations  he 
ligated  or  clamped  the  vessels  as  near  as  possible 
to  the  aneurism.  When  it  came  to  removing  the 
aneurism  itself  he  ligated  the  large  venous  and 
arterial  trunks  above  and  below  it;  this  does  not  do 
away  with  haemorrhage  entirely,  but  reduces  it  to 
such  an  extent  that  it  is  readily  controlled.  Care 
should  be  taken  in  dissecting  the  sac  not  to  injure 
nerve-trunks  that  may  be  very  intimately  adherent 
to  it. 

Only  one  case  was  lost  —  the  diffuse  aneurism 
of  the  axilla.  This  condition  had  been  incorrectly 
diagnosed  and  had  persisted  for  three  weeks  when 
the  patient  was  admitted.  The  patient  was  in  very 
bad  condition  and  the  walls  of  the  artery  were  in- 
flamed; gangrene  followed  the  operation  and  the 
patient  died.  In  another  case  where  the  nerves  of 
the  axilla  were  included  in  the  walls  of  the  aneurism 
there  was  paralysis  of  motion  and  sensation  in  the 
hand  and  a  suppurative  arthritis  in  the  thumb. 
The  results  were  excellent  in  all  the  other  cases. 

A.  Goss. 

Bier:    Surgery   of   the   Blood -Vessels;   Aneurisms 

(Chirurgie    der    Gefasse;    Aneurysmen).     Beitr.    z. 
klin.  Chir.,  191 5,  xcvi,  556. 

At  the  meeting  of  military  surgeons  held  in 
Brussels  this  spring  Bier  reported  on  102  cases  of 
operation  for  aneurism.  The  aneurisms  were  of 
very  recent  date  and  the  sacs  were  filled  with  old 
or  fresh  blood-clots.  Aneurisms  were  observed  in 
almost  all  the  large  and  medium-sized  arteries; 
,45  of  them  were  arterial  and  56  arteriovenous. 
Momburg's  tube  was  used  to  control  haemorrhage 
in  aneurisms  of  the  femoral  or  pelvic  vessels. 

The  best  treatment  is  suture  of  the  artery;  it  was 
performed  in  74  cases;  in  most  of  the  cases  the  suture 
was  along  the  axis  of  the  vessel ;  in  only  3  cases  was 
transverse  suture  performed.  In  arterial  aneurism 
lateral  suture  is  a  simple  operation. 

Operation  for  arteriovenous  aneurism  is  more 
difficult.  In  36  cases  the  wounded  piece  of  artery 
was  resected  and  the  ends  sutured  circularly. 
Transplantation  of  a  piece  of  vein  to  fill  in  the  gap 
was  not  found  necessary.  Circular  suture  is  easily 
performed,  even  on  the  larger  arteries;  intima  is 
applied  to  intima  and  a  continuous  suture  inserted. 
Small  arteries  are  ligated.  Where  large  veins  run 
through  infected  aneurisms  they  are  ligated  in  two 
places  and  resected. 
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Suture  of  the  vessels  should  nol  be  attempted  in 
infected  aneurisms.  It  has  often  been  asserted  that 
ligation  of  arteries  is  not  dangerous  in  healthy 
young  soldiers,  but  Bier  finds  that  this  is  not  always 
true.  He  has  seen  several  cases  where  ligation  of 
large  arteries  caused  gangrene,  and  he  himself 
ligated  the  subclavian  in  a  case  where  he  thought 
suture  was  contra-indicated;  gangrene  of  the  arm 
followed  resulting  in  death.  Many  aneurisms 
recovered  spontaneously.  There  was  death  in  8 
of  his  operated  cases,  4  of  the  fatal  cases  being 
aneurisms  of  the  subclavian.  All  the  others  re- 
covered. A.  Goss. 

Secher,   K.:    Treatment  of  Varices  of   the  Lower 
Extremity    by    the    Kuzmik-Schede    Method 

(Behandlung  von  Varicen  an  den  unteren  Extremi- 
taten  der  Methode  von  Kuzmik-Schede).  Berl. 
klin.  Wchnschr.,  1915,  Hi,  608. 

Kuzmik's  method  consists  in  tying  a  heavy  silk 
thread  around  the  vessel  over  a  roll  of  gauze.  The 
thread  is  drawn  very  tightly  and  the  ligation  is 
repeated  at  intervals  of  about  2  cm.  along  the  course 
of  the  varicose  vein.  Kuzmik  used  it  in  155  cases 
with  only  three  recurrences.  Frequent  recurrence 
is  the  objection  to  the  Trendelenburg  method. 

Secher  gives  the  histories  of  4  cases  in  which  he 
used  the  method,  3  of  them  bilateral.  He  had  ex- 
cellent results  in  all  cases,  and  no  recurrence.  It 
is  a  simple  and  easy  treatment  and  can  be  carried 
out  in  the  ofifice  or  in  the  patient's  home.  The 
threads  are  removed  the  twelfth  day  and  the  dress- 
ings changed.  The  intima  and  media  are  separated 
by  the  ligature  and  their  growing  together  again 
obliterates  the  vessel.  The  first  few  days  after 
the  operation  there  is  much  pain  and  a  feeling 
of  numbness  in  the  legs;  it  is  advisable  to  give 
morphine  to  allay  the  pain.  Walking  is  somewhat 
difficult  for  a  few  days,  but  soon  becomes  easier. 
There  is  no  disturbance  of  sensation.  A.  Goss. 

Kondoleon,  E.:    Ultimate  Results  of  the  Surgical 
Treatment  of  the  Lymphcedema  of   Elephan- ' 
tiasis   (Die  Dauerresultate    der   chirurgischen    Be- 
handlung     der      elefantiastischen      Lymphodeme). 
Munchen.  med.  Wchnschr.,  1915,  Ixii,  541. 

In  a  former  article  the  author  proposed  excision 
of  the  deep  fascia  in  the  treatment  of  the  chronic 
lymphcedema  of  elephantiasis,  but  at  that  time 
his  cases  were  too  recent  to  show  the  ultimate 
value  of  the  treatment.  All  the  other  cases  in  the 
literature  have  also  been  reported  shortly  after 
operation.  He  now  gives  the  histories  of  10  cases 
operated  on  from  March,  191 2,  to  November,  1914. 
Two  of  them  were  completely  cured,  3  were  markedly 
and  permanently  improved,  2  showed  slight  im- 
provement, 2  have  not  been  heard  from,  and  i 
relapsed  to  almost  the  original  condition. 

In  the  cases  with  abundant  proliferation  of 
connective  tissue  and  advanced  sclerosis  the  im- 
provement was  slight,  in  those  of  simple  lymphatic 
stasis  there  was  recovery  or  marked  improvement. 


While  the  results  are  not  so  brilliant  as  they 
appear  immediately  after  operation,  still  they  are 
very  satisfactory,  when  it  is  considered  that  there 
is  no  other  method  of  overcoming  the  condition. 
The  operation  will  give  much  better  results  if 
performed  early  before  sclerosis  of  the  connective 
tissue  takes  place.  A.  Goss. 

POISONS 

Willimczik,  M.:    Typhoid  Abscesses  (Ober  Typus- 
abscesse).    Berl.  klin.  Wchnschr.,  1915,  Hi,  459. 

In  an  extremely  large  percentage  of  the  typhoid 
cases  occurring  during  the  war  there  have  been 
skin  abscesses.  Many  of  these  were  abscesses 
containing  the  ordinary  pus  cocci  and  due  to  ex- 
ternal infection.  But  another  group  of  cases, 
three  of  which  are  described,  were  specific  subcutane- 
ous abscesses  containing  typhoid  baciUi.  They 
were  bland,  cold  abscesses  with  pale  grayish  red 
granulations.  They  are  due  to  internal  metastases, 
not  to  external  infection.  Typhoid  is  not  a  local 
infection  of  the  intestine,  but  a  form  of  sepsis  with 
typhoid  bacilli  in  the  circulating  blood,  and  when 
these  reach  a  point  of  least  resistance  such  abscesses 
are  formed.  They  are  more  frequent  in  war  than 
in  peace  because  of  the  many  forms  of  trauma  to 
which  the  soldier  is  subjected.  A.  Goss 

SURGICAL  THERAPEUTICS 

Rossie,   J.:    Ortizon  and   Ortizon   Pencils  in   the 
Treatment  of  Wounds  (Ortizon  and  Ortizonstifte 

in  der  Wundbehandlung) .    Munchen.  med.  Wchnschr., 
1915,  Ixii,  438. 

Ortizon  is  a  solid  and  therefore  transportable 
form  of  hydrogen  peroxide;  it  consists  of  hydrogen 
peroxide  and  carbamide,  and  is  prepared  in  the 
form  of  pencils  which  are  inserted  into  the  wound. 
They  are  easy  to  use  and  more  effective  than  the 
liquid,  for  they  contain  10  times  as  much  hydrogen 
peroxide  as  the  3  per  cent  solution.  The  oxygen  is 
given  off  gradually  after  they  are  inserted  into  the 
wound.  The  fistula  or  wound  cavity  is  gradually 
distended  by  the  development  of  the  gas,  so  that 
there  is  freer  discharge  of  pus  and  the  patient  is 
often  saved  incisions.  The  introduction  of  the 
pencils  produces  a  pleasant  cool  sensation,  due  to  the 
carbamide.  Recently,  Weintrud  has  proposed  to 
use  the  ortizon  pencils  as  a  prophylactic  against 
tetanus,  because  the  tetanus  bacillus  is  anaerobic 
and  the  presence  of  oxygen  would  destroy  it.  Their 
use  in  this  way  has  not  yet  been  sufficiently  tested. 

A.  Goss. 

Agasse-Lafont,  E.:    Criticism  of  Pyoculture  (Note 

sur    le    precede    de    la    pyoculture).    Bull.    Acad, 
de  med..  Par.,  1915,  Ixxiii,  21. 

A  method  called  pyoculture  has  recently  been 
proposed  by  Delbet,  who  considers  it  of  great  value 
in  deciding  the  prognosis  and  operative  indications 
in  cases  of  suppuration.     It  consists  in  collecting 
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pus  from  a  wound  in  a  pipette,  planting  a  part  of  it 
in  peptonized  bouillon  and  leaving  the  remainder  in 
the  pipette;  both  are  placed  in  the  incubator  and 
examined  again  after  24  hours.  If  the  pyoculture 
is  positive  there  is  a  more  abundant  development  of 
bacteria  in  the  pus  than  in  the  bouillon. 

Agasse-Lafont  criticizes  this  method  severely 
and  thinks  that  Delbet  is  not  justified  in  operating 
on  account  of  the  results  given  by  the  method  when 
the  clinical  indications  are  against  operation. 
Neither  does  he  think  that  Delbet's  demonstration 
by  this  method  that  practically  all  antiseptics  are 
injurious,  is  conclusive.  Even  if  the  principle  of  the 
method  is  correct,  much  remains  to  be  desired  in 
regard  to  the  technique.  The  nature  of  the  different 
bacteria  and  the  conditions  under  which  they  thrive 
best  are  left  out  of  account  entirely.  Some  bacteria 
do  not  thrive  in  peptonized  bouillon,  so  that  a  more 
abundant  growth  in  the  pus  would  prove  nothing. 
The  conditions  as  to  oxygenation  have  a  great  deal 
to  do  with  the  growth  of  bacteria,  and  this  is  not 
allowed  for.  Growing  the  same  kind  of  bacteria 
in  closed  tubes  and  in  open  Petri  dishes  and  observ- 
ing the  diflference  in  the  growth  will  illustrate  this 
point.  The  conditions  under  which  the  bacteria 
grow  in  the  pipette  and  in  the  wound  are  so  very 
different  that  comparison  is  hardly  possible. 

The  bacteria  that  have  had  to  be  dealt  with  most 
frequently  during  the  present  war  have  been  largely 
of  the  anaerobic  type,  and  that  has  helped  to  bring 
about  accordance  between  the  clinical  results  and 
those  of  pyoculture.  But  even  then,  Agasse- 
Lafont  believes  that  long  and  careful  laboratory 
study  will  be  necessary  before  we  are  justified  in  us- 
ing this  method  to  determine  the  indications  for 
operation.  A.  Goss. 

ELECTROLOGY 

Abbe,  R.:   Lymphangioma  and  Radium.     Tr.  Am. 

Surg.  Ass.,  Rochester,  Minn.,  1915,  June. 

Abbe's  paper  deals  with  the  problem  of  the  utility 
of  radium  in  the  surgical  field  and  demonstrates  the 
peculiar  specific  action  of  radium  as  a  new  force. 

Up  to  the  present  time  6  types  of  tumor  tissue 
have  been  shown  to  be  efi&ciently  cured,  in  the  best 
surgical  sense,  by  the  unique  action  of  radiant  dis- 
charge from  radium.     These  types  are: 

I.    The  hyperkeratoses  or  cornified  skin  growths. 

2  .    The  basal  cell  epitheliomata. 

3.  Myeloid  bone  tumors,  in  which  the  radium's 
specific  action  is  so  typically  shown  that  in  a  pul- 
taceous  bone  tumor  from  which  all  ossific  matter  has 
disappeared,  there  appear,  at  first,  gritty  points 
throughout  the  mass  soon  after  the  use  radium. 
These  points  coalesce  as  the  tumor  shrinks  and 
ultimately  form  a  solid  bone  structure  taking  on  the 
shape  of  the  original  bone,  so  that,  at  last,  all 
myeloid  tumor  has  been  changed  to  healthy  and 
enduring  bone  of  the  original  form. 

4.  Some  round-cells  sarcomata  destructive  of 
bone  have  wholly  disappeared  and  remained  well. 


5.  Uterine  fibroids — pure  myomata — have  con- 
stantly been  demonstrated  to  shrink  and  be  absorb- 
ed after  proper  use  of  radium  and  to  remain  cured 
ten  years. 

6.  In  this  paper  the  author  demonstrates  that 
certain  tumors  composed  wholly  of  lymphangioma 
with  clear  fluid  in  the  overgrown  lymph-channels, 
or  of  mixed  masses  of  capillary  lymph-  and  blood- 
vessels are  radically  cured  by  the  specific  alteration 
of  the  masses  by  the  action  of  radium.  These  tu- 
mors are  found  not  uncommonly  in  the  tongue  where 
they  sometimes  grow  large  and  troublesome,  or 
become  combined  in  naivoid  structures,  or  as  noted 
by  dermatologists,  they  may  form  groups  of  white 
vesicles  on  the  skin  of  children,  which  continue  for 
years  and  are  most  difllicult  to  cure.  They  may  be 
all  cured  by  radium. 

Evidence  is  slowly  accumulating  that  the  action 
of  radium  in  appropriate  conditions  is  not  only 
unique  but  specific. 

It  is  commonly  thought  that  the  action  of  radium 
and  the  X-ray  tube  are  similar  and  that  whatever 
one  can  do,  the  other  can.     Far  from  it! 

The  output  of  each  is  spoken  of  in  terms  of  elec- 
trons, or  discharges  of  particles  shot  into  the  tissues 
under  treatment. 

From  the  X-ray  tube  7-rays  are  the  principal 
output.  These  are  wholly  neutral  particles,  that 
is,  with  neither  positive  nor  negative  electricity. 

The  radium  discharge  is  composed  of  both  $- 
and  7-rays  in  large  quantity.  The  /3-rays  are 
negatively  charged  particles  and  carry  this  influence 
into  the  tissues. 

It  has  been  fully  demonstrated  that  the  negative 
/3-  electron  discharge  is  the  efficient  factor  in  altera- 
tion and  curative  action  In  this,  then,  radium  has 
every  advantage,  as  it  is  rich  in  the  j3-ray  discharges. 

How  then  is  the  X-ray  tube  so  efficient?  It  has 
been  demonstrated  that  the  7-ray  piercing  tissues 
generates  secondary  rays  on  meeting  resistance,  and 
thus  the  secondary  |8-rays  are  active  wherever 
generated.  In  that  respect  both  agents  generate 
the  same  efficient  force,  the  j8-ray.  The  special 
virtue  of  radium  lies  in  its  primary  output  of  these 
/3-rays  at  short  range,  applied  where  contact  is  made 
with  the  tumor. 

Knox,  R.,  and  Salmond,  R.  W.  A.:  A  System  of 
Topography  for  Use  in  Radiography  of  the 
Head.     Arch.  Rontg.  Ray,  1915,  xix,  393. 

The  authors  endeavor  to  outline  a  simple  method 
of  measurement  to  show  the  relations  between  the 
surface  of  the  head  and  the  bony  as  well  as  the  soft 
parts  in  the  interior. 

The  method  is  based  on  a  series  of  measurements 
made  on  the  dry  skull,  and  afterwards  applied  to 
and  verified  on  subjects  in  the  post-mortem  room, 
and  also  as  far  as  possible  on  the  living  subject. 

The  authors  have  found  the  method  accurate 
for  application  to  the  various  types  of  skull  met 
with,  though  in  exceptional  yet  still  normal  types 
its  accuracy  will  be  lessened. 
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A  base  line  is  determined  by  drawing  a  line  from 
the  midpoint  of  the  suture  between  the  frontal 
and  nasal  bones,  through  the  center  of  the  external 
auditory  meatus,  continuing  to  the  midlin  '  at  the 
back  of  the  head.  The  length  of  this  is  measured, 
and  on  it  three  points  are  marked,  at  one-third, 
one-half,  and  two-thirds  of  the  distance  from  either 
end;  usually  it  is  most  convenient  to  measure  from 
the  front. 

Through  these  points  perpendiculars  to  the  base 
line  are  drawn,  dividing  the  head  into  four  areas 
by  three  lines  which  run  downward  and  forward 
and  are  intersected  by  the  base  line. 

The  following  points  are  found  on  the  same 
horizontal  plane  as  the  base  line:  (i)  the  lower 
part  of  the  frontal  sinus;  (2)  the  sphenoidal  sinus; 
(3)  the  apex  of  the  petrous  bone;  (4)  the  clivus 
of  the  sphenoid;  (5)  the  glenoid  cavity  and  condyle 
of  the  lower  jaw;  (6)  the  external  auditory  meatus; 
(7)  the  jugular  foramen;  and  (8)  the  mastoid 
process. 

The  point  of  intersection  at  one-third  the  distance 
from  the  nasion  is  at  the  zygomatic  malar  suture 
and  corresponds  in  the  interior  with  the  front  part 
of  the  sphenoidal  sinus.  The  point  at  one-half  the 
distance  is  at  the  glenoid  fossa  and  condyle  of  the 
lower  jaw,  and  corresponds  in  the  interior  with 
either  the  lower  part  of  the  dorsum  sellse  or  just  a 
little  behind  it,  the  apex  of  the  petrous  bone.  The 
point  at  two-thirds  the  distance  is  on  the  mastoid 
process,  toward  its  posterior  margin,  and  corresponds 
with  the  curved  portion  of  the  lateral  sinus  in  the 
interior. 

The  three  perpendicular  lines  divide  the  head 
into  four  regions  which  may  be  called  A,  B,  C,  D, 
from  before  backwards. 

Region  A  contains  the  anterior  fossa  of  the  skull 
with  the  anterior  half  of  the  frontal  lobe,  the  orbits 
and  the  facial  bones  with  the  exception  of  the 
ascending  rami  of  the  lower  jaw  and  the  palate 
bones. 

Region  B  contains  the  body  of  the  sphenoid  and 
the  greater  part  of  the  sphenoidal  sinus,  the  sella 
turcica  and  pituitary  body,  the  palate  bones  and 
ascending  rami  of  the  lower  jaw,  the  posterior  half 
of  the  frontal  and  the  anterior  part  of  the  temporo- 
sphenoidal  lobe  of  the  brain. 

Region  C  contains  the  mastoid  process,  petrous 
temporal  bone,  occipital  condyles,  anterior  half  of 
the  parietal  and  posterior  part  of  the  temporal 
lobes  of  the  cerebrum,  the  pons,  medulla,  and  the 
anterior  part  of  the  cerebellum. 

Region  D  contains  the  horizontal  portion  of  the 
lateral  sinus,  the  occipital  lobe  and  the  posterior  half 
of  the  parietal  lobe  of  the  cerebrum,  and  the  posterior 
part  of  the  cerebellum. 

An  illustration  is  given  of  the  use  of  the  system 
to  radiograph  the  sphenoidal  sinus  laterally.  The 
system  shows  that  the  base  line  runs  through  the 
sinus,  and  that  it  is  situated  between  the  inter- 
secting lines  at  the  one-third  and  one-half  distances. 
The  tube  is,  therefore,  arranged  so  that  its  central 


rays  pass  through  the  base  line  and  between  the 
intersecting  lines. 

The  paper  is  carefully  illustrated  and  is  valuable 
for  reference.  David  R.  Bowen. 

Manges,  W.  F. :  Rdntgen  Ray  Examination  of  Ac- 
cessory Sinuses.     Penn.  M.  J.,  1915,  xviii,  508. 

Manges  reviews  the  physics  and  the  technical 
history  of  sinus  examinations,  and  states  that  it  is 
necessary  to  use  tubes  maintaining  a  constant  and 
fairly  high  vacuum,  since  the  necessary  exposure 
with  soft  tubes  may  produce  alopecia.  As  it  is 
impossible  to  distinguish  shadows  made  by  sinuses 
filled  with  water,  pus,  mucus,  mucous  membrane, 
or  other  soft  tissue,  the  nature  of  the  abnormal 
content  cannot  be  determined.  Sinuses  should  not 
be  emptied  previous  to  X-ray  examination.  Very 
much  thickened  mucous  membrane  renders  a 
sinus  more  opaque  than  its  healthy  mate,  but  plates 
of  the  highest  order  are  required  for  such  detail. 
The  knowledge  as  to  the  size  of  the  frontal  sinuses, 
absence  of  one  or  the  other,  and  the  presence  of 
septa,  is  of  the  utmost  value  to  the  surgeon  prior 
to  operation. 

The  maxillary  sinuses,  frequently  the  seat  of 
malignancy,  of  infection,  of  extension  from  alveolar 
abscess  or  involvement  in  dentigerous  cysts,  offer 
an   even   greater   field   for   differential    diagnosis. 

Good  rontgenograms,  made  in  Caldwell's  posi- 
tion, will  at  least  show  a  difference  between  the 
shadows  or  normal  ethmoids  on  one  side  and  oc- 
cluded cells  on  the  other.  Stereoscopic  rontgeno- 
grams are  still  more  accurate. 

Although  there  are  numerous  forms  of  technique. 
Manges  has  seen  few  cases  in  which  the  rontgen 
diagnosis  was  of  positive  value  as  to  the  presence 
of  fluid  in  these  sinuses;  but  the  study  of  the  sphe- 
noid cells  is  of  the  utmost  importance  in  cases  of 
pituitary  disease. 

Errors  in  rontgen  diagnosis  of  sinus  conditions 
are  usually  due  to  faulty  technique.  The  plates 
must  be  of  contrastive,  strongly  penetrative  quality, 
or  the  shadows  will  be  so  pale  as  to  seem  airless. 

David    R.  Bowen. 

MILITARY  SURGERY 

Temoin:  Fractures  of  the  Skull  by  Tangential 
Shots  (Fractures  du  crane  par  lesion  tangentielle 
de  la  t^te).  Bull,  et  mem.  Soc.  de  Chir.  de  Paris, 
1915,  xli,  1024. 

Temoin  calls  attention  to  the  frequency  with 
which  injuries  of  the  scalp,  apparently  slight,  are 
accompanied  by  fracture  of  the  skull.  After  having 
had  one  or  two  sad  experiences  in  losing  patients 
with  encephalitis  when  they  had  come  in  with 
apparently  only  slight  scalp  wounds  he  adopted 
the  plan  of  opening  up  all  scalp  wounds  freely  and 
examining  the  skull.  If  there  is  the  slightest 
fissure  of  the  external  table  he  trephines  at  once. 
Any  clots  or  fragments  are  removed  and  a  small 
drain  left  in  the  wound.     Among  j,7,  patients  with 
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scalp  wounds  treated  in  this  way,  29  were  found  to 
have  fractures  of  the  skull.  All  of  the  23  who  were 
trephined  immediately  after  their  arrival  at  the 
hospital  recovered;  of  the  5  who  were  not  operated 
upon  until  symptoms  of  brain  disturbance  developed 
4  died.  Therefore  he  is  an  ardent  advocate  of 
immediate  operation  in  skull  injuries. 

In  the  discussion  Pauchet  pointed  out  that  in 
some  cases  where  there  is  no  true  fracture  but  care- 
ful examination  shows  an  ecchymosis  of  the  ex- 
ternal table  of  the  skull,  trephining  will  reveal  the 
fact  that  there  is  a  fracture  of  the  internal  table; 
therefore  cases  showing  such  ecchymoses  or  haemor- 
rhagic  spots  should  be  operated  upon.  Tuffier 
agreed  with  him  in  this  opinion.  Toussaint 
presented  the  histories  of  10  cases  of  operation  for 
fracture  of  the  skull.  A.  Goss. 

Hosetnann :  Early  Surgical  Treatment  of  Gunshot 
Wounds  of  the  Skull  (Die  chirurgische  Friihbe- 
handlung  der  Schadelschiisse).  Deutsche  med. 
Wchnschr.,  1915,  xli,  607. 

Hosemann  had  charge  of  a  dressiiig  station  north 
of  the  Aisne  for  eight  weeks.  Injuries  of  the  skull 
were  extraordinarily  frequent.  He  had  79  cases, 
and  as  there  was  time  to  give  considerable  care  to 
each  case  they  were  treated  at  the  dressing  station 
rather  than  forwarding  them  to  the  hospitals. 
This  is  preferable  if  the  conditions  permit  of  it  at 
all,  for  transportation  is  particularly  dangerous  in 
these  cases.  The  hair  was  cut  away,  the  wounds 
painted  with  tincture  of  iodine;  and  if  necessary 
to  get  a  clear  view  of  the  skull,  the  scalp  wound  was 
enlarged.  In  24  cases  this  procedure  showed  that 
operation  was  necessary.  Nine  of  these  patients 
died. 

There  was  very  little  infection  among  the  cases  — 
one  case  of  meningitis  and  one  of  superficial  brain 
abscess.  The  brain  is  not  so  sensitive  to  infection 
as  is  commonly  believed  if  it  is  given  the  necessary 
care  early.  Another  important  point  is  to  provide 
free  drainage  in  order  to  avoid  pressure  on  the  brain. 
Dressings  should  be  changed  often  so  that  the 
wound  secretion  may  be  discharged.  Discharge  of 
brain  substance  is  not  in  itself  especially  dangerous; 
it  is,  however,  an  evidence  of  increased  intracranial 
pressure,  and  indicates  an  examination  for  haema- 
toma  or  brain  abscess.  The  advice  of  some  authors 
to  close  all  defects  in  the  skull  by  flaps  of  periosteum 
fascia,  etc.,  is  therefore  based  on  a  mistaken  con- 
ception. It  increases  the  very  condition  that  is 
causing  the  brain  prolapse.  The  indication  in  such 
cases  is  to  keep  the  wound  open,  not  to  close  it. 

A.  Goss. 

Barany:  Primary  Suture  of  Gunshot  Wounds, 
Especially  of  the  Brain  (Primare  Wundnaht  bei 
Schussverletzungen,  Speziell  des  Gehirns).  Wien. 
klin.  Wchnschr.,  1915,  xxviii,  525. 

Birany  describes  a  number  of  cases  of  gunshot 
injury  of  the  brain  from  which  he  draws  the  con- 
clusion that  it  is  better  to  suture  at  once  without 


drainage.  Theoretically  these  wounds  are  to  be 
regarded  as  infected,  but  practically  they  may  be 
regarded  as  sterile  and  sutured.  He  believes, 
moreover,  that  in  gunshot  wounds  in  general  much 
better  results  would  be  obtained  if  wounds  were 
cleansed,  the  skin  excised  if  necessary  and  sutured 
at  once  at  the  dressing  station,  than  by  the  present 
method  of  simply  dressing  them  and  sending  them 
on  to  the  hospital.  He  thinks  the  wounded  men 
would  recover  much  sooner  and  be  ready  for  military 
service  again.  Of  course  it  would  be  necessary  to 
simplify  the  procedure  as  much  as  possible.  In- 
struments could  be  kept  in  alcohol  all  the  time  and 
the  surgeon's  hands  sterilized  with  alcohol  if  water 
and  soap  were  not  obtainable.  Excision  of  skin 
wounds  could  generally  be  accomplished  under  local 
anaesthesia  or  without  anaesthesia  at  all.  Practice 
would  enable  the  surgeon  to  suture  most  wounds  in  a 
few  minutes. 

The  objection  is  made  that  the  patients  would  have 
to  be  transported  and  could  not  be  under  medical 
observation,  but  Barany  holds  that  they  would  not 
be  any  worse  off  than  they  are  with  their  wounds 
simply  bandaged.  There  would  be  even  less  danger 
of  haemorrhage  and  infection,  for  the  patient  is 
exposed  to  both  these  dangers  by  displacement  of 
the  dressings  during  transportation.  If  the  prin- 
ciple were  once  established  that  gunshot  wounds 
should  be  sutured  immediately,  means  could 
readily  be  found  for  carrying  it  out.  A.  Goss. 

Pi6ry:   Penetrating  Injuries  of  the  Thorax  in  War 

(Les  plaies  penetrantes  de  poitrine  par  projectiles 
de  guerre).    Presse  med.,  1915,  xxiii,  197. 

Piery  was  able  to  follow  up  53  cases  of  injuries 
of  the  lungs  in  the  present  war.  Simple  wounds 
of  the  lung  are  characterized  by  a  pneumonic  pro- 
cess accompanied  by  haemothorax.  The  stetho- 
scopic  signs  are  tubular  breathing  over  the  middle 
of  the  lung,  with  dullness  at  the  base  gradually  de- 
creasing upward.  A  bloody  intrapleural  effusion  is 
shown  by  exploratory  puncture.  There  was  haemop- 
tysis in  somewhat  more  than  half  the  cases.  There 
is  moderate  dyspnoea  and  tachycardia  and  a  very 
characteristic  temperature  curve,  caused  by  the 
pneumonic  process.  Resolution  of  the  pneumonia 
and  absorption  of  the  bloody  effusion  are  both 
slow.  All  of  the  25  patients  with  uncomplicated 
wounds  of  the  lung  recovered. 

The  immediate  treatment  is  rest  in  bed,  revulsion, 
and  the  use  of  digitalis  and  ipecac  to  combat  the 
haemorrhagic  pneumonia.  Operation  is  contra- 
indicated;  the  haemothorax  should  be  left  alone. 
Extraction  of  projectiles  should  be  delayed  as  long 
as  possible.  Convalescence  is  prolonged  and  during 
this  period  the  greatest  care  should  be  exercised, 
particularly  to  avoid  catching  cold.  These  w-ounds 
are  frequently  complicated  by  pneumothorax, 
secondary  suppuration  of  the  hasmothorax,  primary 
pyothorax,  fracture  of  the  ribs,  or  abdominal 
wounds.  Treatment  of  complications  consists  in 
evacuating  pus  as  soon  as  discovered.         A.  Goss. 
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Beaussanut:  Injury  of  the  Heart  by  the  Bursting 
of  a  Grenade;  Extraction  of  Projectile  from 
the  Right  Ventricle;  Recovery  (Plaie  du  toeur 
par  6clal  de  grenade;  projectiles  librcs  dans  la 
cavlt6  venlriculairc  droite;  extraction  du  projectile; 
gu6rison).  Hull.  Acad,  de  m6d.,  Par.,  1915,  Ixxiii, 
554- 

Beaussanut  describes  a  case  of  operation  for 
injury  of  the  heart  which  illustrates  the  remarkable 
tolerance  of  this  organ.  A  sergeant  was  struck  by  a 
bursting  grenade.  A  fragment  was  removed,  and 
he  was  then  discharged  but  for  four  months  con- 
tinued to  have  difficulty  in  breathing  and  precordial 
distress,  worse  at  night  and  when  lying  down.  He 
had  to  move  gently  and  speak  slowly  to  avoid  mak- 
ing his  symptoms  worse.  After  rontgen  examina- 
tion a  diagnosis  was  made  of  a  fragment  of  shell  in 
the  pericardium.  On  incising  the  pericardium, 
however,  the  fragment  could  not  be  seen,  but  it 
could  be  felt  free  in  the  right  ventricle.  The  heart 
was  brought  outside  the  pericardium  and  held  by 
two  silk  threads  passed  through  the  muscle.  The 
fragment  was  brought  as  near  to  the  apex  of  the 
ventricle  as  possible  and  held  by  the  thumb  behind 
and  three  lingers  in  front  while  an  incision  was  made 
through  which  it  was  extracted.  It  weighed  1.5 
gms.  The  heart  was  sutured  with  silk.  For  three 
days  the  patient  had  intense  dyspnoea,  the  pulse 
was  feeble  and  irregular  and  the  facies  anxious. 
There  were  three  attacks  of  cough  and  blood-stained 
sputum,  evidently  from  pulmonary  embolism.  But 
in  a  month  the  patient  had  completely  recovered 
and  auscultation  showed  the  heart  normal.  • 

A.  Goss. 

Schafer,  A. :  Conservative  or  Operative  Treatment 
of  Heart  Wounds  (Beitrag  zur  Frage  der  kon- 
servativen  oder  operativen  Behandlung  von  Herz- 
wunden).  Miinchen.  med.  Wchnschr.,  1915,  Ixii, 
647. 

Schafer  describes  two  cases  in  which  he  sutured 
the  heart;  one  a  case  of  stab  wound  with  suicidal 
intent,  the  other  an  accidental  gunshot  injury. 
Both  cases  recovered.  He  concludes  that  operation 
is  not  only  justified  but  unconditionally  indicated 
in  gunshot  injuries  of  the  heart  if  they  can  be 
operated  upon  within  a  few  hours  after  the  injury 
with  proper  aseptic  precautions. 

Ether  is  the  best  anaesthetic;  stimulants  are 
contra-indicated  before  the  operation,  as  they 
increase  the  bleeding;  after  the  operation  they 
are  of  value  combined  with  the  administration  of 
physiological  salt  solution.  The  intercostal  incision 
is  the  best.  Positive  or  negative  pressure  appa- 
ratus is  not  necessary;  in  most  cases  pneumo- 
thorax has  already  occurred  from  the  wound,  and 
even  if  produced  by  the  operation  it  is  not  of 
great  consequence.  The  author  thinks  drainage 
of  the  pericardium  is  dangerous  and  drainage  of 
the  pleura  unnecessary.  Fixation  of  the  lung  to 
the  anterior  ribs  hastens  the  reexpansion  of  the  lung. 

A.  Goss. 


Haberer,  H.  von:  Further  Experience  with  Aneu- 
risms in  War,  with  Special  Reference  to  Sutur- 
ing the  Vessels  (Weitere  Erfahrungen  Uber 
Kriegsaneurysmcn,  niit  bcsonderer  Bcrtlcksichli- 
gung  der  (Jefassnaht).  Wien.  klin.  Wchnschr., 
1915,  xxviii,  435,  471. 

Von  Haberer  reported  13  cases  of  operation  for 
aneurism  in  1914,  at  which  time  he  thought  ligation 
of  the  artery  with  extirpation  of  the  sac  was  the 
method  of  choice,  and  all  of  his  cases  were  operated 
upon  in  that  way.  A  little  later  he  had  occasion 
to  suture  the  artery  in  a  case  of  aneurism  of  the 
common  carotid.  Since  then  he  has  had  28  addi- 
tional cases,  in  16  of  which  he  did  ligation  and 
extirpation  and  in  12  suture,  making  a  total  of 
42  cases,  29  ligations  and  13  sutures.  He  gives 
the  histories  of  the  last  28  cases,  and  concludes 
that  suture  is  the  operation  of  choice  in  all  cases 
in  which  it  can  be  performed.  In  many  cases, 
however,  it  is  impossible  to  suture,  though  with 
added  experience  he  is  continually  extending  the 
indications. 

Five  of  his  cases  were  lateral  suture,  once  on  the 
common  carotid,  twice  on  the  subclavian,  once  on 
the  axillary,  and  once  on  the  tibialis  anticus. 
The  case  of  aneurism  of  the  common  carotid  was 
infected,  but  in  spite  of  that  recovery  was  uneventful 
and  restoration  of  circulation  perfect.  Of  the  7 
cases  of  circular  suture  4  were  of  the  femoral  artery, 
I  the  brachial,  and  2  the  subclavian. 

From  his  total  of  42  cases  he  finds  that  the  results 
were  better  with  suture  than  with  ligation.  Among 
the  29  cases  of  ligation,  amputation  was  necessary 
in  2,  and  one  patient  died  of  haemorrhage  from 
erosion.  There  was  another  death,  but  this  patient 
was  in  such  bad  condition  that  death  cannot  be 
attributed  to  the  operation.  There  was  not  the 
slightest  complication  in  any  of  the  13  cases  of 
vessel  suture,  in  spite  of  the  fact  that  some  of  them 
were  very  difficult  cases.  In  addition  to  the  in- 
fected case  mentioned  above  there  was  one  case 
of  aneurism  of  the  femoral  complicated  by  fracture 
of  the  femur.  The  leg  was  placed  in  extension 
immediately  after  the  operation,  but  the  suture 
held  perfectly  and  there  was  no  interference  with 
circulation  in  the  leg.  In  one  case  of  aneurism  of 
the  subclavian  the  sac  extended  far  down  into  the 
thorax,  and  it  was  so  difficult  to  get  at  that  the 
operation  took  three  hours;  there  was  moreover  a 
defect  of  4  cm.  in  the  artery.  Considering  all  these 
facts  the  results  were  surprising.  The  author  has 
tried  transplantation  of  a  piece  of  vein  in  only 
one  case,  in  which  it  was  unsuccessful.       A.  Goss. 

Longard,  C:  Late  Haemorrhage  After  Gunshot 
Wounds  (Spatblutungen  nach  Schussverletzungen). 
Deutsche  med.  Wchnschr.,  1915,  xli,  529. 

With  the  old  soft  lead  bullets  the  injuries  of 
blood-vessels  were  generally  contusions,  but  with 
the  modern  infantry  bullets  they  resemble  incised 
wounds  more,  and  more  cases  bleed  to  death  on  the 
battlefield.     Nevertheless  there  are  many  cases  in 
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which  the  shot  grazes  the  vessel,  destroying  only 
a  part  of  the  wall.  The  intact  part  of  the  wall  then 
bulges  under  the  pressure  of  the  blood,  forming 
an  aneurism.  Seven  or  eight  days  later  the  injured 
wall  may  rupture  with  severe  haemorrhage.  The 
blood  collects  under  the  soft  tissues,  forming  a 
swelling  that  may  be  mistaken  for  an  abscess. 
Such  supposed  abscesses  have  often  been  opened 
with  serious  consequences.  When  bleeding  of  this 
kind  occurs  it  is  necessary  to  lay  open  the  wound 
and  either  ligate  or  suture  the  wounded  artery. 
Longard  has  ligated  the  artery  in  32  cases,  details 
of  3  of  which  are  given.  A.  Goss. 

Beit,  H.:  Injuries  of  the  Stomach  and  Intestine  by 
Infantry  Bullets  (t)ber  Verletzungen  von  Magen 
und  Darm  durch  das  Infanteriegeschoss).  Deutsche 
med.  Wchnschr.,  1915,  xli,  707. 

Among  the  intestinal  injuries  observed  by  Boit 
there  was  a  mortality  of  84  per  cent,  while  the  mor- 
tality in  the  stomach  cases  was  only  15.3  per  cent. 
The  low  mortality  in  the  stomach  cases  was  due 
to  the  fact  that  the  stomach  was  empty  in  most 
cases.  The  prognosis  is  much  better  if  the  injury  is 
in  the  region  of  the  cardia  or  lesser  curvature  than 
if  it  is  in  the  pyloric  region.  The  prognosis  is  so 
good  that  the  treatment  should  be  strictly  conserva- 
tive. The  question  of  the  advisability  of  operation 
in  injuries  of  the  intestine  is  still  unsettled. 

Boit  recommends  more  numerous  and  careful 
autopsies,  for  in  this  way  it  is  possible  to  determine 
whether  operation  would  have  saved  the  life.  In 
two-thirds  of  the  cases  that  have  had  necropsies 
performed  the  findings  indicate  that  operation 
would  have  been  effective  if  it  could  have  been 
performed  within  the  first  twelve  hours.  If  the 
patients  could  be  brought  to  the  field  hospital  within 
that  time  and  operated  upon  many  of  them  might 
be  saved.  The  trouble  is  that  even  when  they  are 
brought  to  the  hospital  they  are  often  neglected  for 
other  cases  in  which  there  is  more  hope  of  success. 

Boit  suggests  that  separate  hospitals  should  be 
established  for  the  care  of  abdominal  injuries,  and 
patients  transported  to  them  as  rapidly  as  possible 
in  automobiles.  A  patient  on  whom  an  abdominal 
operation  has  been  performed  should  never  be 
moved  in  less  than  two  weeks.  Even  if  it  is  ne- 
cessary to  evacuate  the  position  they  should  be  left 
behind  in  the  care  of  hospital  assistants.   A.  Goss. 

Basdekis,  S.:  Stab  and  Gunshot  Injuries  of  the 
Abdomen  (tJber  Stich-  und  Schussverletzungen 
des  Bauches).    Beitr.  z.  klin.  Chir.,  1915,  xcvi,  223. 

Basdekis  reports  63  cases  of  abdominal  injury 
treated  at  the  Freiburg  Clinic,  some  of  them  injuries 
in  civil  life,  others  from  the  Balkan  War;  they  include 
stab  and  gunshot  wounds,  penetrating  and  non- 
penetrating, and  with  and  without  perforation  of 
the  intestines  and  other  abdominal  viscera.  Typical 
cases  in  the  different  groups  are  described  in  detail. 

The  possibility  of  spontaneous  recovery,  the 
difficulty  of  operation  under  the  proper  conditions 


in  war,  and  the  severity  of  the  operation  itself  have 
caused  many  authors  to  treat  abdominal  wounds 
expectantly,  even  in  civil  life.  Among  the  most 
ardent  advocates  of  this  treatment  are  Reclus, 
Berger,  and  Stimson.  There  are  others  who  advo- 
cate operation  in  all  cases. 

The  statistics  brought  forth  by  different  authori- . 
ties  vary  greatly.  Reclus  had  only  18  per  cent  mor- 
tality in  114  revolver  injuries  treated  expectantly, 
while  others  with  the  same  treatment  have  a  mor- 
tality of  70  per  cent  or  more.  Siegel  collected  several 
series  of  statistics  and  found  that  the  mortality  with 
operative  and  expectant  treatment  was  about  the 
same  —  55  and  51  per  cent.  But  on  working  out 
the  mortaUty  of  376  operative  cases  he  found  that 
the  mortality  of  the  cases  operated  upon  during  the 
first  four  hours  was  15.2  per  cent,  after  five  to  eight 
hours  44.4  per  cent,  after  9  to  12  hours  63.6  per  cent, 
and  for  all  later  laparotomies  70  per  cent.  There- 
fore the  consensus  of  opinion  in  Germany  today  is 
that  the  earlier  operation  is  performed  the  better 
the  prognosis.  But  the  prognosis  in  the  individual 
case  is  and  always  will  be  doubtful. 

Most  surgeons  agree  with  Madelung  that  the 
danger  in  penetrating  injuries  of  the  abdomen  is 
over  24  hours  after  the  injury. 

Kiittner  and  others  hold  that  all  patients  with 
abdominal  injuries  operated  upon  on  the  field  die, 
while  Eilert,  Perthes,  and  others  demand  operation 
within  12  hours.  Von  Oettingen  advises  that  the 
following  classes  of  cases  be  operated  upon  on  the 
field:  (i)  extensive  injuries  of  the  abdominal  wall, 
where  it  is  probable  that  the  intestines  also  are 
injured;  (2)  large  openings  of  the  abdominal  wall 
with  unincarcerated  prolapse,  or  small  openings 
with  incarcerated  prolapse;  (3)  small  gunshot 
wounds  where  there  is  no  doubt  that  there  is  in- 
testinal injury;  (4)  cases  of  continuous  haemorrhage 
into  the  abdominal  cavity;  and  (5)  when  the  picture 
of  acute  peritonitis  or  sepsis  has  developed.  In  these 
cases  transportation  must  be  avoided  both  before 
and  after  operation.  Other  cases  must  not  be 
touched  on  the  field.  Irrigation  and  sounding  must 
be  avoided.  In  the  Bulgarian  War  the  Greeks  only 
painted  the  wound  with  iodine  and  applied  dry 
aseptic  dressings.  Then  the  patients  were  trans- 
ported as  quickly  as  possible  to  a  hospital  where 
they  could  be  operated  upon  under  proper  condi- 
tions. The  tincture  of  iodine  gave  excellent  results. 
The  wounds  treated  with  it  looked  clean  and  showed 
more  active  granulation  than  those  not  painted  with 
it.  Bornhaupt  reports  from  the  Russo-Japanese 
War  that  of  13  patients  operated  upon  on  the  battle- 
field 2  died,  that  is  15.4  per  cent,  while  of  28 
operated  upon  after  6  to  10  days  13  died,  or  46.4 
per  cent. 

In  peace  the  theory  is  that  abdominal  wounds 
should  always  be  operated  upon,  but  on  account  of 
the  uncertainty  of  the  diagnosis  and  the  difficulty 
and  danger  of  the  operation  itself  this  does  not  al- 
ways hold  good.  Operation  should  be  performed 
if  there  is  internal  haemorrhage,  as  all  cases  die  if  not 
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operated  upon.  But  in  simple  penetrating  wounds 
without  prolapse  of  the  viscera,  without  signs  of 
peritonitis,  with  good  general  condition  and  good 
pulse  expectant  treatment  is  best.  In  collapse  or 
shock  operation  is  indicated;  both  collapse  and  shock 
often  change  for  the  better  under  ana.'sthesia. 

The  mortality  of  the  penetrating  abdominal 
wounds  described  was  25  to  28  per  cent  in  cases 
operated  upon  within  12  hours;  50  per  cent  on  those 
operated  upon  later. 

Their  method  of  operation  was  as  follows:  Mixed 
or  chloroform  anaesthesia  was  given.  In  stab 
wounds  the  cut  was  merely  extended;  in  gunshot 
wounds  an  incision  was  made  near  the  entrance 
wound  and  a  second  perpendicular  to  it  if  necessary. 
If  omentum  was  prolapsed  it  was  replaced  or  ligated 
with  catgut  and  removed  and  the  stump  buried  in 
case  it  was  soiled  or  inflamed,  as  it  often  was.  If 
intestine  was  prolapsed  it  was  carefully  cleansed  and 
then  replaced.  If  the  prolapsed  intestine  was  injured 
the  wound  was  first  sutured  and  then  the  intestine 
buried.     Resection  was  not  necessary  in  any  case. 

If  the  intestine  is  so  severely  injured  by  torsion  or 
incarceration  in  the  abdominal  wound  that  there  is 
doubt  of  its  recovery,  two  procedures  may  be  fol- 
lowed: either  an  artificial  anus  is  formed  or  the 
intestine  is  protected  with  iodoform  gauze  or  damp 
sterile  gauze  and  left  outside  the  wound  until  its 
condition  improves  enough  so  that  it  can  be  replaced, 
or  if  gangrene  develops  it  is  resected,  the  ends 
sutured  circularly,  and  it  is  replaced. 

For  the  toilet  of  the  abdominal  cavity  either 
lukewarm  sterile  water  was  used  or  sterile  salt  solu- 
tion. But  if  even  the  slightest  amount  of  intestinal 
contents  has  escaped  into  the  abdominal  cavity  it 
must  not  be  irrigated,  but  only  sponged  for  fear  of 
scattering  infective  material.  Many  authors  hold 
that  even  effusions  of  blood  into  the  peritoneal 
cavity  must  only  be  sponged  up.  Blood,  as  well  as 
intestinal  contents,  must  be  thoroughly  removed, 
for  it  has  been  observed  that  the  peritoneum  be- 
comes inflamed  much  more  easily  if  there  is  blood  in 
the  abdominal  cavity. 

To  find  injuries  of  the  intestine  or  mesenteric 
vessels  the  intestine  must  be  examined  methodical- 
ly; that  is,  drawn  out  bit  by  bit  and  examined 
throughout  its  length  and  then  replaced.  If  there 
is  profuse  haemorrhage  or  much  intestinal  contents 
in  the  peritoneal  cavity,  eventration  may  be  neces- 
sary. The  intestines  in  such  cases  must  be  kept 
damp  and  not  allowed  to  lie  too  long  on  the  epi- 
dermis, which  has  been  painted  with  iodine.  Com- 
presses moist  with  physiological  salt  solution  should 
be  laid  over  and  under  them.  If  a  mesenteric  vessel 
is  injured  it  is  ligated  at  once  with  catgut.  Some- 
times, however,  it  may  necessitate  resection  of  the 
intestine  if  the  injured  vessel  lies  near  the  intestine 
and  gangrene  of  the  intestine  is  to  be  feared. 

If  the  field  of  operation  is  infected  a  strip  of  gauze 
or  better  a  Mikulicz  tampon  should  be  introduced. 
The  abdominal  wound  must  not  be  entirely  closed 
if  there  is  the  slightest  suspicion  of  infection.    This 


delays  healing  somewhat,  but  decreases  the  danger 
of  infection.  For  suturing  the  abdominal  wall 
aluminum  bronze  wire  is  used.  All  the  layers  of  the 
abdominal  wall  except  the  skin  are  included  and  then 
the  skin  sutured  with  silk.  Sometimes  only  two  or 
three  wire  sutures  are  used  and  between  them  catgut 
sutures,  which  also  include  everything  but  the  skin, 
which  is  sutured  with  silk.  A.  Goss. 

Schwartz:  Treatment  of  Abdominal  Injuries  at 
tiie  Front  (Traitemcnt  dcs  plaies  dc  rabdomcn  dans 
les  ambulances  dc  I'avant).  Bouvier  and  Caudre- 
Her:  Tliirty-TIiree  Laparotomies  in  Cases  of 
Abdominal  Injury  (Trente-trois  laparotomies 
pratiqufies  sur  dcs  bless6s  de  I'abdomen  par  balies, 
6clats  de  bombes  et  d'obus).  Bull,  el  mSm.  Soc.  de 
chir,  de  Par.,  1915,  xli,  1257. 

Reports  by  Schwartz  and  Bouvier  and  Caudrelier 
are  reviewed  and  discussed  by  Quenu,  who  deduces 
from  them  an  argument  in  favor  of  operative  treat- 
ment of  abdominal  injuries  in  war. 

Schwartz  operated  upon  9  cases,  8  of  them  with 
perforation  of  the  small  intestine  and  i  without  any 
intestinal  lesion,  but  with  injuries  of  the  spleen, 
mesocolon,  and  great  omentum.  There  were  2 
complete  recoveries,  2  operative  recoveries,  and  5 
deaths,  but  i  of  these  deaths  was  due  to  the  care- 
lessness of  the  patient,  not  to  the  operation.  He 
was  getting  along  splendidly  on  the  sixth  day,  but 
that  night  got  up  to  go  to  the  window  to  look  at  a 
fire  and  the  next  day  developed  peritonitis. 

Bouvier  and  Caudrelier  report  33  cases  of  lapa- 
rotomy for  abdominal  injuries.  In  all  there  were 
18  deaths  and  15  recoveries,  or  a  total  mortality  of 
54.5  per  cent  The  mortality  was  66  per  cent  in 
injuries  of  the  small  intestine,  40  per  cent  in  injuries 
of  the  large  intestine,  60  per  cent  if  only  perforating 
injuries  of  the  large  and  small  intestine  are  counted. 
They  were  favored  by  the  fact  that  they  were  very 
near  the  front  and  their  patients  only  had  to  be 
carried  a  few  meters;  but  their  mortality  is  increased 
by  the  fact  that  they  operated  on  all  cases  as  they 
came,  no  matter  how  severe  the  injury  or  in  what 
condition  of  shock  the  patient  was  at  the  time. 
They  generally  operated  through  a  median  incision; 
sometimes  they  merely  enlarged  the  existing  wound. 
When  there  was  an  evisceration  of  the  intestine 
they  sutured  or  resected  it  outside  before  opening 
up  the  abdomen.  Perforations  of  the  intestine  were 
treated  by  suture;  if  there  were  multiple  perfora- 
tions in  a  short  segment  the  intestine  was  resected. 
They  used  only  end-to-end  suture.  In  almost  all 
cases  the  peritoneum  was  irrigated  with  ether  after 
the  operation;  it  was  not  always  drained.  Every 
effort  was  made  to  make  the  operation  as  short  as 
possible.  These  results  are  decidedly  in  favor  of 
operative  treatment. 

The  opinion  of  surgeons  is  very  much  divided  still 
as  to  the  question  of  operative  or  conservative  treat- 
ment in  abdominal  injuries. 

Quenu  quotes  a  report  of  Sencert,  who  prefers 
expectant  treatment.  Sencert  had  58  cases,  with 
only  13  recoveries,  a  mortality  of  77.5  per  cent. 
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while  Bouvier  and  Caudrclicr  had  only  54.5  per  cent 
mortality  from  operative  treatment.  Moreover 
Quenu  concludes  from  a  study  of  Sencert's  cases 
that  not  all  of  them  were  perforations  of  the  in- 
testine, so  that,  in  addition  to  having  a  higher 
mortality,  he  had  less  serious  cases.  The  published 
cases  of  various  other  authors  are  reported.  Sum- 
ming up  all  the  operative  cases,  the  average 
mortality  is  62  per  cent;  while  the  average  mor- 
tality of  the  conservative  cases  is  78  per  cent. 
Qu6nu  concludes  that  operation  is  indicated  except 
in  some  cases  of  tangential  shot  with  both  orifices 
posterior,  indicating  that  the  intestine  has  not 
been  perforated.  It  is  the  perforation  of  the  in- 
testine, not  of  the  peritoneum,  that  is  most  signifi- 
cant. 

The  indications  for  operation  depend  less  on  the 
site  of  the  wound  than  on  the  time  when  the  surgeon 
gets  hold  of  the  patient  and  has  the  facilities  at  his 
command  for  operation.  Patients  with  abdominal 
injuries  should  be  operated  upon  as  near  to  the 
trenches  as  possible,  to  avoid  jarring.  They  should 
never  be  carried  more  than  15  to  20  kilometers. 
One  of  Sencert's  arguments  for  conservative  treat- 
ment is  that  the  patients  are  in  too  bad  condition  to 
be  able  to  stand  the  shock  of  operation,  but  Quenu 
reviews  the  causes  of  death  in  Bouvier  and  Caud- 
relier's  cases  and  shows  that  none  of  them  died  of 
shock.  One  of  the  questions  now  to  be  solved  in 
these  cases  is  the  proper  time  for  evacuation  of  the 
patients.  So  far  they  seem  to  have  been  evacuated 
too  soon,  for  quite  a  number  of  cases  are  reported 
of  patients  who  recovered  from  the  operation  but 
died  as  a  result  of  the  journey  home.  Quenu 
thinks  they  should  make  the  journey  by  stages, 
traveling  only  a  few  hours  at  a  time,  preferably  by 
automobile,  and  resting  a  number  of  days  between 
the  stages.  A.  Goss. 

Gobel,  R.:  Gunshot  Wounds  of  the  Hip  (tjber 
Huftgelenksschiisse).  Milnchen.  med.  Wchnschr., 
1915,  Ixii,  721. 

From  a  comparison  of  the  statistics  of  the  Balkan 
War  and  the  results  of  the  present  European  War, 
Gobel  concludes  that  there  has  been  no  improve- 
ment in  the  treatment  of  wounds  of  the  hip.  A 
large  percentage  of  the  wounds  are  infected,  and 
in  the  Balkan  War  60  per  cent  of  the  infected  cases 
died. 

Gobel  thinks  the  mortality  could  be  considerably 
reduced  by  early  operation,  and  that  the  conserva- 
tive treatment  which  has  commonly  been  used 
is  a  mistake.  If  fever  begins  in  a  patient  with 
a  hip  injury,  a  careful  examination  should  be 
made  for  acute  coxitis,  and  a  rontgen  picture 
made.  Early  diagnosis  is  of  the  greatest  impor- 
tance, and  early  operation  will  prevent  the  forma- 
tion of  abscesses,  which  interfere  greatly  with  the 
success  of  later  operations.  Of  the  12  cases  of 
infected  hip  wounds  that  the  author  has  treated 
3  died,  and  4  were  barely  saved  by  late  resection. 

A.  Goss. 


Hohmeier,  F.:  Treatment  of  Gunshot  Fracture* 
of  the  Femur,  Particularly  Treatment  by  Nail 
Extension  (Die  Behandlung  der  Schussfrakturen 
des  Oberschenkels  mil  bcsonderer  Beriicksichtigung 
der  Nagelextension).  Beitr.  z.  klin.  Chir.,  1915, 
xcvi,  255. 

The  author  reports  eighteen  cases  of  severe 
compound  fractures  of  the  femur  treated  by  nail 
extension. 

The  objections  that  have  been  urged  to  the 
method  are  pain,  injury  to  the  bone  by  the  nail, 
loosening  of  the  nail,  possibility  of  injuring  the 
joint  or  epiphyseal  line,  defective  action  on  lateral 
displacement  of  the  fragments,  delay  in  callus 
formation,  and,  most  serious  of  all,  danger  of 
infection. 

None  of  Hohmeier's  patients  complained  of 
especially  severe  pain.  He  believes  that  the  nail 
does  not  become  loosened  unless  there  is  atrophy 
of  the  bone.  In  most  of  his  patients  he  had  diffi- 
culty in  removing  the  nail  at  the  end  of  three  weeks. 
One  officer  had  been  wounded  months  before  and 
came  for  treatment  of  a  badly  healed  fracture. 
When  the  nail  was  driven  in  the  bone  seemed 
soft  and  the  nail  had  to  be  removed  after  8  days. 
But  even  in  such  cases  nail  extension  may  be  used. 
The  atrophic  bone  will  hold  the  nail  for  a  few  days 
until  the  dislocation  of  the  fragments  is  overcome. 
As  soon  as  it  loosens  it  should  be  removed  and  a 
plaster  cast  applied.  Of  course  the  cast  should 
be  applied  with  the  nail  still  in  position  and  the 
nail  removed  only  after  the  cast  has  completely 
hardened. 

Nail  extension  by  separating  the  fragments 
has  a  good  effect  on  stubborn  suppuration  at  the 
point  of  fracture.  When  the  fragments  are  separ- 
ated, bits  of  bone  that  have  been  caught  between 
them  are  freed  and  discharged  and  the  wound 
heals. 

In  none  of  his  cases  was  the  firmness  of  the  joint 
interfered  with.  Overstretching  of  the  muscles 
and  flail-joint  have  been  complained  of  by  some 
surgeons,  but  this,  as  well  as  ankylosis,  can  only 
occur  if  the  leg  is  left  inactive.  Hohmeier  begins 
massage  and  passive  movements  of  the  joint  at 
once.  His  patients  were  eager  to  assist  in  the 
treatment  and  emulated  each  other  in  moving 
their  joints  after  active  movements  were  begun. 
In  15  of  the  18  cases  complete  joint  mobility  was 
attained;  in  3  there  was  a  slight  limitation  of  flexion 
—  2  of  these  were  supracondylar  fractures  in  which 
there  had  been  a  joint  effusion,  and  pain  in  the 
knee-joint  interfered  with  movements;  the  other 
was  a  very  timid  man  who  would  not  assist  in  the 
active  movements  and  even  resisted  passive  ones. 

In  no  case  was  the  joint  injured  by  the  nail. 
If  the  nail  is  driven  in  too  close  to  the  joint  it 
limits  the  movements  of  the  joint  to  a  certain 
extent.  Hohmeier  has  found  that  it  is  preferable 
to  drive  the  nail  through  the  os  calcis.  He  can 
see  no  justification  for  the  complaint  that  nail 
extension   does   not   influence   lateral   displacement 
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sufficiently.  The  same  thing  is  true  of  adhesive 
plaster  extension.  If  there  is  lateral  displacement 
it  can  be  overcome  in  one  method  as  well  as  in  the 
other  by  adding  weights  on  the  side  indicated. 

There  was  no  delay  in  callus  formation  in  any 
of  the  cases  and  should  not  be  if  the  correct  weight 
is  applied,  as  the  condition  arises  from  the  fact 
that  the  displacement  is  not  overcome  or  that 
the  fragments  are  separated  too  far. 

There  was  slight  infection  in  3  cases,  but  this  was 
due  to  a  defect  in  treatment.  Baths  were  ordered 
for  the  patients,  and  the  apparatus  for  holding  the 
leg  out  of  the  water  gave  way  and  the  wound  was 
plunged  into  the  water.  There  were  no  serious 
results  from  any  of  these  infections  as  the  nails 
were  removed  on  the  first  signs  of  inflammation, 
pain  and  slight  secretion.  The  other  15  cases  were 
entirely  free  of  infection. 

The  effect  of  nail  extension  is  especially  good  in 
old,  badly  healed  fractures.  After  the  war  there 
will  be  many  such  fractures  and  this  method  of 
treatment  will  prove  valuable  in  many  of  them. 
The  author  thinks  it  should  be  more  extensively 
used  in  compound  gunshot  fractures  of  the  femur, 
though  in  the  ordinary  fractures  of  civil  life  it  will 
probably  continue  to  be  used  only  when  other 
methods  have  failed.  A.  Goss. 

Chaput,  M.:  Diagnosis  of  Suppurative  Arthritis 
Following  Gunshot  Fractures  (Diagnostic  des 
arthrites  suppurees  consecutives  aux  fractures  par 
projectiles).     Presse  mid.,  191 5,  xxiii,  124. 

Gunshot  fractures  are  very  frequently  com- 
plicated by  suppurative  arthritis  and  often  this 
complication  is  not  diagnosed.  Chaput  says  that 
9  out  of  10  fractures  of  the  epiphysis  involve  the 
joint.  If  there  is  a  fistula  through  which  the  pus 
is  discharged  the  case  may  be  afebrile,  but  the 
patient  becomes  cachectic  from  gradual  absorption 
of  septic  material.  Some  patients  die  from  an 
acute  attack  following  the  closing  up  of  the  external 
opening  of  the  fistula,  some  become  affected  with 
severe  erysipelas,  and  some  die  of  septic  embolism. 

When  the  fracture  is  of  the  diaphysis,  diagnosis 
of  a  joint  complication  is  more  difficult.  Some- 
times if  the  fracture  is  opened  up  and  examined 
carefully  a  minute  fissure  leading  to  the  joint  will 
be  discovered.  A  further  test  may  be  made  by 
injecting  sterilized  methylene  blue,  1:1000  into 
the  joint  until  the  synovial  membrane  is  slightly 
distended;  in  a  few  seconds  the  blue  color  will 
appear  at  the  fracture,  showing  that  there  is  a 
communication  with  the  joint.  After  a  diagnosis 
has  been  made  in  one  of  these  ways  a  considerable 
number  of  times,  it  will  be  found  that  whenever  a 
juxta-articular  fracture  properly  drained  still 
causes  fever,  it  is  almost  always  complicated  by 
joint  infection.  Sometimes  even  when  there  is  no 
pus  in  the  joint  the  bones  will  be  found  friable 
and  the  cartilages,  ligaments,  and  synovial  sac 
will  have  a  violet  color,  showing  infection. 

A.  Goss. 


Axhausen:  Treatment  of  Gunshot  Injuries  of  the 
Extremities  (Zur  Versc;rgung  dcr  Schussveriet- 
zungcn  der  Kxtrcmitatcn).  Deutsche  med.  Wchnschr., 
191 5,  xli,  640. 

Conservative  treatment  of  injuries  of  the  ex- 
tremities is  recommended  in  the  textbooks  on  military 
surgery.  Axhausen  practiced  this  during  the  first 
few  months  of  the  war  and  was  appalled  at  the  num- 
ber of  infections  resulting.  He  thinks  this  is  due  to 
the  fact  that  the  wounds  in  this  war  are  of  a  dif- 
ferent character  from  those  of  previous  wars. 
There  is  much  more  crushing  and  mangling  of  the 
tissues,  owing  to  the  conditions  in  the  trenches  and 
the  high  percentage  of  wounds  from  artillery  fire. 

For  the  past  few  months  the  author  has  adopted 
an  entirely  different  treatment.  The  cases  with 
much  destruction  of  tissue  are  taken  in  hand  at  once. 
The  crushed  skin  and  tissues  are  removed,  till  there 
is  a  clean  bleeding  surface  over  the  whole  wound; 
all  foreign  bodies,  including  fragments  of  shattered 
bone  are  removed;  fractured  ends  of  bone  are 
brought  together  and  sutured  with  silver  wire. 
Muscles  and  nerves  are  sutured  after  proper  fresh- 
ening and  the  ends  of  the  nerves  are  embedded  in 
muscle  tissue.  The  wound  is  tamponed,  drainage 
and  counterdrainage  established,  the  skin  wound 
sutured,  and  the  limb  immobilized. 

He  believes  that  it  is  not  necessary  to  observe 
the  strict  asepsis  demanded  in  civil  practice.  He 
sterilizes  his  instruments  at  the  beginning  of  his  day's 
work  and  then  uses  them  on  different  cases  without 
further  sterilization.  He  also  sterilizes  his  hands 
thoroughly  once  and  then  washes  them  only  between 
cases.  It  is  only  necessary  to  help  the  natural 
forces  of  the  body  by  coarse  mechanical  measures. 
The  time  saved  by  omitting  the  finer  details  of 
asepsis  enables  him  to  care  for  many  more  cases. 

He  has  not  had  a  single  case  of  tetanus  or  gas 
phlegmon  following  this  treatment.  In  all  cases 
the  temperature  soon  fell  and  the  tampons  and 
drains  could  be  removed  on  the  eighth  to  the 
twelfth  day. 

He  describes  a  typical  case  —  that  of  an  officer 
who  had  a  destructive  wound  of  the  right  elbow, 
involving  the  ulnar  nerve.  He  treated  it  in  Novem- 
ber and  by  January  the  functional  use  of  the  nerve 
was  restored  without  a  sign  of  paralysis  or  con- 
tracture. In  injuries  with  much  destruction  of 
tissue,  this  method  of  treatment  is  much  superior 
to  the  older  conservative  method.  A.  Goss. 

Ritschl :  Twelve  Commandments  for  Prevention  of 
Deformities  in  the  Wounded.  Deutsche  vied. 
Wchnschr.,  1915,  Jan.  28. 

The  author  has  formulated  a  set  of  twelve  rules  or 
"commandments"  which  are  being  posted  in  the 
German  field  hospitals  and  circulated  broadcast 
throughout  the  country.  They  contain  the  follow- 
ing instructions  as  to  the  prevention  of  residual  de- 
formities: 

I.  Rest  in  general  is  detrimental  to  the  function 
of  joints  and  muscles. 
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2.  Importance  of  medico-mechanical  after-treat- 
ment. 

3.  Restrict  rest  to  the  minimum  of  time  and 
even  then  change  the  position  of  joints  frequently. 

4.  Massage  and  electricity. 

5.  Special  care  of  deltoid  and  quadriceps  femoris 
muscles. 

6.  Suggestion  for  the  best  position  for  each  in- 
dividual joint. 

7.  Do  not  allow  the  hand  to  drop  when  the  arm 
rests  in  a  sling. 

8.  Preserve  mobility  of  fingers  by  active  motion. 

9.  Respiratory  exercises. 

10.  For  interstitial  haimatoma,  elevation,  heat, 
and  massage. 

11.  Insist  on  consultation. 

12.  Pay  special  attention  to  the  mechanics  of 
the  after-treatment.  A.  Steindler. 

Noehte:  Operative  Treatment  of  Cord  Injuries 
in  the  Field.  Deutsche  med.  Wchnschr.,  1915, 
Jan.  I. 

The  author  reports  20  cases  of  injuries  to  the 
spinal  cord,  9  of  which  were  operative  cases.  Of 
the  11  cases  not  operated,  9  died  from  complica- 
tions. Of  the  9  operated  cases,  2  improved  after 
operation,  i  improved  after  the  opening  of  an 
abscess,  and  i  case  showed  improvement  with  the 
exception  of  motor  symptoms.  Three  cases  were 
not  improved,  i  died  of  meningitis,  and  i  died  of 
respiratory  paralysis.  The  author  recommends 
early  operation  of  spinal  cord  injuries.  The 
third  day  should  decide  for  or  against  laminectomy. 

A.  Steindler. 

Nonne,   M.:    War  Injuries  of  Peripheral  Nerves 

(tjber  Kriegsverletzungen  der  peripheren  Nerven). 
Med.  Klin.,  Berl.,  1915,  xi,  501. 

The  number  of  injuries  to  nerves  is  so  great  in 
the  present  war  that,  after  they  have  been  collected 
and  compared,  the  knowledge  of  diagnosis  and  treat- 
ment in  such  cases  will  be  greater  than  ever  before. 
Not  only  are  the  numbers  greater  but  the  soldiers 
can  be  kept  under  observation  and  after-treatment 
administered  better  than  in  hospitals  in  time  of 
peace.  Nonne  has  found  that  the  nerve  is  com- 
pletely severed  much  more  frequently  than  is  usually 
supposed.  Sometimes  the  severed  ends  are  sep- 
arated by  as  much  as  4,  5,  or  6  cm.  Often  the  gap 
is  filled  in  with  cicatricial  tissue  or  callus. 

In  cases  where  it  is  evident  that  the  nerve  is 
completely  severed  operation  should  be  performed 
early.  If  the  nerve  injury  is  complicated  by  fracture 
or  other  wounds  operation  should  be  delayed  till 
these  are  healed.  But  in  the  majority  of  cases  it  is 
impossible  to  determine  by  neurological  examination 
whether  the  nerve  is  severed;  the  reaction  of  de- 
generation and  disturbances  of  sensation  and  motility 
may  be  as  great  in  cases  of  severe  contusion  or 
concussion.  In  such  cases  there  should  be  a  delay 
of  six  or  eight  weeks  to  see  if  function  improves 
without  operation;  if  not,  operate. 


The  nature  of  the  operation  will  depend  on  the 
condition  of  the  nerve.  Neurolysis  is  sufTicient 
if  the  nerve  is  only  strangulated  or  embedded  in 
cicatricial  tissue.  If  it  is  severed  the  ends  should 
be  freshened  and  sutured.  If  the  ends  are  too  far 
separated  to  be  rejoined  a  piece  of  nerve  may  be 
grafted  in.  In  taking  hold  of  the  nerves  with  forceps 
only  the  sensory  fibers  should  be  seized;  an  accurate 
knowledge  of  the  topography  of  the  cross  section 
of  the  different  nerves  is  necessary.  Sometimes 
muscles  react  normally  to  the  galvanic  current  and 
show  the  reaction  of  degeneration  with  the  galvanic, 
and  vice  versa.  Sometimes  part  of  the  muscles 
innervated  by  the  nerve  show  the  reaction  of  de- 
generation while  others  react  normally;  it  is  nec- 
essary to  examine  all  the  muscles  carefully. 

Attention  is  called  to  the  frequency  with  which 
organic  lesions  are  simulated  by  hysteria,  and  the 
author  reports  a  number  of  cases  in  which  he  cured 
the  paralysis  following  an  injury  by  suggestion.  He 
suspected  hysteria  because  the  tendon  reflexes  were 
normal.  It  may  be  necessary  to  anaesthetize  the 
patient  to  eliminate  the  hysterical  element.  After- 
treatment  in  the  form  of  electricity,  massage,  ex- 
ercise, hot  air,  and  hot  water  is  of  great  importance 
in  nerve  injuries.  A.  Goss. 

Cassirer,  R.:  Operative  Treatment  of  Injuries  of 
the  Peripheral  Nerves  in  War  (Die  operative 
Behandlung  der  Kriegsverletzungen  der  per- 
ipherischen  Nerven).  Deutsche  med.  Wchnschr., 
1915,  xli,  520. 

Cassirer  gives  histories  of  3  cases.  The  first  was 
paralysis  of  the  radial  from  a  fragment  of  a  shell. 
Operation  was  performed  two  weeks  after  the 
injury;  the  nerve,  which  had  been  severed,  was 
sutured.  Three  and  one-half  months  after  operation 
there  were  signs  of  returning  motility,  which  slowly 
but  steadily  progressed.  The  second  had  paralysis 
of  the  deep  branch  of  the  radial.  Four  weeks  later, 
the  nerve,  which  was  completely  severed,  was 
sutured;  eight  weeks  after  the  operation  there  was 
movement  in  the  paralyzed  region  which  increased 
rapidly  in  strength  and  extent.  The  third  case 
was  a  fracture  of  the  humerus  with  injury  of  the 
radial,  followed  immediately  by  paralysis.  Opera- 
tion was  performed  three  months  later,  consisting 
of  neurolysis  and  extirpation  of  a  piece  of  bone  from 
the  nerve.    After  six  weeks  improvement  began. 

The  author  has  seen  about  240  cases  of  nerve 
injury,  in  60  of  which  operation  was  indicated.  In 
over  25  per  cent  of  these  the  nerve  was  completely 
severed.  In  the  other  180,  neurological  examination 
showed  that  operation  was  not  indicated;  there 
was  no  reaction  of  degeneration  and  motor  and 
sensory  functions  were  preserved.  Expectant 
treatment  is  generally  advocated  in  nerve  injuries, 
but  Cassirer  thinks  that  in  all  cases  where  neuro- 
logical examination  indicates  operation  it  should 
be  performed  promptly  as  soon  as  the  wound  is 
healed.  He  thinks  the  advantages  of  early  opera- 
tion far  outweigh  its  dangers.  A.  Goss. 
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Gelinsky,  E.:  Prevention  and  Treatment  of  Infec- 
tion in  Wounds  (BctrachtunRcn  liber  die  Wirkung 
unserer  Vcrbandmittcl  in  ihrer  licziehung  zur 
Infektionsbekampfung).  Berl.  klin.  Wchnschr., 
191S,  Hi,  72. 

The  danger  from  primary  infection  in  wounds  is 
slight;  most  of  the  trouble  comes  from  secondary 
infection.  Therefore  the  first  principle  to  be  ob- 
served is  asepsis  to  prevent  secondary  infection. 
The  earlier  the  first-aid  dressing  is  applied  the  greater 
is  its  effectiveness.  We  may  regard  as  a  part  of 
this  asepsis  the  removal  of  visible  foreign  bodies 
that  might  carry  infection,  and  the  excision  of  parts 
that  are  so  badly  injured  that  they  are  useless  and 
increase  the  danger  of  infection. 

The  second  principle  to  be  observed  is  rest;  rest 
in  bed  for  the  patient  and  rest  for  the  wounded 
part  by  means  of  splints,  not  only  for  fractures  but 
for  injuries  of  the  soft  parts. 

Third,  the  further  development  of  infection  may 
be  arrested  by  antiseptic  powders  or  fluids,  though 
dry  dressing  is  now  generally  preferred  to  moist. 
One  of  the  best  disinfecting  powders  is  ordinary 
sugar.  A  30  to  40  per  cent  mixture  of  alcohol  and 
balsam  of  Peru  is  a  powerful  disinfectant.  All  disin- 
fectants have  the  greatest  value  if  they  are  applied 
during  or  shortly  after  the  incubation  period. 

The  fourth  requirement  is  to  provide  the  best 
possible  conditions  for  the  discharge  of  wound  fluid 
by  incision  and  drainage.  Wounds  should  never 
be  covered  with  any  impermeable  material. 

The  fifth  is  to  induce  local  hypera^mia  by  every 
means  possible.  The  quicker  and  more  actively 
all  these  measures  are  applied,  the  more  rapidly  and 
with  the  less  danger  will  the  body  overcortie  the 
infection.  A.  Goss. 

Kummell:  Wound  Infection,  Especially  Tetanus 
and  Gas  Phlegmon  (Wundinfektion,  insbesondere 
Wundstarrkrampf  und  Gasbrand).  Beiir.  z.  klin. 
Chir.,  1915,  xcvi,  421. 

Kummell  reviewed  this  question  at  a  meeting  of 
the  Military  Surgeons  of  Germany  recently  held  in 
Brussels.  He  has  collected  statistics  from  various 
hospitals  along  the  western  battle  front  and  finds 
that  in  351  cases  of  tetanus  the  mortality  was  70 
per  cent.  Madelung's  statistics  also  give  a  mortality 
of  70  per  cent.  In  the  home  hospitals  at  Hamburg 
the  mortality  was  only  49  per  cent.  This,  he 
thinks  is  due  to  the  fact  that  the  cases  observed  there 
were  the  ones  with  a  long  incubation  period,  while  the 
cases  observed  at  the  front  were  those  in  which  the 
attacks  came  on  soon  after  the  wound.  The  prog- 
nosis, therefore  is  much  better  in  the  cases  with  a 
long  incubation  period. 

Treatment  is  divided  into  (i)  prophylaxis,  (2) 
attempted  treatment  of  the  tetanus  after  it  has 
begun,  and  (3)  relief  of  symptoms. 

Prophylaxis  by  treating  the  wounds  is  not  very 
hopeful,  because  infection  begins  practically  im- 
mediately after  the  wound  is  made;  but  it  is  worth 
while  to  remove  fragments  of  shell  and  shrapnel 


as  far  as  possible,  and  wash  the  wounds  with  hy- 
drogen peroxide,  tincture  of  iodine,  etc.  Veter- 
inary surgeons  have  found  that  tetanus  can  almost 
always  be  prevented  in  horses  by  treating  wounds 
immediately  with  tincture  of  iodine.  The  best 
prophylactic  measure  is  the  administration  of 
antitetanus  serum.  Of  the  16  surgeons  who  took 
part  in  the  discussion  after  the  reading  of  the  paper 
all  were  agreed  on  this  except  Menzer,  who  says 
that  antitoxin  does  no  good  and  sometimes  makes 
the  course  of  the  disease  more  acute  and  severe. 

The  antitoxin  is  not  very  effective  in  checking  the 
disease  after  it  has  commenced.  The  results  seem 
to  be  better  when  it  is  given  in  combination  with 
salvarsan.  Rothfuchs  has  reported  good  results 
from  the  use  of  salvarsan  and  he  also  reports  ex- 
perimental work  showing  that  when  animals  were 
injected  with  lethal  doses  of  tetanus  and  one  was 
given  salvarsan  it  lived  24  hours  longer  than  the 
other  which  was  not  given  salvarsan.  The  con- 
vulsions should  be  treated  with  morphine  and  sco- 
polamine, and  with  prolonged  or  continuous  baths. 
Subcutaneous  injections  of  25  per  cent  magnesium 
sulphate  solution  are  also  helpful. 

Gas  phlegmon  seems  to  be  less  fatal  in  war  than 
in  peace.  The  mortality  in  peace  is  80  to  85  per 
cent,  and  Kiimmel  has  found  that  it  is  only  32  per 
cent  in  the  present  war.  The  treatment  must  be 
energetic  and  radical.  If  gangrene  has  begun  the 
limb  must  be  immediately  amputated  in  sound 
tissue.  If  gangrene  has  not  set  in  free  and  extensive 
incisions  are  sufficient.  The  wounds  should  be 
irrigated  with  hydrogen  peroxide  and  painted  with 
tincture  of  iodine,  or  compresses  wet  with  the 
iodine  are  placed  in  them.  A  number  of  the  men 
who  joined  in  the  discussion  recommended  the  use 
of  balsam  of  Peru  in  these  cases. 

Kummell  discusses  the  question  of  whether  these 
two  severe  forms  of  infection  can  be  prevented  by 
the  immediate  free  opening  up  of  all  wounds  and 
removal  of  all  foreign  bodies;  he  concludes  that  they 
cannot  and  that  such  radical  action  does  more  harm 
than  good.  He  advises  removing  fragments  of 
shells  or  shrapnel  that  are  accessible  without  in- 
cision, but  leaving  bullets  in  the  depths  of  the  wound 
where  they  are,  and  only  incising  if  fever  sets  in. 
Of  62  such  cases  18  recovered  aseptically;  the  course 
might  have  been  made  worse  by  early  interference. 
The  views  of  the  surgeons  who  participated  in  the 
discussion  diflfered  on  this  question,  some  advising 
early  incision  of  all  wounds.  A.  Goss. 

Schmid,  H.  H.:  Treatment  of  Gas  Phlegmon  (Zur 
Behandlung  der  Gasphlegmone) .  Wien.  klin. 
Wchnschr.,  1915,  xxviii,  556. 

Schmid  has  treated  28  cases  of  gas  phlegmon  and 
concludes  from  his  experience  that  in  cases  of  gas 
phlegmon  with  gangrene,  amputation  should  be 
performed  at  once.  Amputation  should  also  be 
performed  in  cases  of  deep  gas  phlegmon  with  frac- 
ture. In  superficial  gas  phlegmon  with  fracture,  deep 
incisions  and  excision  of  the  diseased  part  of  the 
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skin  and  subcutaneous  tissue  is  sufficient.  In  deep 
or  superficial  gas  phlegmon  without  gangrene  or 
fracture,  incision  and  radical  excision  of  affected 
parts  is  indicated.  A.  Goss. 

Morestin,  H.:  Use  of  Formalin  In  Very  Septic 
Wounds  and  in  Gaseous  Gangrene  (De  remploi 
du  formol  dans  le  traitemcnt  dcs  plaics  tr^s  scptiques 
et  des  gangrenes  gazcuses).  Bull.  el.  m6m.  Soc.  de 
chir.  de  Par.,  1915,  xli,  740. 

Morestin  uses  a  mixture  of  equal  parts  of  glycerine, 
alcohol,  and  formalin  to  disinfect  suppurating  wounds 
and  gaseous  gangrene.  A  number  of  striking  cases 
of  its  successful  use  are  reported.  The  glycerine 
is  important  because  it  prevents  the  too  rapid 
diffusion  of  the  formalin  in  the  tissues,  and  also 
prevents  the  emission  of  strong  formalin  vapor, 
which  irritates  the  eyes  and  mucous  membranes. 
The  preparation  has  the  disadvantage  of  being 
painful,  and  it  should  not  be  used  in  too  great 
quantities  or  in  too  concentrated  a  solution;  like- 
wise it  should  not  be  used  very  close  to  large  vessels 
as  there  is  a  possibility  of  its  causing  necrosis  of 
the  tissues  if  applied  too  long.  Morestin  also  uses 
the  preparation  as  a  disinfectant  preliminary  to 
amputation.  A.  Goss. 

Sibley,  W.  K.:  The  Treatment  of  Bullet  and  Other 
Wounds  by  Ionization.  Urol.  6*  Cutan.  Rev., 
1915,  xix,  137. 

The  conclusions  reached  by  the  author  are  as 
follows:  An  antiseptic  as  applied  in  ordinary 
surgical  dressings  can  only  affect  the  parts  of  the 
wounds  with  which  it  is  actually  in  direct  contact, 
and  in  all  deep-seated  conditions  this  can  only  be 
at  irregular  areas.  In  all  the  other  parts  of  the 
wound  the  septic  organisms  are  actively  multiplying 
all  the  time.  The  amount  of  penetration  of  an 
antiseptic  which  takes  place  in  a  suppurating 
wound  can  be  only  very  slight  and  must  be  very 
irregularly  distributed.  Other  things  being  equal, 
by  the  process  of  ionization,  absorption  as  dis- 
tinguished from  penetration  must  take  place  through- 
out the  whole  surface  area  in  contact  with  the  solu- 
tion, and  the  action  of  the  drug  must  be  regularly 
and  evenly  distributed  over  the  whole  region  under 
the  influence  of  the  electric  current.     J.  H.  Skiles. 

Dudgeon,  L.  S.,  Gardner,  A.  D.,  and  Bawtree,  F.: 
The  Bacterial  Flora  of  Wounds  Produced  Dur- 
ing the  Present  War.  Lancet,  Lend.,  1915, 
clxxxviii,  1222. 

From  hundreds  of  cases  of  superficial  and  deep 
wounds  in  the  present  war  caused  by  shell,  shrapnel, 
and  bullets,  the  authors  have  determined  that  the 
bacterial  flora  of  war  wounds  bear  a  close  resem- 
blance to  those  of  infected  tissues  found  in  wounds 
in  large  civil  hospitals.  The  bacteriology  of  severe 
injuries  of  soft  parts  caused  by  shrapnel  is  very  simi- 
lar to  injuries  in  civil  life  infected  with  horse-faeces. 

In  severe  traumatism  of  the  class  referred  to, 
the  infection  usually  results  from  bacillus  aero- 
genes  capsulatus,  streptococci,  and  coliform  bacilli. 


If  death  occurs  from  rapid  infection  it  is  due  to  the 
gas  gangrene  bacillus.  The  mere  presence  of  the 
bacillus  agrogenes  capsulatus  in  a  wound  is  not 
considered  so  important  as  its  presence  in  tissues 
which  are  "under  considerable  increase  of  tension." 
The  anaerobic  family,  and  among  these  the  bacillus 
tetani  and  bacillus  agrogenes  capsulatus,  are  the 
most  important  members  found  in  comparatively 
trivial  and  slight  wounds  as  well  as  those  of  severe 
wounds  of  bone  and  soft  parts. 

Every  wound  but  one  was  infected  with  aerobic 
bacteria  in  association  with  anagrobes.  The 
exceptional  case  was  a  shrapnel  wound  of  the 
knee-joint.  In  this  case  a  pure  culture  of  bacillus 
aerogenes  capsulatus  was  obtained  from  the  pus 
in  the  joint,  and  it  was  apparently  behaving  as  a 
simple  pyogenic  bacterium.  There  were  no  clinical 
manifestations  of  gas  bacillus  gangrene,  but  a 
guinea  pig  inoculated  with  a  culture  of  the  organism 
died  in  24  hours  from  rapidly  spreading  gangrene. 

Of  patients  in  whose  wounds  the  bacilli  tetani 
were  found,  nine  had  been  treated  with  prophylactic 
doses  of  tetanus  antitoxin,  all  of  whom  remained 
free  from  tetanus.  One  of  the  other  two  who  had 
not  received  the  prophylactic  dose  developed  the 
disease. 

The  authors  found  that  bacilli  tetani  may  sur- 
vive as  long  as  two  months  in  a  wound  without 
clinical  manifestations  and  they  may  be  present  in 
wounds  of  all  degrees  of  severity,  without  the 
presence  of  tetanus. 

Deep  wounds  with  considerable  damage  to  soft 
parts,  or  bone  with  profuse  and  offensive  discharge, 
are  most  liable  to  harbor  bacillus  aerogenes  capsu- 
latus. They  may  be  present  in  such  wounds  or 
wounds  trivial  in  character  without  manifestations 
of  gas  gangrene.  The  authors  suggest  that  it  is 
probably  necessary  that  certain  conditions  must  be 
present  for  the  bacillus  of  Welch  to  give  rise  to 
gas  gangrene.  The  bacillus  aerogenes  capsulatus 
has  been  known  to  survive  four  weeks. 

The  necessity  for  thorough  sterilization  of  all 
instruments  used  in  the  redressing  of  wounds  is 
very  much  emphasized  by  the  persistent  presence 
in  wounds  of  these  virulent  and  resistant  spore- 
bearing  organisms.  Loms  A.  LaGabde. 

Milligan,  E.  T.  C:  The  Early  Treatment  of  Pro- 
jectile Wounds  by  Excision  of  the  Damaged 
Tissues.    Brit.  M.J.,  1915,  1,1081. 

Milligan's  paper  would  lead  one  to  believe  that 
the  method  had  been  universally  satisfactory  in 
wounds  of  the  skin  and  superficial  fascia,  healing 
without  pus  occurring.  He  says  that  in  many 
wounds  of  the  muscle  and  bone  the  same  gratifying 
results  were  obtained. 

The  method  consists  in  the  extirpation  of  the 
devitalized  tissues,  an  anaesthetic  being  given  where 
indicated:  local  anaesthesia  by  novocaine  and 
adrenalin  2.5  per  cent;  short  anaesthesia  by  the 
open  ethyl  chloride  method;  long  anaesthesia  by 
ether  or  chloroform. 
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The  wound  of  the  skin  is  boldly  cut  out  with  a 
sharp  scalpel.  It  should  be  so  completely  removed 
that  a  clean  healthy  incised  wound  replaces  the 
contused  and  infected  wound  made  by  the  projectile. 

The  wound  of  the  superficial  and  deep  fascia  should 
be  treated  in  the  same  way,  also  the  wound  of 
the  muscle.  The  latter,  however,  presents  more 
difficulties  because  of  the  retraction  of  severed 
fibers,  and  because  of  the  distance  of  the  depths  of 
the  wound  from  the  surface  of  the  body.  The 
latter  can  be  overcome  by  making  larger  incisions. 

Removal  of  loose  and  fixed  bits  of  obvious  foreign 
and  dead  matter  is,  of  course,  essential.  Ample 
exposure  and  drainage  of  the  wound  is  necessary, 
and  those  wounds  which  are  too  extensive  after  the 
above  treatment  to  retain  a  drainage  tube  do  better 
than  those  in  which  a  tube  is  necessary  on  account 
of  their  depth  and  narrowness.  By  this  procedure 
the  wound  is  put  in  the  best  possible  condition  for 
the  bactericidal  action  of  the  tissues  and  the  out- 
poured lymph.  It  is  important  to  note  that  it  is 
not  wise  to  impair  the  resisting  and  offensive  powers 
of  the  artificially  obtained  healthy  tissue  surfaces 
by  the  use  of  strong  or  injurious  antiseptics. 

M.  S.  Henderson. 

Israel,  W.:  Treatment  of  Injuries  by  Shells  (Zur 
Behandlung  der  Granatverletzungen) .  Berl.  klin. 
Wchnschr.,  1915,  lii,  570. 

All  military  surgeons  have  been  impressed  with 
the  fact  that  injuries  from  infantry  buUets  are  to  be 
regarded  as  aseptic,  that  no  search  need  be  made  for 
the  bullet,  and  the  chief  indication  is  to  apply  an 
antiseptic  first  dressing  to  avoid  secondary  infection. 
Unfortunately  these  same  rules  have  been  widely 
applied  in  treating  wounds  from  artillery  shells. 
But  the  latter  are  almost  infected;  so  that  primary 
infection  must  be  combated  from  the  first  and  the 
fragments  of  shells  removed  as  quickly  as  possible. 
Wounds  of  this  kind  if  not  treated  promptly  are 
very  apt  to  be  followed  by  tetanus  and  gas  phlegmon. 
The  wound  made  by  the  shell  should  be  opened  up 
freely;  if  the  whole  tract  of  the  shell  fragments 
cannot  be  split  open,  because  of  the  nearness  of 
vessels  or  nerves,  incisions  and  counterincisions 
should  be  made  where  possible  and  drainage  applied. 
It  is  desirable  that  this  should  be  done  on  the  field, 
if  possible,  rather  than  to  wait  till  the  field  hospital 
is  reached.  Moist  dressings  are  preferred  to  dry 
ones  in  these  cases.  Moreover  the  dressings  should 
be  changed  daily,  in  order  that  the  first  signs  of 
developing  gas  phlegmon  may  be  detected  and  the 
necessary  incisions  made.  This  is  in  contrast,  too, 
to  the  treatment  for  rifle  bullet  wounds,  where  the 
dressings  are  left  undisturbed  as  long  as  possible. 

A.  Goss. 

Jablons,  B.:    Pathology  of  War  Surgery.    /.  Am. 

M.   Ass.,    1915,   Ixiv,    2045. 

The  author  reports  some  interesting  observations 
from  the  American  Ambulance,  Paris.  Of  1,400 
cases  admitted  81  died,  a  6  per  cent  mortality. 


In  the  50  necropsies  which  were  performed, 
death  was  caused  either  by  a  secondary  haemorrhage 
from  previous  wounding  of  blood-vessels,  which 
reopened  after  a  few  days  as  a  result  of  the  sloughing 
of  tissue,  or  by  infective  wounds  of  the  brain,  spinal 
cord,  chest,  or  abdomen.  Under  the  latter  head, 
injuries  to  the  head  and  spinal  column  represented 
almost  30  per  cent  of  the  fatal  cases.  Tetanus  was 
the  cause  of  death  in  only  two  cases.  The  universal 
administration  of  antitetanic  serum  has  conclusively 
proved  its  value.  There  were  7  fatal  cases  of  gas- 
eous gangrene  infection.  Bacteriological  deter- 
minations proved  conclusively  that  the  bacillus 
perfringens  was  the  causal  factor  in  the  production 
of  gas  gangrene.  In  8  undeniable  clinical  cases  of 
gaseous  gangrene,  7  showed  the  perfringens,  in  one 
other  instance  the  bacillus  putrificus  was  associated 
with  the  streptococcus. 

Pathologically,  in  gangrene,  the  lesions  have  been 
almost  uniform.  A  punctured  wound  of  the  skin, 
associated  in  every  case  with  injury  to  a  large  blood- 
vessel, and  in  most  cases  with  a  fracture  of  the  bone 
seems  to  have  been  the  sine  qua  non.  Following 
this  from  one  to  four  days  there  appeared  areas  of 
superficial  gangrene  with  extensive  destruction 
and  necrosis  of  the  tissues  immediately  adjacent  to 
the  wound;  marked  cloudy  swelling  of  the  muscles 
above  and  below  the  wound;  extensive  oedematous 
infiltration  interspersed  with  gas  bubbles  varying 
in  size  and,  externally,  a  characteristic  discoloration 
of  the  skin  with  a  pungent  foetid  odor.  Vesicles 
varying  in  size  from  that  of  a  pea  to  almost  as 
large  as  the  flat  of  the  hand,  were  present  and  filled 
with  a  sanious  fluid.  Occasionally  this  fluid  was 
found  to  be  straw-colored.  These  blebs  were 
examined  bacteriologically  and  in  a  few  instances 
they  showed  the  presence  of  the  characteristic 
bacillus.  In  some  cases  the  characteristic  changes 
in  the  tissues  remained  localized  to  the  affected 
limb,  the  opposite  limb  or  even  the  opposite  part 
of  the  body  showed  none  of  these.        C.  G.  Heyd. 

Ranzi,  E.:    Primary  Suture  of  Gunshot  Wounds 

(Zur  Frage  der  primaren  Okklusion  der  Schuss- 
wunde  durch  Naht).  Wien.  klin.  Wchnschr.,  1915, 
xxviii,  555. 

In  the  preceding  number  of  this  Wochenschrift 
B4rany  recommended  suturing  wounds  at  once, 
and  in  support  of  the  idea  cited  the  fact  that  he 
had  treated  1 2  cases  of  brain  injury  in  this  way  with 
9  recoveries.  Ranzi  protests  against  this  method  of 
treatment,  holding  that  one  of  the  most  important 
points  in  the  treatment  of  wounds  is  to  keep  them 
open  to  allow  free  discharge  of  wound  secretions. 
He  contends  that  Barany's  supposition  that  all 
infection  is  secondary  and  that  suture  prevents  it 
from  occurring  is  not  true,  and  that  his  good  results 
were  probably  due  to  the  fact  that  he  got  his  cases 
within  a  few  hours  after  they  were  wounded  and  was 
able  to  treat  them  in  a  good  hospital.  If  the 
method  were  applied  generally  under  the  conditions 
that  have  to  be  met  with  in  war  the  results  would 
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be  disastrous.     Ranzi  cites  historical  instances  of 
the  method's  trial,  but  it  has  always  been  given  up. 

A.  Goss. 

Delbet,  P.:  Treatment  of  War  Wounds  (fitude  sur 
la  thfirapeutique  des  plaies  de  guerre).  Bull.  Acad, 
de  mid.,  Par.,  1915,  Ixxiii,  678. 

Delbet  discusses  the  effects  of  various  disin- 
fectants in  the  treatment  of  wounds.  He  studied 
these  effects  by  means  of  what  he  calls  pyoculture, 
which  he  has  already  described  in  a  former  paper. 
Pyoculture  is  the  cultivation  of  the  bacteria  in  the 
pus  itself.  Positive  pyoculture  means  that  the 
growth  of  the  bacteria  is  more  abundant  in  the  pus 
than  in  bouillon.  This  indicates  a  very  serious 
prognosis  and  demands  free  opening  of  the  wound. 

Pyoculture  in  which  there  is  absence  of  growth 
in  the  pus  and  growth  in  the  bouillon  shows  that 
there  is  a  struggle  between  the  forces  of  the  body 
and  the  bacteria  and  that  treatment  is  needed. 
Negative  pyoculture,  that  is  bacteriolysis  of  the 
bacteria  in  the  pus,  shows  that  the  protective  forces 
are  the  stronger  and  that  no  intervention  is  needed. 
Studied  in  this  way  he  finds  that  iodoform  does  not 
have  any  effect  on  the  microbic  flora  of  a  wound; 
it  is  useless.  Irrigations  with  ether  do  not  change 
the  bacteria,  and  irrigations  with  1:1000  nitrate  of 
silver  even  increase  the  number  and  vitality  of  the 
bacteria.  Lactose  deodorizes  a  wound,  but  does 
not  kill  the  bacteria.  Hydrogen  peroxide  does  not 
prevent  the  development  even  of  anaerobic  bacteria; 
in  many  cases  it  is  a  positive  detriment  to  the  pa- 
tient. In  fact  all  these  disinfectants  seem  to  have 
more  disadvantages  than  advantages;  they  injure 
the  cells  and  thus  do  more  harm  than  good. 

He  thinks  that  antisepsis  should  be  replaced  by 
asepsis,  not  only  on  normal  tissues  but  also  in  in- 
fected wounds.  The  most  important  thing  is  to 
respect  the  natural  defenses,  no  matter  how  much 
they  may  be  weakened.  Only  solutions  should  be 
used  that  have  the  same  molecular  concentration 
as  the  blood  serum,  and  that  do  not  have  any  chem- 
ical action  on  the  cells.  Exposure  to  light  and  air 
is  one  of  the  most  powerful  means  of  disinfecting 
wounds.  Under  this  treatment  he  has  often  seen  a 
positive  pyoculture  become  negative  in  48  hours. 

A.  Goss. 

Cheyne,  W.  W. :  An  Address  on  the  Treatment  of 
Wounds  in  War.    Lancet,  Lend.,  1914,  Nov.  21. 

Ibid.:  Hunterian  Oration  on  the  Treatment  of 
Wounds  in  War.  Lancet,  Lond.,  1915,  clxxxviii, 
419. 

Cheyne,  W.W.,  Bassett-Smith,  P.W.,  and  Edmunds, 
A.:  Preliminary  Report  of  a  Committee  Ap- 
pointed by  the  Director- General  of  the  Medical 
Department  of  the  Navy,  in  December  1914, 
to  Inquire  into  the  Best  Method  of  Treating 
Wounds  Sustained  in  Action,  Especially  Dur- 
ing the  Early  Period  After  Their  Infliction. 
J.  Roy.  Naval  M.  Service,  1915,  April. 

The  three  articles  with  the  above  titles  cover 
practically  the  same  subject,  in  fact  much  of  the 


material  in  the  first  two  by  Sir,  W.  Watson  Cheyne 
was  later  reported  in  full  in  the  third  article  by  the 
committee  mentioned.  It  has  therefore  seemed 
advisable  to  combine  the  three  articles  in  one 
abstract. 

The  startling  fact  in  connection  with  wounds 
in  the  present  war  is  that  the  large  majority  of  the 
wounds  are  septic,  some  of  them  very  badly  so. 
Sir.  W.  Watson  Cheyne  makes  the  statement:  "AU 
the  wounds  which  I  have  come  across  have  been 
septic."  There  are  several  reasons  for  the  larger 
number  of  septic  wounds  in  war  than  in  civilian 
life.  The  most  important  factor  is  the  length  of 
time  which  elapses  after  the  wound  b  sustained 
until  proper  treatment  is  instituted.  In  former 
wars  it  was  usually  possible  to  remove  the  wounded 
from  the  battlefield  soon  after  they  were  wounded; 
many  times  they  were  removed  during  action. 
With  the  modern  guns  sweeping  the  field  of  battle 
it  is  usually  impossible  to  reach  the  wounded  during 
action,  and  this  often  means  a  delay  of  48  hours 
or  more  before  the  wounded  can  be  transported  to  a 
field  hospital.  As  a  second  factor  the  distance 
the  man  must  be  taken  adds  greatly  to  the  shock  and 
hence  makes  him  more  subject  to  infection.  Fur- 
ther, the  wounds  are  often  very  extensive,  lacerated, 
and  deep,  and  organisms  are  thus  carried  deep  into 
the  tissues  and  in  many  directions. 

In  order  to  prevent  infection  in  wounds  it  is 
apparent  that  one  of  two  conditions  must  be  ac- 
complished: (i)  the  wounded  must  be  given  careful 
expert  care  within  a  comparatively  short  time  after 
the  infliction  of  the  wound,  or  (2)  some  substance 
must  be  applied  to  the  wound  to  either  kill  the 
bacteria  or  inhibit  their  growth  until  the  wound 
can  be  properly  cared  for.  For  many  reasons 
the  first  condition  cannot,  at  present,  be  estab- 
lished for  all  cases.  So  the  attempt  has  been  made 
to  discover  some  means  of  keeping  the  wound 
in  a  comparative  state  of  asepsis  for  two  to  three 
days. 

What  should  be  the  treatment  of  wounds  which 
reach  the  surgeon  within  a  comparatively  short 
time,  say  within  24  hours?  Many  men  believe 
that  a  wound  should  be  considered  comparatively 
aseptic  and  only  the  gross  dirt  removed  without 
the  application  of  any  antiseptic  except  perhaps  in 
the  superficial  tissues.  The  application  of  anti- 
septics to  the  deeper  portions  of  the  wound  is 
supposed  by  many  to  do  more  harm  than  good: 
first,  by  carrying  in  more  infection  from  the  exte- 
rior and,  secondly,  by  so  lowering  the  resistance 
of  the  tissues  that  they  are  more  easily  attacked 
by  the  organisms  already  present.  This  method  of 
treatment  is  bitterly  opposed  by  Cheyne  who  be- 
lieves that  there  should  be  a  revival  of  the  methods 
which  Lister  advocated.  Cheyne  believes  that  the 
best  treatment  of  wounds  in  the  early  stages  is 
the  trimming  away  of  all  ragged  tissues  so  that  all 
the  recesses  may  be  reached  and  the  application  of 
95  per  cent  carbolic  acid  to  all  parts  of  the  wound. 

It  is  apparent  that  when  a  longer  time  than  24 
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hours  has  elapsed  that  suppuration  has  become  well 
established  and  that  this  strenuous  treatment  might 
greatly  harm  the  patient  by  disturbing  the  wall 
of  leucocytes  around  the  wound  and  even  spreading 
the  infection  beyond  the  bounds  already  established. 
Sir  Cheyne  docs  not  recommend  the  use  of  this 
disinfection  method  in  these  wounds  received  at  a 
late  time,  but  advocates  the  expectant  treatment  of 
establishing  drainage  and  frequent  change  of  dress- 
ings. 

Since  many  of  the  wounds  must,  with  the  present 
conditions,  be  unattended  except  in  a  very  super- 
ficial manner  for  a  long  interval,  the  committee  of 
which  Sir  Cheyne  is  chairman  has  attempted  to 
find  some  substance  which  can  be  used  in  the 
wound  to  kill  the  bacteria  present  or  inhibit  their 
growth  until  the  wound  can  be  thoroughly  treated. 

In  working  out  the  problem  several  points  had 
to  be  considered.  The  substance  must  be  able  to 
diffuse  through  blood-clot  and  tissues  to  reach  the 
organisms  lying  deep  in  the  wound.  It  must  not 
expend  all  of  its  antiseptic  effect  at  once  but  must 
slowly  give  out  its  inhibitory  action  for  two  to 
three  days.  It  must  not  escape  from  the  wound. 
It  must  not  be  toxic  to  the  patient  in  the  amount 
necessary  to  produce  the  desired  effect. 

The  following  were  the  chief  substances  tested: 
carbolic  acid  tricresol  (o.  m.  p.  cresol,  as  Martindale 
labels  it),  other  cresol  compounds  such  as  izal, 
cyllin,  hycol,  and  lysol,  liquor  cresolis  saponatus, 
bichloride  of  mercury,  iodine,  salicylic  acid,  salicylic 
and  boric  acids  together,  the  double  cyanide  of 
mercury  and  zinc,  paraform  turpentine,  various  es- 
sential oils,  especially  oil  of  origanum,  oil  of  cinna- 
mon and  oil  of  eucalyptus,  alcohol,  various  col- 
loidal substances  (mercury,  silver,  gold,  selenium), 
balsam  of  Peru,  friar's  balsam,  and  Dr.  Menciere's 
embalming  fluid. 

It  was  found  that  a  preparation  of  the  substance 
in  the  form  of  a  paste  was  the  form  most  suitable. 
The  paste  base  used  to  best  advantage  was:  lanolin 
6  parts,  white  wax,  i  part.  A  paste  not  only  retains 
its  chemical  effect  a  longer  time  than  other  forms  of 
medicaments  but  also  is  easily  kept  in  the  wound. 

Experiments  were  carried  out  with  blood-clot, 
agar,  and  meat.  It  was  found,  however,  that  the 
properties  of  agar  were  very  similar  to  those  of  the 
other  two  substances  and  since  it  was  much  easier  to 
obtain  it  was  used  in  most  of  the  experiments. 

The  technique  of  the  experiment  was  as  follows: 
A  definite  amount  of  the  paste  under  question, 
usually  I  gram,  was  smoothly  spread  on  an  ordinary 
cover  slip  which  was  then  placed  in  the  bottom  of 
a  Petri  dish  with  the  paste  uppermost.  A  slab 
of  agar  the  size  of  the  dish  and  of  definite  thickness, 
one-quarter  inch,  is  then  placed  over  the  cover 
slip.  An  emulsion  of  bacteria,  usually  staphjdo- 
coccus  pyogenes  aureus,  is  then  brushed  over  the 
upper  surface  of  the  agar  and  the  whole  incubated 
at  body  temperature.  The  plate  is  then  observed 
at  regular  intervals  and  cultures  made  from  the 
surface. 


It  was  found  that  certain  of  the  substances  were 
able  either  to  kill  or  to  prevent  the  growth  of 
bacteria  for  two  to  three  days  over  a  portion  of 
the  agar.  The  portion  immediately  above  the 
cover  slip  would  remain  clear  while  the  surrounding 
portion  would  show  colonies  of  staphylococci.  In 
the  intermediate  zone  the  colonies  would  be  fewer 
and  smaller  than  at  the  circumference.  Cultures 
from  the  center  immediately  over  the  cover  slip, 
were  in  many  instances  negative  and  attempts  to 
reinoculate  the  clear  zone  over  the  coverslip  in  the 
case  of  two  or  three  of  the  substances  were  futile 
even  after  an  interval  of  21  days. 

It  is  apparent  from  the  experiments  carried  out 
that  certain  of  the  substances  under  investigation 
were  able  to  either  kill  the  bacteria  or  so  inhibit 
their  growth  that  they  would  not  appear  as  colonies 
even  under  the  low  power  objective.  This  action 
was  exerted  through  an  intervening  layer  of  agar 
one-quarter  inch  in  thickness,  and  in  several  in- 
stances extended  a  considerable  distance  beyond  the 
border  of  the  coverslip. 

Although  agar  was  used  in  the  routine  experi- 
ments, the  results  were  checked  up  by  observations, 
using  blood-clot  and  animal  tissue  in  place  of  the 
agar.  Other  organisms  beside  the  staphylococcus 
were  used,  together  with  a  spore-bearing  bacillus. 

Experiments  were  carried  out  on  guinea  pigs  to 
imitate  as  closely  as  possible  wounds  in  war.  Many 
of  these  were  intentionally  contaminated  with 
bacillus  tetani  and  bacillus  aerogenes  capsulatus. 
While  control  animals  invariably  showed  marked 
suppuration  and  many  died,  many  of  the  animals 
treated  with  antiseptics  showed  no  suppuration. 

Of  the  substances  tested  the  ones  that  seem  to 
have  the  most  useful  effect  were  boric  and  salicylic 
acids  together,  cresol,  and  carbolic  acid.  The  mix- 
ture of  boric  and  salicylic  acids  in  equal  parts, 
called  borsal,  is  very  efficacious,  especially  when 
combined  with  cresol  or  carbolic  acid  in  a  lanolin 
base.  Borsal  seems  to  act  best  in  the  form  of  a 
powder  but  this  is  very  apt  to  be  carried  out  of 
the  wound  by  the  blood  and  its  action  lost.  It  is 
therefore  recommended  to  reinforce  its  action  by  the 
additional  application  of  20  per  cent  cresol  paste. 

The  committee  recommends  the  following  treat- 
ment of  wounds:  after  the  bleeding  has  been  stopped 
the  entire  surface  should  be  powdered  thickly  with 
borsal  (equal  parts  of  boric  and  salicylic  acids). 
Twenty  per  cent  cresol  paste  (in  lanolin  and  wax 
base)  should  then  be  introduced  by  means  of  a 
paint  tube  into  the  wound  in  all  directions,  leaving 
a  small  portion  of  the  paste  scattered  over  the 
whole  area  of  the  wound  not  more  than  one  inch 
apart.  Some  of  the  paste  should  also  be  smeared 
over  the  skin  around  the  wound  and  after  a  final 
dusting  with  borsal  the  emergency  dressing  applied. 

When  the  patient  arrives  at  the  advanced  dress- 
ing station,  the  treatment  depends  on  circum- 
stances : 

I.  If  a  large  number  of  wounded  have  to  be 
attended  to,  patients  who  have  been  treated  in  the 
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above  manner  can  wait,  unless  a  good  many  hours 
have  elapsed  since  the  injury. 

2.  If  it  is  a  large  or  complicated  wound,  e.g., 
a  compound  fracture,  it  will  be  well  in  the  first 
place  to  clean  and  disinfect  the  skin,  preferably  with 
I  in  20  carbolic  lotion,  then  wash  out  the  wound 
with  peroxide  of  hydrogen  and  i  in  20  carbolic 
lotion,  remove  pieces  of  clothing  or  accessible  pieces 
of  shell,  clip  away  any  badly  soiled  tags  of  tissue  and 
arrest  the  bleeding.  The  wound  being  dried  and 
held  open  it  can  then  be  powdered  with  borsal  and 
some  cresol  paste  left  in  various  parts  of  the  wound. 
If  it  is  widely  open  it  may  be  well  to  put  in  a  few 
interrupted  sutures  to  bring  the  edges  somewhat 
together  and  prevent  the  escape  of  the  antiseptic, 
and  finally  apply  antiseptic  dressings. 

3.  If  it  is  not  a  large  wound,  if  the  clot  seems 
solid  and  it  has  been  well  powdered  and  plenty  of 
paste  introduced  into  it  in  the  first  instance,  it  is 
quite  possible  that  sepsis  may  not  occur  and  if  that 
seems  likely  all  that  need  be  done  would  be  to 
squeeze  a  little  fresh  paste  and  dust  some  borsal 
powder  over  the  surface  and  the  skin  around  and 
apply  a  fresh  antiseptic  dressing.  These  wounds 
will  probably  not  require  further  treatment  until 
they  arrive  at  the  base  hospital. 

Should  the  wound  be  free  from  sepsis  or  inflam- 
mation on  arrival  at  the  base  hospital  it  should  not 
be  opened  up  or  syringed  or  otherwise  interfered 
with.  Some  fresh  paste,  diluted  if  necessary,  may 
be  applied  over  the  surface  and  the  skin  and  a 
fresh  antiseptic  dressing  put  on. 

If,  on  the  other  hand,  there  are  signs  of  sepsis 
the  wound  must  be  opened  and  drained,  and  other- 
wise treated  according  to  the  experience  of  the 
surgeon.  J.  H.  Skiles. 

Derby,  R.:  Care  and  Treatment  of  the  Wounded 
in  the  European  War.  Boston  M.  b°  S.  J,,  1915, 
cbcxii.  No.  19. 

The  author  relates  in  a  very  interesting  way  his 
experiences  in  the  Lycee  Pasteur,  an  outgrowth  of 
the  American  Hospital  which  was  organized  for  the 
treatment  of  wounded  by  American  residents  in 
Paris.  The  building  which  was  nearing  completion 
and  originally  intended  as  a  large  public  school 
building  was  readily  converted  into  a  modern  hos- 
pital of  100  beds.  The  wards  were  taken  over  by 
Doctors  Du  Bouchet  and  Blake  of  the  American 
Hospital.  The  cuisine  was  administered  by  the 
manager  of  a  large  Paris  hotel  and  his  wife. 

The  first  patients  to  be  admitted  were  from  the 
battle  of  the  Marne,  early  in  September.  They 
were  brought  in  from  Meaux  by  automobiles,  since 
military  necessity  had  impressed  all  railroad  traffic 
to  carry  reinforcements,  ammunition,  and  supplies 
from  other  bases  in  the  south  of  France  to  which  the 
wounded  were  carried  on  their  return  from  the  front. 
Much  suflfering  to  the  thousands  of  wounded  might 


have  been  avoided  if  the  injured  could  have  been 
brought  to  Paris  at  once,  when  it  was  so  near 
and  had  such  extensive  hospital  facilities.  Naturally 
it  was  in  the  interest  of  the  state  to  sacrifice 
something  and  of  the  four  subjects  for  consideration 
—  reinforcements,  ammunition,  supplies,  and  the 
care  of  the  wounded  —  the  fortunes  of  war,  in  the 
interest  of  the  state,  too  often  discriminate  against 
the  latter. 

In  his  service  of  100  beds  Derby  had  82  cases  of 
shrapnel  wounds,  20  cases  of  rifle  bullet  wounds,  and 
I  bayonet  wound.  Shrapnel  wounds  were  in- 
variably infected.  But  4  of  the  rifle  bullet  wounds 
were  clean,  while  the  infection  in  the  remaining  16 
was  milder  than  that  found  in  the  shrapnel  wounds. 
The  foreign  material  driven  into  the  latter  with  the 
projectiles  were  blue  and  red  shreds  from  French 
uniforms,  and  pieces  of  straw  and  wood. 

Among  more  than  100  wounds  of  different  an- 
atomical parts  and  regions  there  were  but  5  of  the 
abdomen  and  6  of  the  thorax.  The  suggestion  is 
made  that  the  majority  of  cases  of  wounds  of  the 
body  do  not  reach  the  rear,  but  die  soon  after 
injury. 

There  was  one  death  out  of  4  cases  of  gangrene 
from  the  welch  bacillus,  one  of  the  cases  recovering 
after  amputation  through  the  thigh 

The  treatment  of  the  wounded,  many  of  whom  had 
not  received  attention  for  hours  and  days,  consisted 
in  taking  all  cases  at  once  to  the  operating  room, 
where  the  injured  part  was  cleaned  under  ether 
anaesthesia  if  necessary,  with  turpentine,  soap  and 
water,  and  bichloride.  In  infected  cases  the  wounds 
in  the  skin  were  enlarged  and  all  gross  foreign  mate- 
rial and  unattached  fragments  of  bone  removed. 
The  wound  was  next  irrigated  with  peroxide  of 
hydrogen.  Suitable  drainage  was  estabUshed  and 
the  parts  were  then  put  in  splints  when  necessary 
and  a  sterile  dressing  applied.  Daily  dressings  and 
irrigation  constituted  the  subsequent  treatment. 

The  wounded  were  much  exhausted  when  first 
brought  from  the  front,  but  this  soon  passed  away 
under  proper  care  and  nourishment. 

The  transportation  which  consisted  of  only  a 
few  cars  at  first  has  grown  until  there  are  now  up- 
wards of  70  cars  in  the  employ  of  the  hospital.  The 
drivers  are  all  English  and  American.  They  bring 
the  wounded  from  the  field  dressing  stations  and 
field  hospitals.  Derby  calls  special  attention  to 
the  reduction  in  mortality  when  the  wounded  are 
promptly  evacuated  to  base  hospitals.  In  Decem- 
ber the  transportation  facilities  had  so  improved 
that  the  American  Hospital  was  receiving  wounded 
from  the  front  who  had  been  injured  the  day  before 
and  in  some  cases  even  on  the  same  day. 

In  compound  fractures  of  the  lower  extremities 
it  was  frequently  found  necessary  to  amputate 
"with  the  idea  of  saving  the  individual  many  long 
years  of  chronic  bone  disease."  Loins  A.  LaGaede. 
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Kennedy,  B.:  Education  of  the  Public  to  the  Early 
Recognition    of    Cancer    of    the    Uterus.    J. 

Indiana  St.  M.  Ass.,  1915,  viii,  277. 

The  success  or  failure  of  the  movement  lies  in 
the  manner  of  presenting  this  subject  to  the  people. 
The  cancer  problem  is  really  one  of  how  to  make 
medical  truths  obvious  to  the  laity.  What  we  wish 
to  teach  women  is  to  make  accurate  self-observation 
and  precise  utterance  of  symptoms.  They  should 
be  taught  what  every  woman  should  know,  viz., 
the  function  of  normal  menstruation,  certainly  of  as 
much  importance  to  woman  as  anything  in  the 
whole  range  of  knowledge. 

Inasmuch  as  the  early  symptoms  of  cancer  of 
the  uterus  have  to  do  with  vague  and  slight  dis- 
turbances of  the  function  of  menstruation  and  with 
the  occurrence  of  slight  and  irregular  discharges, 
it  is  of  the  greatest  importance  that  women  should 
recognize  the  possible  significance  of  these  irregulari- 
ties. 

An  educated  medical  profession  is  essential  to 
the  eradication  of  cancer  and  an  educated  and 
interested  public  is  no  less  a  necessity. 

Edward  L.  Cornell. 

Bergoni^,  J.,  and  Spader,  E.:  Treatment  of  In- 
operable Uterine  Cancer  by  Combined  Radium 
and  Rontgen  Therapy  (Le  traitement  du  cancer 
ut6rin  inoperable  par  la  rontgenthfirapie  et  la 
radiumth^rapie  combinees).  Arch,  dueled,  med., 
exp.  et  din.,  1915,  xxiii,  140. 

Radium  rays  act  only  to  a  depth  of  3  to  3.5  cm. 
Rontgen  rays,  on  the  contrary,  with  the  use  of  the 
present  technique  and  filtration,  can  be  made  to 
act  upon  tissue  at  a  much  greater  distance;  moreover 
by  the  use  of  the  cross-fire  method  and  multiple 
fields,  many  bundles  of  rays  may  be  brought  to  bear 
upon  a  focus  of  cancer  tissue  without  exercising  any 
harmful  effect  on  the  intervening  healthy  tissues. 
Bergonie  and  Speder  therefore  recommend  a  com- 
bined treatment  with  the  two  kinds  of  rays,  and  give 
a  description  of  their  technique  and  the  chemical 
and  physiological  effects  produced  by  it.  They 
first  use  18  eg.  radium  bromide,  utilizing  only  the 
ultra-penetrating  rays,  the  total  time  of  application 
being  100  to  150  hours;  this  is  followed  by  rontgen 
deep  therapy.  They  have  treated  5  cases  of  in- 
operable or  recurrent  uterine  cancer  by  this  method, 
with  marked  improvement.  Discharge  was  stopped 
and  patients  who  were  in  such  pain  that  they  had  to 
be  kept  under  hypnotics  are  now  free  from  pain; 
the  general  health  of  all  the  patients  is  much  im- 
proved.    The  time  is  too  short  to  say  whether  the 


improvement  will  be  permanent,  but  the  authors 
consider  this  combined  therapy  a  decided  advance 
in  the  treatment  of  cancer.  A.  Goss. 

Pozzi,  S.,  and  Rouhier,  G.:  Vaginal  Hysterectomy 
Supplemented  by  Radium  Therapy  for  Cancer 
of  the  Uterus  (De  I'hystfirectomie  restrcinte  com- 
pl6t6e  par  la  radiumthgrapie  dans  les  cancers  de 
I'uterus).  Rev.  de  gynic.  et  de  chir.  abd.,  1915,  xxiii, 
209. 

Pozzi  and  Rouhier  think  that  the  extensive  opera- 
tion for  cancer  of  the  uterus,  as  practiced  by  Wer- 
theim  and  others,  has  been  carried  too  far.  The 
immediate  mortality  is  very  high;  even  with  the 
surgeons  who  have  made  a  specialty  of  the  operation 
and  whose  results  are  the  best,  the  operative  mor- 
tality is  15  or  16  per  cent,  and  taking  the  average 
of  the  mortality  statistics  it  is  from  25  to  30  per 
cent.  In  spite  of  the  fact  that  it  is  such  an  ex- 
tensive and  serious  operation,  it  is  very  often  not 
complete.  Practically  all  the  glands  of  the  pelvis 
receive  lymphatics  from  the  neck  of  the  uterus; 
therefore  a  complete  dissection  of  the  pelvis  would 
be  necessary  to  be  sure  of  reaching  all  infected  glands; 
this  is  manifestly  impossible.  The  operation  itself 
opens  up  large  cellular  spaces  through  which  the 
infection  may  spread. 

In  view  of  the  above  facts  the  authors  advocate 
a  more  conservative  operation  for  cancer  of  the 
uterus,  and  they  believe  the  best  results  can  be  ob- 
tained by  vaginal  hysterectomy  followed  by  radium 
treatment.  They  do  not  advocate  the  use  of  radium 
alone,  except  in  inoperable  cases,  neither  do  they 
advocate  its  use  before  operation,  because  the  rays 
produce  fibrous  cicatricial  tissue  which  makes  the 
operation  much  more  difficult;  but  used  after  ope- 
ration, so  that  all  the  force  of  the  rays  may  be  con- 
centrated on  such  microscopic  remnants  of  tumor- 
cells  as  may  be  left  after  the  removal  of  the  mass  of 
the  tumor,  they  have  found  it  very  effective.  They 
filter  the  rays  so  that  only  Dominici's  ultrapenetrat- 
ing  rays  are  allowed  to  pass. 

They  describe  in  detail  the  technique  that  they 
employ,  giving  a  number  of  illustrations  of  the 
operation.  They  emphasize  the  importance  of 
curettage  and  cauterization  as  a  preliminary  to  the 
operation,  and  describe  their  method  of  inserting 
the  radium  tube  in  the  drainage  immediately  after 
the  operation.  A.  Goss. 

Warner,  J.  W.:  Physiological  and  Pathological 
Changes  in  the  Endometrium.     N.  Y.  M.  J., 

1915,  ci,  1213. 

The  author  studied  the  clinical  histories  in  con- 
junction with  the  histological  findings  in  127  cases 
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of  uterine  curettage  for  conditions  other  than 
malignancy.  The  specimens  were  obtained  within 
the  limits  of  lo  days  before  or  after  menstruation, 
the  majority  being  much  nearer  the  actual  time. 
Twenty-five  patients  who  were  studied  had  been 
curetted  in  the  resting  stage.  All  were  reported 
as  having  some  form  of  endometritis.  When  the 
cases  were  studied  with  special  attention  to  the 
menstrual  chart  it  was  necessary  to  revise  some  of 
the  diagnoses.  Eighty-five  per  cent  showed  the 
lesions  of  true  inflammation.  Twelve  per  cent  were 
not  inflammatory  —  a  sufficient  number  to  show 
how  the  changes  incident  to  menstruation  may  be 
confounded  with  those  of  inflammatory  conditions. 
The  cases  curetted  in  the  resting  stage  all  showed  the 
changes  of  true  chronic  endometritis. 

The  author  wishes  to  emphasize  the  contention 
that  more  attention  to  the  menstrual  variations 
will  further  the  advance  of  knowledge  in  the  re- 
lationship between  the  natural  and  morbid  con- 
ditions in  the  endometrium.  C.  D.  Hauch. 

Boldt,   H.  J.:    Prolapsus  of  the  Uterus.     Am.  J. 

Obst.,  N.  Y.,  1915,  Ixxi,  930. 

While  relief  may  be  afforded  to  a  greater  or  less 
degree  in  cases  of  partial  prolapsus  with  or  without 
retroversion  or  retroflexion,  by  means  of  mechanical 
supporters,  the  author  has  never  seen  a  case  of 
well-marked  descensus  or  prolapsus  cured  except  by 
surgery. 

In  discussing  the  etiology  of  prolapsus  he  calls 
attention  to  the  fact  that  women  who  are  kept  in 
bed  for  ten  days  or  more  after  confinement  have  a 
slower  involution  of  the  uterus  and  are  more  apt 
to  have  displacements  than  women  who  are  allowed 
to  get  up  early. 

The  number  of  operations  devised  for  the  treat- 
ment of  these  cases  is  the  strongest  evidence  that 
failures  may  follow  any  procedure,  but  the  author 
believes  that  no  surgical  intervention  has  been  de- 
vised which  does  not  give  some  benefit,  for  a  time 
at  least.  Before  deciding  on  an  operation  the 
patient  should  be  consulted  as  to  whether  future 
offspring  is  desired. 

For  the  young  woman  who  wishes  more  children 
the  author  forms  the  ventral  suspension  by  the  round 
ligaments  by  the  Gillian  method  combined  with  a 
plastic  on  the  pelvic  floor,  but  not  with  too  much 
narrowing  of  the  vaginal  canal.  He  would  amputate 
the  cervix  only  in  exceptional  cases  where  it  is  un- 
usually long.  The  Alexander  operation  is  entirely 
inadequate  in  descensus  of  the  uterus. 

In  cases  of  marked  descensus,  partial  prolapsus, 
and  complete  prolapsus,  in  patients  of  whom  no 
further  offspring  is  expected,  the  author  amputates 
the  cervix  and  does  the  radical  vaginal  fixation 
after  the  Watkins-Schauta-Wertheim  method. 

Finally,  in  cases  of  complete  procidentia  in  old 
women  or  widows  who  do  not  expect  to  marry  again 
he  advises  the  complete  extirpation  of  the  uterus 
and  vagina,  and  the  building  of  a  solid  perineum. 
The  operation  is  described  in  detail.    C.  H.  Davis. 


Outland,  J.  H.:  Indications  for  Vaginal  Hyster- 
ectomy; Simplified  Technique  Used  in  84  Cases, 
with  One  Death.     Med.  Herald,  1915,  xxxiv,  206. 

The  author  considers  that  the  following  conditions 
indicate  vaginal  hysterectomy:  early  carcinoma  of 
the  cervix,  submucous  fibroids,  small  fibroids  not 
too  large  to  prevent  delivery  of  the  uterus,  bleeding 
polyps,  and  a  group  of  cases  including  such  con- 
ditions as:  (i)  atheromatous  conditions  of  the 
uterine  blood-vessels  causing  continued  hasmor- 
rhage;  (2)  lacerations  of  the  cervix  highly  suspicious 
of  carcinoma;  (3)  hypertrophic  endometritis  giving 
the  cardinal  symptoms  of  carcinoma. 

The  84  cases  operated  on  are  classified  as  follows: 
21  bleeding  submucous  fibroids,  9  cancers  of  the 
cervix,  18  lacerations  and  erosions  of  the  cervix,  10 
small  uterine  fibroids,  8  bleeding  polypi,  8  endo- 
metritic  uteri,  and  10  cases  of  essential  haemorrhage 
of  the  uterus.     One  of  the  cases  died. 

Outland  advocates  the  method  for  the  following 
reasons:  the  mortality  is  low,  the  operation  is 
rapidly  performed,  there  is  no  abdominal  scar  and 
no  danger  of  post-operative  hernia. 

The  contra-indications  are:  a  uterus  too  large  to 
be  delivered  per  vaginum,  procidentia  with  cys- 
tocele,  and  a  uterus  fixed  by  adhesions. 

The  principal  steps  in  the  operation  are  as  fol- 
lows: The  anterior  and  posterior  lips  of  the  cervix 
are  caught  by  a  tenaculum.  The  incision  com- 
pletely circumscribes  the  cervix.  The  tissues  are 
dissected  from  the  cervix  by  means  of  a  layer  of 
gauze  placed  over  the  operator's  fingers.  The 
uterus  is  drawn  out  anteriorly  by  two  claw  retrac- 
tors. The  posterior  cul-de-sac  is  entered  with  the 
finger.  Two  clamps  are  placed  on  the  right  broad 
ligament  which  can  then  be  cut.  Similar  clamps 
are  placed  on  the  left  broad  ligament.  Suturing 
is  done  with  double  No.  2,  ten-day  chromic  catgut, 
two  sutures  being  used  on  each  side,  the  ends  being 
left  long  and  secured  with  forceps  which  are  removed 
and  the  sutures  cut  short  after  24  hours. 

C.  D.  Hauch. 

Darnall,  W.  E. :  Practical  Observations  Drawn  from 
161  Cases  of  Hysterectomy.  Am.  J.  Med.  Sc, 
1915,  cxlix,  877. 

Ligatures  applied  to  the  six  main  trunks  of  the 
uterine  circulation  adequately  control  all  bleeding 
during  hysterectomy.  The  operation  is  much 
facilitated  if  the  appendages  on  both  sides  are 
thoroughly  freed  of  adhesions  and  brought  up  into 
the  field  before  the  broad  ligaments  are  divided. 

From  60  to  80  per  cent  of  fibromyomata  undergo 
some  form  of  degeneration  sooner  or  later  and  are 
more  or  less  associated  with  cardiovascular  disease. 
Darnall  is  therefore  inclined  to  remove  all  palpable 
growths  of  any  size,  particularly  if  productive  of 
symptoms. 

The  mortality  of  hysterectomy  for  uncomplicated 
fibromyomata  is  not  over  2  per  cent.  The  largest 
tumors  are  usually  the  easiest  to  remove.  A  more 
diflicult  variety  to  remove  are  those  in  the  lower 
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portion  of  the  uterus,  either  anterior  or  posterior  or 
between  the  layers  of  the  broad  ligament.  In- 
flammatory disease  of  the  appendages  may  make 
the  operation  extremely  diflicult. 

All  bowel  denuded  of  its  serous  coat  should  be 
carefully  covered  with  peritoneum  or  an  omental 
graft.  Extensive  denudation  of  the  gut  may 
demand  resection.  Attention  to  this  detail  is  neces- 
sary to  avoid  adhesions,  faecal  fistula,  or  peritonitis. 

F.  C.  Irving. 

ADNEXAL  AND  PERIUTERINE  CONDITIONS 

Halban,  J.:  Symptomatology  of  Corpus  Luteum 
Cysts  (Zur  Symptomatologie  der  Corpus  luteum 
Cysten).    Zeniralbl.  f.  Gynak.,  1915,  xxxix,  409. 

It  is  generally  taught  that  ovarian  cysts  do  not 
have  any  effect  on  menstruation.  But  this  is  not 
true  in  case  of  corpus  luteum  cysts.  The  corpus 
luteum  inhibits  menstruation,  and  in  case  a  cyst 
develops  this  action  is  prolonged,  so  that  women 
frequently  come  to  the  physician  complaining  that 
the  menses  have  stopped.  On  the  discovery  of  a 
tumor  of  the  adnexa  on  one  side  a  diagnosis  of  extra- 
uterine pregnancy  is  apt  to  be  made. 

A  knowledge  of  the  fact  that  corpus  luteum  cysts 
stop  menstruation  will  aid  in  making  a  differential 
diagnosis,  and  it  is  important  that  it  should  be 
made,  because  early  operation  is  not  indicated  in 
corpus  luteum  cysts;  they  frequently  disappear 
spontaneously.  When  the  cysts  are  absorbed  or 
removed  menstruation  reappears. 

Many  of  the  women  treated  had  had  irregular 
menses  before,  and  this  suggests  the  possibility  that 
corpus  luteum  cysts  may  be  caused  by  hypoplasia 
of  the  genital  organs.  Removal  of  such  a  cyst  dur- 
ing pregnancy  does  not  necessarily  interfere  with 
pregnancy.  Halban  cites  a  case  in  which  the  preg- 
nancy continued  to  term.  Alternating  cysts,  that 
is,  cysts  that  appear  first  in  one  ovary  and  then  the 
other,  are  corpus  luteum  cysts.  These  cysts  are 
thin-walled  and  rupture  easily,  even  on  the  most 
careful  bimanual  examination.  A.  Goss. 

Knott,  V.  B.:  Ovarian  Carcinoma  in  a  Child  Aged 
Eleven,    J.  Am.  M.  Ass.,  1915,  Ixiv,  1577. 

The  patient,  aged  11,  a  schoolgirl,  had  a  negative 
family  history.  She  complained  of  severe  abdom- 
inal pain,  which  had  been  present  for  three  days,  be- 
fore which  time  she  had  been  feeling  perfectly  well. 
There  was  no  menstrual  history.  Examination 
showed  a  well-nourished  girl  with  rosy  cheeks  and 
unusually  well  developed  for  her  age.  On  palpation 
a  large  movable  tumor  was  felt,  which  rose  from  the 
pelvis  to  the  level  of  the  umbilicus.  This  tumor 
occupied  the  median  line,  but  could  be  easily  dis- 
placed to  either  side.  It  was  quite  tender  on  deep 
pressure  and  fluctuation  could  not  be  elicited. 
When  the  tumor  was  displaced  to  the  left,  marked 
tenderness  was  found  in  the  right  inguinal  region 
over  the  appendix,  with  rigidity  of  the  right  rectus. 


At  operation  the  tumor  consisting  of  the  left 
ovary,  together  with  the  tube,  was  easily  removed 
as  it  was  at  no  place  adherent.  The  appendix  was 
found  somewhat  distended  and  acutely  inflamed 
and  was  removed.  There  was  no  free  fluid  within 
the  peritoneal  cavity  and  the  peritoneum  every- 
where was  glossy  and  apparently  normal.  No 
lymphatic  involvement  or  evidence  of  disease  else- 
where within  the  cavity  could  be  discovered. 

For  ten  months  the  child  seemed  well,  had  no 
pain,  gained  in  weight  and  stature.  Then  she 
began  to  complain  of  vague  abdominal  pain,  which 
was  not  at  all  constant.  Soon  her  appetite  began 
to  fail  and  she  lost  weight  and  strength  and  be- 
came very  irritable.  There  was  no  constipation  or 
vomiting. 

At  the  second  operation,  one  year  after  the  first, 
the  abdomen  was  seen  to  be  filled  with  a  quantity 
of  straw-colored  fluid.  Scattered  throughout  the 
cavity  were  nodules  involving  parietal  peritoneum, 
visceral  peritoneum,  intestine,  and  mesentery. 
These  nodules  were  hard  and  irregular  in  outline. 
The  ileum  was  adherent  in  many  places  and  at  each 
point  of  adhesion  was  a  large  nodular  mass.  The 
mesentery  was  filled  with  large  nodular  growths. 
The  upper  abdomen  was  involved  as  well,  nodules 
being  present  in  the  liver  and  stomach.  As  relief 
was  out  of  the  question,  a  large  mesenteric  nodule 
was  removed  for  examination  and  the  abdomen 
closed.  Death  occurred  thirty-six  days  following 
the  second  operation. 

On  pathologic  examination  the  tumor  showed  a 
teratoma  in  a  state  of  carcinomatous  degeneration. 
The  small  gland  showed  carcinoma  secondary  to 
ovarian  tumor  removed  one  year  previous. 

Edward  L.  Cornell. 

Holz,  S.:  Treatment  of  Chronic  Posterior  Para- 
metritis by  Colpeurynter  Massage  and  Sho^- 
ening  of  the  Round  Ligaments  (Die  Heilung 
der  Parametritis  posterior  chronica  durch  auto- 
matische  Kolpeuryntermassage  und  Fixation  der 
Ligamenta  rotunda).  Zeniralbl.  f.  Gynak.,  1915, 
xxxix,  441. 

Chronic  posterior  parametritis,  that  is,  adhesive 
bands  in  Douglas'  pouch,  is  a  very  frequent  com- 
plaint. To  deal  with  these  adhesions  surgically  is  a 
mistake,  for  they  only  form  again.  Massage  is  the 
best  treatment,  and  this  may  be  accomplished  auto- 
matically by  the  insertion  of  a  colpeurynter  with  a 
cubic  content  of  50  to  100  ccm.  The  colpeurynter 
is  so  small  before  it  is  filled  that  it  can  easily  be 
inserted  even  in  nuUiparous  women.  It  can  be 
worn  two,  three,  or  even  four  days,  and  it  relieves 
the  pain  so  much  that  the  patients  are  glad  to  come 
back  for  further  treatment.  It  is  cleansed  and  re- 
inserted, and  this  is  kept  up  till  the  patient  is  with- 
out pain.  Even  after  the  first  insertion  a  marked 
softening  can  often  be  felt  in  the  posterior  vault  of 
the  vagina. 

The  colpeurynter  exercises  a  true  massage;  it  is 
filled  so  that  it  is  elastic,  and  with  the  respiratory 
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movements  it  is  alternately  compressed  and  re- 
leased from  pressure.  In  addition  to  this  auto- 
massage  there  may  be  osmotic  conditions  that 
favor  recovery,  but  when  the  patient  discontinues 
treatment  the  condition  is  apt  to  return.  In  order 
to  avoid  this  the  ligaments  of  the  uterus  are  short- 
ened. A.  Goss. 

Ward,  G.  G.,  Jr.:    Clinical  Observations  on  the 
Treatment    of   Acute   Pelvic    Inflammations. 

Am.  J.  Obst.,  N.  Y.,  1915,  Ixxi,  881. 

The  author  gives  a  careful  review  of  the  literature 
on  this  subject,  calling  attention  to  the  swing  of  the 
pendulum  between  conservative  and  radical  treat- 
ment. At  the  present  time  the  evidence  is  in  favor 
of  conservative  treatment.  The  author  has  re- 
cently made  a  study  of  39  of  his  cases  of  pelvic 
abscess  showing  indications  for  operation.  Among 
the  39  cases  there  were  4  deaths.  Of  the  35  re- 
maining, 24  who  have  been  examined  or  heard  from 
are  reported  as  cured;  2  cases  required  a  subsequent 
radical  operation;  i  case  is  convalescing  in  the 
hospital;  8  were  discharged  as  cured  but  have  not 
been  heard  from.  Thirty-eight  cases  were  treated 
by  posterior  colpotomy  and  drainage,  and  i  case 
was  operated  upon  by  an  extraperitoneal  incision 
above  Poupart's  ligament,  with  thorough  drainage 
of  the  vagina.  Tube  drainage  was  employed  in  30 
cases,  and  gauze  drainage  in  9. 

Pregnancy  is  known  to  have  occurred  in  3  cases 
since  operation.     These  points  are  emphasized: 

1.  A  large  proportion  of  the  cases  of  parametritic 
exudate  following  labor  or  abortion,  and  many  cases 
of  perimetritis  will  resolve  without  abscess  forma- 
tion if  let  alone,  and  if  pus  does  form,  if  in  small 
quantity,  it  may  be  absorbed,  frequently  with  the 
preservation  of  function  of  the  pelvic  organs. 

2.  The  too  ready  resort  to  the  curette  or  to  other 
intra-uterine  manipulations  at  the  onset  of  uterine 
infection  is  responsible  for  the  formation  of  exudates 
in  a  very  large  percentage  of  cases. 

3.  Many  cases  are  operated  on  unnecessarily,  or 
too  early,  with  the  result  of  increasing  or  disseminat- 
ing the  infection,  thus  prolonging  the  convalescence 
and  sometimes  producing  a  fatal  termination. 

4.  Incision  and  drainage  should  not  be  employed 
until  indications  of  localized  collection  of  pus  are  well 
defined  and  show  evidence  of  septic  absorption. 

5.  The  selection  of  the  proper  form  of  drainage 
applicable  to  the  case  is  important. 

6.  Failure  to  cure  a  pelvic  abscess  by  colpotomy 
and  drainage  is  nearly  always  due  to  neglect  in  not 
keeping  the  incision  open  sufficiently  long. 

7.  In  acute  pelvic  suppurations,  when  the  indica- 
tions for  interference  are  present,  the  operation  of 
choice  should  be  a  simple  incision  and  ample  drain- 
age. C.  H.  Davis. 


EXTERNAL  GENITALIA 

Wittkopf,   H.:    Carcinoma  of  Bartholin's  Gland 

(Uber  das  Karzinom  der  Bartholin'schen  Driise). 
Zentralbl.  f.  GynUk.,  1915,  xxxix,  369. 

Carcinoma  of  the  vulva  is  rare,  and  even  when  it 
occurs  it  is  generally  in  the  region  of  the  clitoris. 
Wittkopf  has  been  able  to  find  only  1 2  cases  of  car- 
cinoma of  Bartholin's  gland  in  the  German  litera- 
ture; but  in  spite  of  its  rarity  he  has  recently  had 
2  cases  at  the  Kiel  Gynecological  Clinic.  The 
women  were  42  and  59  years  old  and  had  previously 
been  well.  The  first  patient  had  her  attention 
called  to  the  small  ulceration  on  the  labium  majus 
by  bleeding  following  a  fall;  in  the  other  case  there 
had  been  a  troublesome  discharge  from  the  ulcera- 
tion for  some  time.  One  physician  had  made  a 
diagnosis  of  syphilis,  but  the  Wassermann  was  nega- 
tive. The  tumor  and  the  inguinal  glands  were  re- 
moved in  both  cases.  Both  patients  recovered, 
though  one  had  thrombophlebitis.  Both  are  being 
given  radium  after-treatment.  The  radium  is 
inserted  in  the  cavity  left  by  the  removal  of  the 
tumor.  This  may  be  supplemented  by  rontgen  rays, 
but  in  spite  of  this  the  prognosis  for  ultimate  re- 
covery is  poor. 

In  most  of  the  cases  reported  there  has  been 
rapid  recurrence.  The  only  hopeful  method  of 
treatment  is  early  removal,  and  so  if  there  is  any 
change  in  the  vulva  that  arouses  the  slightest  sus- 
picion of  malignant  new-growth  a  bit  of  tissue  should 
be  excised  and  examined.  A.  Goss. 


MISCELLANEOUS 

FuUerton,    W.    D.:     Gynecology —Past,    Present, 
Future.     Am.  J.  Obst.,  N.  Y.,  1915,  Ixxi,  911. 

The  author  reviews  in  a  general  way  the  con- 
tributions of  the  gynecologists  to  the  development 
of  surgery,  points  out  the  necessity  of  a  long  careful 
training  in  the  development  of  the  gynecologist, 
and  raises  the  question  as  to  the  future  of  this 
specialty.  He  calls  attention  to  the  fact  that  the 
general  surgeon  while  technically  able  to  perform 
the  gynecological  operation  is  inferior  to  the  gyne- 
cologist when  it  comes  to  diagnosis  from  the  history 
and  physical  examination,  deciding  when  and  how 
conservatively  to  operate,  in  macroscopic  and  mi- 
croscopic examinations  of  the  tissues  inspected  at 
operation  or  excised,  and  in  the  most  accurate 
prognosis. 

He  urges  that  the  general  surgeon  exclude 
gynecology  and  obstetrics  from  his  field  and  devote 
his  entire  time  and  resources  to  the  development  of 
general  surgery,  and  that  gynecology  and  obstetrics 
combined,  be  taught,  studied,  and  investigated  by 
specialists  in  that  line.  C.  H.  Davis. 
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PREGNANCY  AND  ITS  COMPLICATIONS 

Caldwell,  W.  E.:  Report  on  a  Series  of  Placenta 
Praevia  Cases.  Am.  J.  ObsL,  N.  Y.,  1915,  Ixxi,  937. 

Caldwell  reports  five  cases  which  have  been 
treated  at  the  Bellevue  Hospital  during  the  past 
year.  These  are  of  particular  interest  because  they 
were  all  treated  by  means  of  the  gauze  pack.  Of 
these  five  women,  one  died  from  uraemic  coma  on 
the  ninth  day,  and  it  is  hardly  fair  to  charge  her 
death  to  placenta  praevia.  The  others  were  all  dis- 
charged in  good  condition.  Of  the  babies,  two 
were  dead,  one  macerated;  all  were  premature, 
two  others  dying  within  the  first  days,  and  only 
one  lived  any  length  of  time.  This  one  has  since 
died. 

From  his  experience  at  Bellevue  the  author 
believes  that  the  hard,  undilatable  cervix  in  placenta 
praevia  is  found  more  frequently  in  the  marginal 
and  partial  varieties.  In  the  central  variety  the 
cervix,  though  friable  and  easy  to  tear  with  rough 
treatment,  dilatation  will  occur  under  proper  gauze 
packing  and  usually  in  a  surprisingly  short  time. 
At  the  Bellevue  Hospital,  they  use  an  iodoform 
gauze  pack  both  before  and  after  delivery. 

C.  H.  Davis. 

Hoogenhuize,  C.  J.  C.  van:  Creatin  as  an  Index  of 
Pregnancy  Intoxication  (Kreatine  als  Aanwijzer 
van  Zwangerschapsvergif ting) .  Nederl.  Tijdschr. 
V.  Geneesk.,  1915,  i,  1786. 

Experimental  research  has  shown  that  in  a  normal 
pregnancy  the  proportion  of  creatin  in  the  urine  is 
always  below  20  per  cent  of  the  total  creatinin. 
If  the  proportion  is  above  20  per  cent  it  gives  warn- 
ing of  threatened  eclampsia. 

Van  Hoogenhuize  gives  the  findings  in  15  cases, 
2  of  which  were  eclampsia  cases.  In  one  of  the 
eclampsia  cases  the  percentage  of  creatin  varied 
from  1 9. 1  to  44.6  per  cent,  the  average  being  28.1 
per  cent;  in  the  other  it  varied  from  29.1  to  38.6 
per  cent.  The  latter  patient  had  had  four  normal 
deliveries,  then  a  case  of  puerperal  eclampsia,  and 
in  the  present  pregnancy  eclampsia  had  developed 
even  before  delivery.  In  another  case  the  creatin 
ranged  from  28.3  to  36.9  per  cent,  but  in  this  case 
eclampsia  was  warded  off.  In  a  fourth  case  the 
creatin  average  was  25  per  cent.  In  all  of  these 
cases  the  urine  had  been  examined  for  creatin  before 
delivery. 

In  six  other  cases  in  which  there  were  unmistak- 
able signs  of  intoxication  the  creatin  ranged  from 
20.7  to  44.5  per  cent.  The  highest  percentage,  49.9 
per  cent  was  in  a  woman  who  had  hydatidiform 
mole.     In  one  case  of  hydramnios  with  albumin, 


tube-casts,  and  leucocytes  in  the  urine,  the  range 
was  from  40.7  to  45.4  per  cent.  Two  other  cases 
showed  slight  albuminuria,  but  the  course  was  en- 
tirely normal;  the  creatin  range  was  from  10  to  19 
per  cent.  Some  of  the  women  had  been  examined 
before  pregnancy  and  no  creatin  found. 

From  his  findings  the  author  concludes  that  if 
other  sources  for  creatin  in  the  urine  can  be  excluded, 
the  finding  of  it  may  help  to  make  a  diagnosis  of 
pregnancy  in  doubtful  cases.  A.  Goss. 

Polak,  J.  0.:  Observations  on  227  Cases  of  Ectopic 
Pregnancy.     Am.  J.  ObsL,  N.  Y.,  1915,  Ixxi,  946. 

The  author  reports  227  cases  of  ectopic  pregnancy 
operated  on  in  his  several  hospital  services  since 
1900,  with  only  4  deaths.  Three  of  the  fatalities 
were  due  to  septic  peritonitis  and  one  was  due  to 
haemorrhage.  From  an  analysis  of  these  cases  he 
believes  that  properly  diagnosticated  ectopics  should 
never  reach  the  acute  stage,  and  an  early  diagnosis 
is  possible  in  the  majority  of  cases. 

Of  these  227  women,  222  presented  some  men- 
strual anomaly,  as  a  period  of  amenorrhoea, 
prolongation  of  the  normal  period,  anomalous  char- 
acter of  the  bloody  discharge,  or  an  anticipated 
period  followed  by  an  intermittent  or  continuous 
metrorrhagia. 

Pelvic  pain  was  absent  in  only  one  patient.  The 
attacks  of  pain  may  be  general,  abdominal  colic, 
or  sharp,  colicky  pains,  referred  to  the  region  of  the 
embryonal  sac,  followed  by  intervals  of  hours  or 
days  of  complete  remission.  Abdominal  sensitive- 
ness following  the  paroxysms  of  pain  has  been 
noted  in  all  of  the  cases  observed.  A  mass  or  tumor 
was  present  in  every  instance.  It  was  tense,  tender, 
and  the  pulsation  of  the  uterine  artery  on  the  side 
corresponding  to  the  mass  was  always  more  marked. 

Only  the  usual  signs  of  rupture  are  mentioned, 
but  especial  attention  is  called  to  the  falling  of  the 
blood-pressure.  All  of  Polak's  cases  in  the  acute 
stage  have  shown  a  blood-pressure  of  less  than  100 
mm.,  and  many  a  pressure  of  only  80  mm. 

The  author  urges  that  the  unruptured  cases  be 
operated  upon,  the  tube  incised,  and  the  pregnancy 
evacuated  or  the  tube  extirpated  as  soon  as  the 
diagnosis  is  made.  In  the  ruptured  cases  in  the 
acute  stage  presenting  the  symptoms  of  shock, 
the  author  postpones  the  operation  until  after  the  re- 
action takes  place.  In  these  cases  he  proceeds  as 
follows:  On  admission  the  patient  is  placed  in  an 
extreme  Trendelenburg  posture,  the  pulse  and  blood- 
pressure  taken  and  recorded,  and  a  hypodermic  of 
morphine  given  (without  atropine).  No  salines 
and  no  stimulation  are  given.  The  pulse  is  taken 
every  fifteen  minutes  and  the  blood-pressure  every 
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hour.  Water  is  given  freely  by  the  mouth  if  not 
vomited.  When  the  reaction  has  taken  place  as 
shown  by  a  slowing  of  the  pulse  and  an  increase  in 
the  blood-pressure  he  considers  it  time  to  operate. 
For  the  operation  he  uses  morphine  and  spinal 
anaesthesia  using  one  and  one-half  grains  of  novo- 
caine. 

From  the  clinical  experiments  the  author  states 
that  curettage  does  not  control  the  post-ectopic 
bleeding,  but  that  the  persistence  of  uterine  bleed- 
ing is  dependent  upon  the  presence  or  absence  of  a 
corpus  luteum  cyst.  C.  H.  Davis. 

Ahlfeld,  P.:  Transparency  of  the  Abdominal 
Walls  in  Pregnancy  (Die  Durchsichtigkeit  der 
Bauchdecken  Hochschwangerer) .  Monatschr.  /. 
Geburtsh.  u.Gynak.,  1915,  xli,  457. 

Ahlfeld  calls  attention  to  the  fact  that  when  the 
abdominal  walls  are  very  much  stretched  in  the 
latter  months  of  pregnancy  they  often  become  quite 
transparent.  By  placing  the  patient  in  a  good  light 
on  a  table  high  enough  so  that  the  physician  does 
not  have  to  bend  his  head,  the  abdomen  can  be 
inspected  very  effectually.  He  cites  a  case  in  which 
he  could  see  the  cord  passing  over  the  back  of  the 
child,  and  could  actually  see  its  pulsations,  and 
another  in  which  he  could  see  the  individual  parts 
of  the  uterus  and  adnexa.  As  an  illustration  of  the 
practical  value  of  observing  this  fact,  he  cites  a 
case  in  which  caesarean  section  was  to  be  performed. 
On  inspection  a  distended  vein  could  be  seen  run- 
ning along  under  the  midline,  exactly  where  the  in- 
cision would  have  been  made  if  the  vein  had  not 
been  noticed.  Visual  inspection  in  this  case  un- 
doubtedly saved  the  surgeon  from  incising  this 
vein.  A.  Goss. 

Harrigan,  A.  H.:  Nephrectomy  During  Pregnancy. 

Surg.,  Gynec.  Ss°  ObsL,  1915,  xx,  657. 

Harrigan  reports  an  interesting  case  of  nephrec- 
tomy performed  on  a  woman  four  months  pregnant. 
She  recovered  and  subsequently  was  delivered  of  a 
healthy  well-formed  child. 

The  patient,  aged  21,  had  been  ill  ten  days  with 
septic  symptoms  pointing  to  a  primary  involvement 
of  the  right  kidney.  She  had  high  temperature, 
chills,  leucocytosis,  and  rapid  pulse.  The  dif- 
ferential diagnosis  lay  between  pyelonephritis 
secondary  to  puerperal  pyelitis,  and  unilateral 
haematogenous  infection  of  the  kidney. 

An  immediate  operation  was  decided  upon. 
Through  a  right  lumbar  incision  the  kidney  was 
delivered.  The  perirenal  tissues  were  infiltrated 
and  the  surface  of  the  kidney  presented  innumerable 
yellow  nodules  on  foci.  The  macroscopic  appear- 
ance confirmed  the  diagnosis  of  multiple  septic 
infarcts  of  the  kidney,  and  nephrectomy  was  de- 
cided upon.  The  recovery  was  uneventful.  The 
patient  did  not  abort,  and  at  the  middle  of  the 
eighth  month  of  pregnancy  labor  was  induced  and 
a  healthy  child  was  born.  At  the  end  of  two  years 
the  patient  is  in  excellent  health  and  suffers  no 


inconvenience  from  the  loss  of  the  kidney.  The 
pathological  examination  showed  the  lesion  to  be 
that  of  unilateral  haematogenous  infection  of  the 
kidney  —  multiple  septic  infarcts  of  the  kidneys. 

A  review  of  the  literature  reveals  36  additional 
cases  of  nephrectomy  during  pregnancy.  There  are 
numerous  case  reports  of  nephrotomy  during  preg- 
nancy and  several  excellent  monographs  relating  to 
the  obstetrical  future  of  women  previously  subjected 
to  nephrectomy.  Six  authors  failed  to  mention  the 
immediate  results.  Of  the  remaining  30  cases  all 
recovered  but  2.  Of  the  28  patients  who  recovered 
the  obstetrical  outcome  is  noted  in  24  cases:  20 
went  to  labor  without  accident  or  complications; 
of  the  remaining  4,  2  aborted  spontaneously  and  in 
the  other  2  abortion  was  induced.  Oppel's  case  in 
which  abortion  occurred  spontaneously  is  excluded 
in  this  computation  as  no  mention  is  made  of  the 
operative  result. 

The  cardinal  clinical  points  worthy  of  notation 
are  that  nephrectomy  during  pregnancy  has  a 
comparatively  low  mortality;  that  abortion  or 
premature  labor  occurs  but  seldom;  and  that  as  a 
rule  pregnancy  proceeds  to  term  without  accident 
or  complication. 

LABOR  AND  ITS  COMPLICATIONS 

Longaker,  D.:  Obstetric  Forceps.  Therap.  Gaz., 
1915,  xxxix,385. 

Longaker  gives  the  following  advice  regarding 
the  use  of  forceps: 

1.  The  obstetric  forceps  is  a  pure  tractor  not  a 
compressor,  and  must  be  applied  in  the  gentlest 
manner. 

2.  The  attempt  by  the  use  of  forceps  to  overcome 
relative  disproportion  when  the  head  is  high  is  a 
questionable  procedure. 

3.  The  use  of  high  forceps  in  the  absence  of  dis- 
proportion is  allowable  and  feasible. 

4.  Post-maturity,  overgrown  baby,  ossified  head, 
and  impacted  non-rotating  posterior  occiput  posi- 
tion are  strong  contra-indications.  In  these  cases 
caesarean  section  is  strongly  advocated. 

H.  G.  Garwood. 

Groot,  J.  de:  Influence  of  Intra-Uterine  Obstetric 
Maneuvers  on  the  Morbidity  and  Mortality  of 
Parturients  (L'influence  des  mancBuvres  intra- 
utfirines  pendant  raccouchement  sur  la  morbidity  et 
la  mortalit6  des  accouch^es).  Arch.  mens,  d'obst. 
et  de  gynic.,  1915,  iv,  225. 

The  results  reported  by  de  Groot  are  from  the 
records  of  the  maternity  service  of  the  University 
of  Utrecht.  He  classifies  in  one  group  the  cases  in 
which  internal  exploration  was  the  only  measure, 
and  in  another  those  where  complications  required 
different  measures,  for  instance,  tamponing  or  arti- 
ficial delivery  at  term  or  before.  He  describes  the 
technique  used  in  internal  exploration  and  in  pre- 
paring the  woman  for  it. 

Between  1899  and  1908  no  internal  examination 
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was  made  in  41  febrile  and  31  afebrile  cases,  while 
internal  examinations  were  made  on  an  average  of 
more  than  five  times  in  441  afebrile  patients  and 
446  who  became  febrile.  This  shows  that  internal 
examination  does  not  have  any  effect  on  the  mor- 
bidity, and  the  records  do  not  show  that  examina- 
tion with  gloves  is  superior  to  that  without  them. 
Among  the  84  cases  that  required  premature  de- 
livery by  bougie  there  were  3  cases  of  grave  infection 
and  10  of  mild  infection.  The  uterus  and  vagina 
were  tamponed  in  117  cases,  with  mild  infection  in  22 
cases  and  severe  infection  in  1 5 ;  there  was  only  one 
death  and  this  was  due  to  extraneous  causes. 

The  maternity  service  at  the  University  of 
Utrecht  consists  of  a  clinic  with  an  average  of  about 
300  deliveries  a  year.  Here  the  pregnant  women 
are  examined  and  are  supervised  afterward  at  home. 
Connected  with  this  is  an  out-patient  department, 
the  polyclinic  service,  which  conducts  about  1,900 
deliveries  a  year.  Every  second  year  students 
assist  at  several  deliveries  in  the  clinic,  after  having 
taken  a  course  in  external  examination  of  the 
pregnant  woman.  Before  his  final  examinations 
each  student  has  to  spend  two  months  in  the  service 
of  the  obstetrical  polyclinic,  living  in  a  house  de- 
voted especially  to  this  purpose  and  maintained  by 
the  medical  students  themselves.  There  are  always 
six  or  seven  students  in  this  house.  The  technique 
for  sterilization  is  the  same  as  in  the  clinic  and  it  is 
carried  out  as  carefully.  Facilities  are  provided 
for  isolating  the  woman  if  necessary.  The  morbid- 
ity is  lower  than  in  the  clinic,  which  seems  surprising 
at  first,  but  this  is  due  in  part  to  the  fact  that  all 
the  worst  cases  are  sent  to  the  clinic.  The  fact 
that  it  is  so  low,  however,  shows  that  the  usual  high 
morbidity  in  out-patient  work  is  due  to  lack  of  care. 
In  79  cases  of  intra-uterine  tamponing  there  was 
infection  in  22,  but  it  was  severe  in  only  9,  and  there 
were  no  deaths. 

Summing  up  the  results  of  his  observations  he 
finds  that  there  was  a  total  of  335  cases  without  any 
death  from  infection.  He  thinks  that  the  virulence 
of  the  bacteria  contained  in  the  vagina  is  not  very 
great,  and  the  virulence  of  bacteria  introduced 
from  outside  depends  on  the  condition  of  the  vagina 
at  the  time  of  delivery.  He  thinks  too  much  stress 
is  laid  on  bacteriological  examinations  in  such  cases, 
and  not  enough  on  clinical  experience.  He  not  only 
recommends  tamponing,  but  also  manual  extraction 
of  the  placenta  when  necessary.  A.  Goss. 

Vogt,  E.:  Subcutaneous  Symphyseotomy  (Subku- 
tane  Symphysiotomie) .  Deutsche  med.  Wchnschr., 
1915,  xli,  703. 

Vogt  reports  30  cases  of  subcutaneous  sym- 
physeotomy performed  in  the  Dresden  clinic:  7 
were  for  contracted  pelvis  of  the  third  degree,  and 
23  of  the  second  degree.  Only  2  of  the  patients 
were  primiparse,  and  in  both  of  these  the  vagina  was 
wide  so  that  there  was  little  danger  of  its  tearing 
during  delivery.  Generally  after  symphyseotomy 
the  obstetrician  can  wait  for  spontaneous  delivery. 


In  19  of  these  30  cases  delivery  was  spontaneous. 
By  waiting  for  spontaneous  delivery  all  complica- 
tions may  be  avoided  if  the  operation  itself  has  been 
properly  performed.  Vogt  had  no  injuries  of  the 
bladder  or  urethra  in  any  case. 

Active  contractions  are  necessary  for  spontaneous 
delivery.  These  may  be  produced  by  intramuscular 
injection  of  pituitrin.  The  pituitrin  is  given  while 
the  woman  is  on  the  operating  table;  about  three 
minutes  later  its  effect  becomes  apparent.  When 
the  head  has  entered  the  pelvis  so  that  there  is  no 
longer  any  danger  of  prolapse  of  the  cord  the  patient 
is  taken  back  to  bed.  It  is  possible  to  wait  for 
spontaneous  delivery  only  when  the  head  is  present- 
ing and  in  good  position  and  there  is  no  prolapse  of 
the  cord. 

In  one  of  the  1 1  cases  where  the  author  delivered 
by  forceps  he  thinks  spontaneous  delivery  would 
have  been  possible.  It  was  a  transverse  presenta- 
tion and  one  of  his  early  cases.  The  time  between 
the  operation  and  the  delivery  varied  from  three 
minutes  to  four  hours  and  40  minutes;  the  latter 
case  was  a  primipara  with  rigid  soft  parts.  Theo- 
retically it  is  possible  to  injure  the  peritoneum,  but 
this  may  be  avoided  by  using  a  button-tipped  knife. 
There  may  be  injury  of  the  blood-vessels  and 
haematoma.  The  blood  is  venous;  in  all  of  Vogt's 
cases  it  was  slight  and  easily  controlled  by  pressure. 
Forty-four  per  cent  of  the  cases  were  febrile,  but 
only  one  of  the  mothers  died,  and  she  had  had  a 
rupture  of  the  uterus  before  the  operation,  which 
was  not  recognized  in  time.  The  fever  was  doubt- 
less due  to  absorption  of  the  haematomata.  Em- 
bolism was  not  observed  in  any  case.  All  of  the 
children  lived  but  three  which  could  not  be  saved 
even  by  symphyseotomy. 

Vogt  advises  the  use  of  a  small,  curved,  button- 
tipped  knife  to  scrape  away  the  ligaments  and 
corpora  cavernosa  of  the  clitoris  from  the  edge  of 
the  bone.  This  avoids  the  formation  of  haemato- 
mata  due  to  the  extravasation  of  blood  from  the 
corpora  cavernosa,  and  thus  decreases  the  number 
of  febrile  cases.  Symphyseotomy  makes  succeeding 
deliveries  easier  as  it  widens  the  pelvis.     A.  Goss. 

Peterson,  R.:   Under  What  Conditions  Is  Crani- 
otomy on   the  Living  Child  Justifiable?     /. 

Mich.  St.  M.  Soc,  1915,  xiv,  319. 

Craniotomy  on  the  living  child  is  justifiable 
under  the  following  conditions : 

1.  When  the  mother  is  septic.  Where  repeated 
examinations  and  forceps  application  have  been 
made,  the  mortality  of  caesarean  section  is  high, 
between  30  and  50  per  cent.  Even  the  extra- 
peritoneal section  has  a  high  maternal  and  foetal 
mortality.  Pubiotomy  is  also  contra-indicated  in 
the  presence  of  sepsis.  Where  the  child  can  not  be 
delivered  through  the  natural  passages  and  the 
suprapubic  operation  is  contra-indicated,  crani- 
otomy is  the  only  possible  solution. 

2.  When  the  child  is  feeble  and  not  likely  to 
live  under  any  conditions.     It  is  admitted  that  this 
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is  a  difficult  point  to  determine.  The  condition  is 
believed  to  exist  in  cases  where  there  has  been  un- 
due cranial  compression  from  forceps,  in  impacted 
head,  brow  presentation  and  face  presentation  with 
the  chin  posterior,  and  sometimes  in  persistent 
occipitoposterior  position,  and  arrested  head  after 
version. 

3.  When  the  foetus  is  a  monster  or  so  badly  de- 
fective as  to  make  its  future  existence  problematic. 

4.  When  from  the  necessities  of  the  case  the 
choice  must  be  made  between  craniotomy  and  the 
major  obstetric  operation  in  unskilled  hands. 

When  the  cases  from  the  beginning  of  pregnancy 
have  been  in  the  hands  of  a  skilled  obstetrician  only 
rarely  will  it  be  necessary  to  resort  to  craniotomy, 
as  the  proper  obstetric  procedure  will  have  been 
adopted  long  before  the  onset  of  exhaustion  or 
sepsis.  D.  H.  Boyd. 

Skeel,  A.  J.:    Anaesthesia  in  Obstetrics.    Ohio  St. 
M.J.,  1915,  xi,  372. 

Methods  and  routes  used  to  produce  obstetric 
analgesia  or  anaesthesia  may  be  divided  for  practical 
consideration  into  three  groups: 

1.  By  the  alimentary  tract — mouth  or  rectum. 

2.  By  hypodermic  injection — local  anaesthesia, 
spinal  anaesthesia,  or  systemic  effects. 

3.  By  inhalation — anaesthesia  or  analgesia. 
Under  the  first  division  chloral  and  bromides  are 

mentioned.  The  author  believes  they  are  best 
used  only  in  the  first  stage  of  labor,  particularly  in 
cases  of  tense  cervix. 

In  the  second  group  he  discusses  the  various 
opium  derivatives  and  advises  their  use  only  in  the 
very  first  part  of  the  first  stage  of  labor. 

In  the  third  group  ether,  chloroform,  and  ni- 
trous-oxide-oxygen are  the  drugs  used.  At  St. 
Luke's  Hospital  nitrous-oxide  analgesia  was  used 
in  52  cases;  of  these  30  were  under  his  personal 
care.     He  describes  his  procedure  for  relief  of  pain. 

A  careful  selection  of  cases  is  made  according  to 
sensitiveness  to  pain,  condition  of  the  cervix,  and 
whether  primipara  or  multipara.  Morphine, 
•j^  gr.  by  hypodermic,  sometimes  accompanied  by 
scopolamine  and  sometimes  not,  is  given  or  with- 
held according  to  these  indications.  Chloral 
hydrate  is  occasionally  used  when  on  account  of  in- 
dividual idiosyncrasy  morphine  is  contra-indicated. 
When  the  cervix  is  completely  dilated  and  usually 
after  the  largest  circumference  of  the  head  has 
passed  the  brim,  nitrous-oxide  analgesia  is  begun. 
From  30  to  60  gallons  of  nitrous  oxide  per  hour  and 
15  to  20  gallons  of  oxygen  is  the  usual  quantity 
necessary  to  secure  analgesia  and  insure  freedom 
from  cyanosis.  The  patient  should  not  lose  con- 
sciousness at  all,  being  able  to  respond  to  the 
accoucher's  directions  to  bear  down  or  stop  when 
desired.  W.  D.  Phillips. 

Lynch,  F.  W.:    Nitrous  Oxide  Gas  Analgesia  in 
Obstetrics.    J.  Am.  M.  Ass.,  1915,  Ixiv,  813. 

The  author  has  used  the  method  for  more  than 
one  hour  in  34  cases.     Analgesia  has  been  main- 


tained from  the  latter  part  of  the  first  stage,  or 
from  the  time  when  the  pains  became  severe,  and 
all  the  patients  have  stated  that  pain  was  negligible 
and  practically  nil.  There  were  25  primiparae 
and  9  multiparae  in  the  series.  Analgesia  was  con- 
tinued in  34  cases  more  than  one  hour;  in  32  cases 
more  than  two  hours;  in  12  cases  more  than  three 
hours;  in  4  cases  more  than  four  hours;  and  in  i 
case  more  than  six  hours.  Three  labors  were  term- 
inated with  forceps  with  the  gas  carried  to  the 
surgical  degree.  They  were  all  three  primiparae, 
one  of  39  years,  one  of  35,  and  one  of  25,  in  whom 
there  was  transverse  arrest  of  the  head.  There 
was  no  case  of  inertia,  post-partum  haemorrhage,  or 
shock. 

Hitherto  the  author  has  started  the  treatment 
when  the  pains  became  severe  enough  to  occasion 
complaint.  Pure  nitrous  oxide  gas  is  turned  on  full 
at  the  beginning  of  the  pain  and  the  patient  is  told 
to  breathe  deeply,  but  rapidly,  through  the  nose. 
Five  or  six  respirations  suffice  to  produce  analgesia, 
even  in  the  presence  of  the  uterine  contraction. 
The  nose-piece  is  then  placed  over  the  mouth;  the 
patient  is  instructed  to  breathe  through  the  mouth, 
and  analgesia  is  maintained  by  admixing  oxygen 
with  the  gas  until  the  pain  ceases.  This  process  is 
repeated  with  each  pain.  The  percentage  of  oxygen 
ranges  from  nothing  to  10  per  cent.  It  is  more 
difficult  to  maintain  analgesia  with  the  mouth-piece 
without  wasting  gas,  since  the  depth  of  anaesthesia 
is  more  difficult  to  control.  Oxygen  must  be 
used  more  freely.  When  the  head  distends  the 
perineum,  the  anaesthesia  is  carried  to  the  surgical 
degree  and  the  color  of  the  patient  is  controlled  with 
oxygen.  Separate  tanks  of  gas  and  oxygen  are 
best  and  cheapest.  Their  small  size  admits  of  easy 
transportation.  Separate  tanks  permit  variation 
in  the  amount  of  oxygen  used.  With  these  small 
tanks  the  method  costs  from  $4.00  to  S5.00  per 
hour,  varying  with  the  duration  and  frequency  of 
the  pains  and  the  skill  of  the  operator. 

The  author  is  of  the  belief  that  this  will  make  the 
use  of  scopolamine-morphine  unnecessary  in  the 
treatment  of  private  cases.  Its  ease  of  adminis- 
tration and  freedom  from  danger  speak  volumes  for 
its  popularity.  The  technique  is  not  complicated, 
and,  unlike  the  Freiburg  method,  it  is  adapted  for 
use  in  the  private  home  and  is  devoid  of  its  many 
dangers,  Edward  L.  Cornell. 

Breitstein,  L.  I.:  Morphine-Scopolamine  Anaes- 
thesia in  Obstetrics.  Calif.  St.  J.  Med.,  1915, 
xiii,  2x5. 

Breitstein  gives  a  report  of  the  results  he  obtained 
by  the  use  of  morphine  and  scopolamine  in  14 
cases  and  reviews  a  discussion  by  Wakefield  in 
which  he  cites  the  results  he  obtained  in  28  cases 
treated  by  the  same  method. 

The  essentials  for  success  are:  (i)  Emotional  and 
psychic  disturbances  prior  to  operation  must  be 
reduced  to  a  minimum.  (2)  By  the  use  of  a  suitable 
anaesthetic  pain  and  fright  must  be  entirely  banished 
at  the  time  of  operation. 


OBSTETRICS 


431 


When  labor  has  once  set  in  the  author  gives 
narcophinc  0.03  gm.  and  scopolamine  0.00045  gm. 
and  repeats  the  scopolamine  again  in  three-quarters 
of  an  hour.  He  gives  no  more  narcophine  and 
scopolamine,  except  when  the  memory  test  indicates 
that  its  administration  is  necessary.  Thus  the 
average  case  requires  only  five  or  seven  injec- 
tions. 

He  conducts  his  case  as  if  the  drug  were  not  given 
and  when  the  head  distends  the  vulva  he  usually 
gives  a  few  whiffs  of  ether  in  order  to  control  the 
straining  of  the  patient  and  so  the  added  pain  will 
not  awaken  her. 

None  of  the  author's  patients  developed  any  ab- 
normalities during  the  puerperium.  Eight  cases 
were  primiparae.  Nine  cases  were  entirely  suc- 
cessful, three  partially  successful,  and  two  were 
failures. 

One  failure  was  due  to  the  fact  that  the  patient 
was  in  the  second  stage  when  treatment  was  started, 
and  the  other  was  a  neurotic  patient  who  was 
excited  by  the  drug  instead  of  being  quieted. 

There  were  no  foetal  deaths;  7  of  the  babies  cried 
spontaneously  at  birth;  3  were  drowsy  but  needed 
no  artificial  resuscitation ;  2  were  asphyxiated  — ■ 
one  of  the  latter  recovered  in  five  minutes  and  the 
other  in  fifteen  minutes.  This  last  case  was  a  right 
occipitoposterior  position  in  which  a  mid-high 
forceps  application  was  used  with  the  Scanzoni 
technique,  under  ether  anaesthesia. 

The  average  duration  of  labor  in  primiparae  was 
eighteen  hours,  under  the  drug  ten  hours;  in  multi- 
parae  fourteen  hours,  under  the  drug  seven  hours. 
There  were  3  forceps  cases;  i  mid-high  and  2  low 
with  the  head  on  the  perineum.  The  author  sug- 
gests that  in  the  future  pituitrin  be  used  instead  of 
low  forceps.  Eugene  Gary. 

PUERPERIUM  AND  ITS  COMPLICATIONS 

BoUag,  K.:  Spontaneous  Endogenous  Puerperal 
Infection  (Zur  Frage  der  unverschuldeten  endo- 
genen  puerperalen  Spontaninf ektion) .  Monatschr. 
f.  Geburtsh.  u.Gynak.,  1915,  xli,  474. 

There  has  been  much  discussion  as  to  whether 
autogenous  infection  of  parturients  is  possible. 
Naturally  it  is  difficult  to  get  decisive  evidence  on 
the  subject,  but  Bollag  reports  the  case  of  a  healthy 
woman  of  35  who  was  spontaneously  delivered  of  a 
normal  child  at  term.  No  internal  examination  had 
been  made.  Fever  developed  on  the  fourth  day  and 
the  woman  died  a  month  later  of  streptococcic 
sepsis.  The  most  careful  examination  was  made, 
but  no  focus  was  found  from  which  the  streptococci 
could  have  invaded  the  genital  tract.  The  primary 
trouble  was  doubtless  streptococcic  thrombosis  of 
the  internal  genital  organs.  This  is  the  first  time 
in  23,516  deliveries  that  there  has  been  an  undoubted 
case  of  endogenous  puerperal  infection,  but  it  is 
sufficient  to  prove  that  there  is  such  a  thing  as 
spontaneous  puerperal  infection  causing  death, 
though  it  is,  fortunately,  very  rare.  A.  Goss. 


Jones,  W.  C. :  Reports  of  Two  Cases  of  Post-Partum 
Inversion  of  tiie  Uterus;  Discussion  of  the 
Pathogenesis  of  Obstetrical  Inversion.  Chicago 
M.  Rec,  1915,  xxxvii,  348. 

The  author  reports  two  cases  of  post-partum  in- 
version of  the  uterus  in  primiparae,  resulting  in  the 
death  of  both  patients.  In  consideration  of  these 
cases  and  a  review  of  the  literature  he  offers  the 
following  conclusions: 

1.  A  predisposing  cause  of  obstetric  inversion  is 
uterine  inertia.  The  two  chief  exciting  causes  are 
funic  traction  and  fundal  pressure. 

2.  More  than  half  of  all  obstetric  inversions  are 
spontaneous. 

3.  Most,  if  not  all,  inversions  begin  at  the  fundus. 

4.  Reduction  of  obstetric  inversion  usually  is 
accomplished  most  easily  by  beginning  at  the 
cervix.  If  the  uterus  is  firmly  contracted  it  is 
safer  to  delay  reduction  for  a  few  hours  on  account 
of  shock;  but  if  relaxation  is  marked,  immediate 
reposition  is  indicated. 

5.  In  certain  cases  of  inversion  in  which  the 
cervix  ascends  high  into  the  abdomen  care  must 
be  taken  not  to  mistake  the  cervix  for  the  fundus. 

6.  The  placenta  favors  inversion  by  causing  less 
marked  mural  hypertrophy  in  the  area  of  placental 
implantation,  by  traction  due  to  its  mere  weight, 
by  adherence  caused  through  uterine  relaxation, 
and  by  its  location — the  nearer  it  is  to  the  fundus 
the  more  likely  it  is  to  cause  inversion. 

7.  Primiparae  are  predisposed  to  inversion  more 
than  multiparae,  chiefly  on  account  of  the  higher 
insertion  of  the  placenta  in  the  former.  The  great 
vigor  of  the  uterine  muscle  in  the  first  labor  may 
also  be  a  factor  in  favoring  automatic  inversion. 

W.  D.  Phillips. 

MISCELLANEOUS 

Kolmer,  J.  A.,  and  Williams,  P.  F.:  Serum  Studies 
in  Pregnancy.  Am.  J.  Obst.,  N.  Y.,  1915,  Ixxi, 
899. 

The  authors  summarize  their  experiments  as 
follows : 

1.  A  placentin.  No.  i,  prepared  by  concentration 
of  expressed  placental  juice,  preserved  with  i  per 
cent  glycerine  and  0.5  per  cent  tricresol,  injected 
intracutaneously  yielded  skin  reactions  characterized 
by  erythema,  infiltration,  and  pain  in  87  per  cent  of 
pregnant  and  recently  delivered  women,  and  in  66 
per  cent  of  women  who  had  borne  children,  but  who 
were  not  pregnant  at  the  time  these  tests  were  made. 
This  extract  also  caused  20  per  cent  of  the  men  to 
react  slightly. 

2.  When  diluted  1:10  with  normal  salt  solution 
this  extract  yielded  80  per  cent  positive  reactions 
among  pregnant  or  recently  delivered  women,  and 
50  per  cent  positive  among  women  who  had  borne 
children. 

3.  A  placentin.  No.  4,  prepared  in  the  same  man- 
ner as  the  first  extract  except  that  glycerine  was  not 
used  in  its  preparation  or  preservation,   yielded 
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40  per  cent  positive  reactions  among  pregnant  or 
recently  delivered  women,  and  14  per  cent  positive 
reactions  among  women  who  had  borne  children. 
It  is  probable  that  glycerine  itself  acts  as  an  irritant, 
especially  in  the  hypersensitive  skin  of  the  pregnant 
woman. 

4.  A  placentin,  No.  2,  prepared  from  the  residue 
resulting  from  the  concentration  of  expressed  pla- 
cental juice,  yielded  55  per  cent  positive  reactions 
among  women  who  were  pregnant  or  recently  de- 
livered. This  placentin  produced  slightly  positive 
results  in  20  per  cent  of  the  men  tested. 

5.  A  glycerine  extract  of  placentin,  No.  5,  upon 
cutaneous  inoculation  yielded  50  per  cent  positive 
reactions  among  pregnant  and  recently  pregnant 
women.  Of  several  multiparous  and  nulliparous 
women  tested,  all  reacted  negatively. 

6.  Extracts  of  human  male  and  female  kidney 
(nephrins),  prepared  in  the  same  manner  as  the 
placentins,  produced  a  number  of  positive  reactions 
among  pregnant,  puerperal,  multiparous,  and 
nulliparous  women.  The  most  marked  reactions 
were  observed  with  the  extract  of  human  female 
kidney. 

7.  The  intracutaneous  injection  of  a  i  per  cent 
solution  of  a  placental  peptone  did  not  produce 
reactions  among  pregnant  and  recently  delivered 
women. 

From  their  experiments  the  authors  believe  that 
during  pregnancy  there  is  an  increase  of  a  general 
proteolytic  ferment  rather  than  the  production  of  a 
ferment  specific  for  placental  protein  alone.  At 
present  it  may  be  stated  that  these  "ferments"  have 
several  of  the  characters  of  amboceptors  and  their 
lack  of  specificity  is  comparable  to  the  lack  of 
specificity  of  cytotoxins  in  general.  The  authors 
do  not  believe  at  present  that  the  skin  reaction 
possesses  a  practical  value  in  diagnosis,  certainly 
not  among  women  who  have  borne  children. 

C.  H.  Davis. 

Irving,  F.  C:    The  Tarnier  Axis  Traction  Rods 
Applied   to   the  Simpson   Obstetric  Forceps. 

Surg.,  Gynec.  6^  Obst.,  1915,  xx,  734. 

The  instrument  described  is  the  long  Simpson 
forceps  armed  with  a  detachable  traction  device 
based  on  that  of  Tarnier,  having  a  generous  perineal 
curve  and  three  swivel  joints. 

Two  flat  traction  rods  are  carried  on  the  under 
surface  of  the  shanks  of  the  forceps  and  are  held  in 
place  by  knob-headed  retaining  pins.  If  the  op- 
erator wishes  to  apply  axis  traction  he  releases  the 
rods  by  gentle  pressure  upon  the  heads  of  the  pins 
and  inserts  each  one  into  the  outer  side  of  each  arm 
of  a  Y-shaped  traction  attachment,  which  is  slotted 
to  receive  it.  Each  traction  rod  carries  on  its  inner 
edge  two  tenons,  which  fit  into  two  corresponding 
mortises  on  the  outer  aspect  of  the  Y-shaped  at- 
tachment. These  rods  are  held  in  place  by  sliding 
collars.  At  the  outer  end  of  the  Y-shaped  attach- 
ment is  the  conventional  drop-handle  and  swivel 
joints  of  Tarnier. 


Bacon,  G.  S.:    Infant  Mortality  Due  to  Labor. 

/.  Am.  M.  Ass.,  1915,  Ixiv,  2048. 

One  of  the  important  phases  of  this  subject  is  an 
obstetric  problem.  Infant  mortality  during  labor 
and  due  chiefly  to  labor  is  very  high.  The  accidents 
of  labor  which  destroy  the  foetus,  causing  stillbirth, 
or  those  which  injure  it  so  that  the  infant  dies 
shortly  after  birth,  are  many.  A  study  of  these 
accidents  involves  a  review  of  many  obstetric  prob- 
lems. The  most  important  questions  of  dystocia 
are  discussed  in  a  way  that  should  lead  to  valuable 
suggestions  for  practice. 

The  following  figures  show  approximately  the 
number  of  deaths  each  year  due  to  labor:  for  the 
United  States,  65,000  stillbirths  and  15,000  deaths 
subsequent  to  birth,  or  80,000;  in  Illinois  5,000 
and  in  Chicago  2,000.  This  gives  a  foetal  mortality 
due  to  labor  of  2,}^  per  cent. 

The  following  table  expresses  the  approximate 
infant  mortality  from  the  causes  given: 

Percent 

Malpresentation 30 

Forceps  operations 30 

Miscellaneous  causes,  including  placenta  prsevia,  ablatio  pla- 
centa, ruptured  uterus,  toxaemia,  etc 15 

Pathologic  uterine  contractions 2$ 

The  author  calls  special  attention  to  the  last 
cause  and  attempts  to  justify  ascribing  so  much 
importance  to  it.  The  danger  of  abnormal  uterine 
contractions  is  not,  as  a  rule,  sufficiently  recognized. 
Before  labor  begins,  the  oxygenation  of  the  foetal 
blood  occurs  in  the  placenta.  A  continuous  and 
abundant  circulation  of  the  maternal  blood  fur- 
nishes the  oxygen  and  removes  the  waste  from  the 
foetal  blood.  When  the  uterine  contractions  begin, 
the  maternal  circulation  is  disturbed.  So  long  as 
the  contractions  last  only  a  short  time  and  are 
separated  by  considerable  intervals  of  relaxation 
there  is  no  appreciable  disturbance  to  the  foetus. 
The  main  index  of  the  foetal  condition  is  its  circula- 
tion, or  heart-tones.  The  frequence  of  the  heart- 
tones  changes  but  little  or  not  at  all  during  the  early 
contractions  of  labor.  When  the  contractions  last 
longer  and  occur  more  frequently,  there  is  more  dis- 
turbance in  the  placental  circulation  and  more 
derangement  in  the  foetal  circulation  If  the  con- 
tractions last  more  than  one  and  one-half  minutes, 
and  if  the  intervals  between  contractions  are  short- 
er than  the  contractions  themselves,  the  condition 
is  pathologic  and  dangerous.  If  the  contractions 
become  more  frequent  and  prolonged  so  that  there 
is  hardly  any  interval,  there  arises  a  condition 
called  tetany  uteri,  which  almost  always  results  in 
foetal  death. 

Such  excessive  contractions  may  occur  in  labor, 
but  they  generally  come  on  later.  They  are  often 
the  reaction  of  the  uterus  to  obstacles  to  delivery 
and  so  occur  in  contracted  pelves,  bad  presentations, 
etc.     They  are  excited  by  operative  interference. 

The  management  of  excessive  contractions  to 
prevent  foetal  death  is  to  control  the  contractions. 
The  best  means  is  the  hypodermic  injection  of 
morphine,   and   anaesthesia.     One-fourth   grain  of 
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morphine  is  generally  sullicient  in  the  first  stage 
of  labor.  If  necessary,  this  dose  could  be  repeated, 
for  at  this  time  there  is  little  danger  of  morphine 
affecting  the  child.  In  the  second  stage,  ether 
may  well  be  combined  with  morphine  or  substituted 
for  it.  Should  the  obstacle  to  delivery  that  excites 
the  excessive  uterine  contractions  be  at  the  obstet- 
ric outlet,  that  is,  should  the  head  be  on  the  peri- 
neum and  held  back  by  a  tense,  unyielding  vulvar 
ring,  episiotomy  should  be  done.  If  the  head  is 
not  at  the  vulva  but  down  in  the  pelvis  and  the 
cervix  is  well  dilated,  and  if,  in  spite  of  morphine  and 
anaesthesia,  the  danger  to  the  child  is  great,  forceps 
may  be  applied.  As  a  rule,  however,  forceps  will  in- 
crease the  danger  of  foetal  asphyxiation  and  should 
not  be  used  unless  an  easy  and  quick  extraction  is 
possible.  Edward  L.  Cornell. 

Robertson,  T.  B.:  The  Fortuitous  Origin  of  De- 
partures from  the  Normal  Period  of  Gestation 
in  Man.     Am.  J.  Obsi.,  N.  Y.,  1915,  Ixxi,  916. 

After  a  technical  discussion  of  his  investigations, 
Robertson  gives  the  following  summary: 

From  a  statistical  investigation  of  511  normal 
confinements  of  South  Australian  females,  compris- 
ing 247  confinements  yielding  male  infants  and  264 
confinements  yielding  female  infants,  the  conclusions 
are  as  follows: 

1.  The  mean  length  of  periods  of  gestation  yield- 
ing males  is  282.5  days  with  a  probable  error  of 
-I-0.55  days  and  a  variability  of  4.47  per  cent. 

2.  The  mean  length  of  periods  of  gestation  yield- 
ing females  is  284.5  days  with  a  probable  error  of 
-H0.57  days  and  a  variability  of  4.85  per  cent. 

3.  The  probabilities  of  the  truth  of  the  conclusion, 
based  upon  the  above  estimates,  that  the  periods  of 
gestation  yielding  females  are  longer  than  those 
yielding  males,  are  142  to  i. 

4.  There  is  only  one  period,  the  "normal" 
period,  at  which  the  percentage  of  infants  delivered 
by  normal  mothers  attains  a  maximum.  Sub- 
sequently to  a  very  early  period  in  the  development 
of  the  foetus,  there  is  no  evidence  of  a  critical  period 
in  the  intra-uterine  growth  of  man  such  as  occurs  in 
the  intra-uterine  growth  of  guinea  pigs. 

5.  The  deviation  of  normal  periods  from  the  mean 
are  fortuitous  in  origin. 

6.  The  chances  are  a  million  to  one  against  a 
male  child  being  delivered  at  the  termination  of  an 
otherwise  normal  pregnancy  before  224  days  or  of  a 
female  child  before  222  days  after  the  onset  of  the 
last  menstruation.  Hence  all  seven-month  children 
(210  days)  may  legitimately  be  regarded  as  the 
fruit  of  pathological  pregnancies. 

7.  The  length  of  the  period  of  gestation  is  very 
much  less  variable  in  normal  females,  than  the 
weight  of  the  infant  which  is  delivered.     From  this 


fact  it  is  inferred  that  the  length  of  the  period  of 
gestation  in  normal  females  is  primarily  determined, 
not  by  the  foetal  development,  but  by  a  maternal 
cycle  of  events  which  is  to  a  considerable  extent 
independent  of  the  stage  of  development  attained 
by  the  foetus.  C.  H.  Davis. 

Stroud,  J.  B.:  Some  Unusual  Cases  of  Obstetrics. 

Lancct-Clin.,  1915,  cxiii,  688. 

Stroud  records  the  following  cases  of  obstetric 
abnormalities: 

1.  The  first  case  was  post-partum  haemorrhage 
in  a  woman  who  was  confined  at  6:30  p.  m.  and  was 
found  at  8:30  p.  m.  unconscious,  pulseless,  the 
bedding  soaked  with  blood,  Pituitrin  was  admin- 
istered, the  uterus  emptied  of  blood-clots,  and 
forced  contraction  administered  bimanually.  After 
being  given  40  drops  of  fluid  extract  of  ergot,  the 
patient  recovered. 

2.  The  second  was  a  case  of  complete  placenta 
praevia,  in  a  woman  eight  months  pregnant,  who  had 
had  haemorrhage  for  two  months.  The  cervix 
was  dilated  sufficiently  to  admit  two  fingers.  The 
placenta  presenting  no  margins,  the  fingers  were 
forced  through  releasing  the  fluid;  the  head  plug- 
ging the  opening  stopped  the  haemorrhage.  The 
child  was  stillborn.  The  mother's  recovery  was 
uneventful. 

3.  Two  cases  of  marginal  placenta  praevia  were 
brought  to  a  climax  at  the  seventh  month.  Both 
cases  had  been  having  haemorrhage  for  two  weeks 
and  had  sudden  terrific  haemorrhages,  the  cervix 
not  being  dilated.  They  were  delivered  under 
anaesthesia;  both  did  well. 

4.  Two  cases  of  face  presentation  were  delivered 
uneventfully. 

5.  This  case  was  a  monstrosity  born  to  a  IV-para. 
There  was  foot  presentation,  and  the  pains  were 
good.  Traction  was  made  and  forceps  applied  to 
the  hips  to  no  avail.  Version  was  done,  but  de- 
livery was  impossible.  A  diagnosis  was  made  of 
infantile  ascites,  and  the  abdomen  was  punctured 
and  a  gallon  of  fluid  drawn  off.  A  stillborn  child 
was  delivered  in  two  minutes.  Its  arms  and  legs 
were  short;  it  had  no  joints  at  the  elbows  and  knees; 
it  had  six  fingers  and  toes  one-fourth  inch  long;  its 
sexual  organs  were  poorly  developed;  it  had  a  cleft 
palate.     The  mother's  recovery  was  uneventful. 

6.  In  a  case  of  eclampsia  version  was  attempted, 
the  hand  and  cord  obstructing  delivery.  The  child 
was  stillborn,  the  mother  recovered. 

7.  A  girl  of  14  had  headache  and  repeated  con- 
vulsions. Chloroform  was  administered  and  a 
child  delivered.  Morphine  was  subsequently  used. 
The  author  uses  morphine  as  he  considers  veratrum 
viride  not  safe.  Chloral  and  bromides  are  also 
efficient.  H.  G.  Garwood. 
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ADRENAL,  KIDNEY,  AND  URETER 

Friedman,  G.  A.:  The  Influence  of  Removal  of 
the  Adrenals  and  One-Sided  Thyroidectomy 
upon  the  Gastric  and  Duodenal  Mucosa: 
the  Experimental  Production  of  Lesions, 
Erosions,  and  Acute  Ulcers.  J .  Med.  Research, 
1915,  xxxii,  287. 

The  scope  of  this  work  consisted  of  the  following 
experiments: 

1.  Extirpation  of  the  adrenals  in  rabbits  and  in 
dogs. 

2.  Extirpation  of  the  adrenal  on  one  side  and 
removal  of  a  thyroid  lobe  on  the  same  side  or  the 
opposite  (in  one  sitting)  in  rabbits. 

3.  One-sided  thyroidectomy  in  rabbits  and  dogs. 

4.  Repeated  intravenous  injections  of  com- 
mercial thyroid  gland. 

The  results  of  the  experiments  presented  in  this 
communication,  and  in  a  previous  one  (abstracted 
in  a  former  issue)  may  be  summed  up  as  follows: 

1.  Adrenal  hypof unction  causes  lesions  in  the 
stomach  in  rabbits  and  dogs. 

2.  An  excess  of  thyroid  gland,  as  produced  by 
repeated  intravenous  injections,  was  probably  re- 
sponsible for  the  gastric  lesions  of  two  dogs  and  of 
one  rabbit  of  four  animals  experimented  upon. 

3.  Thyroid  hypof  unction  caused  the  appearance 
of  duodenal  lesions  in  five  animals  out  of  six. 

4.  An  excess  of  adrenalin,  produced  by  repeated 
injections  of  the  drug,  led  to  the  appearance  of 
lesions  in  the  duodenum  of  dogs. 

5.  The  simultaneous  production  of  adrenal  and 
thyroid  hypofunction  did  not  lead  to  any  lesions 
in  the  stomach,  nor  in  the  duodenum  in  rabbits. 

6.  When  after  removal  of  one  adrenal  the  other 
became  hypertrophied,  lesions  were  seen  in  both 
viscera  of  three  rabbits  and  in  the  duodenum  of  one. 

From  the  author's  experiments  it  seems  probable 
that  gastric  lesions  might  be  dependent  upon 
adrenal  insufficiency  as  well  as  upon  an  excess  of 
thyroid  gland;  duodenal  lesions  on  the  contrary 
upon  thyroid  hypofunction  as  well  as  upon  excess 
of  adrenalin.  Gastric  and  duodenal  lesions  might 
be  dependent  upon  the  alternating  effect  of  adrenal 
hypo-  and  hyperfunction.  George  E.  Beilby. 

O'Farrell,  T.  T.:  Adenocarcinoma  (Mesothelioma) 
of  the  Kidney.     Med.  Press  b' Cite,  1915,  el,  614. 

The  author  reports  a  tumor  of  the  kidney  with 
the  above  diagnosis,  the  patient  being  a  girl  6  years 
of  age.  He  reviews  the  factors  to  be  considered 
in  arriving  at  a  diagnosis  of  kidney  tumor,  and 
Adami's  classification  of  tumors  is  given  in  tabular 
form,  a  special  description  being  given  of  two  groups, 
teratoblastoma  and  mesothelial  blastoma. 


The  tumor  reported  is  a  member  of  the  latter 
group,  as  its  cells  all  conform  to  a  single  type. 
While  the  microscopic  appearance  suggests  the 
diagnosis  "adenocarcinoma,"  mesothelioma  is  the 
better  term,  since  the  tumor  springs  from  the  meso- 
blastic  tissues  of  the  kidney,  and  such  tumors,  as 
pointed  out  by  Adami,  often  have  cells  of  an  em- 
bryonic appearance,  which  when  of  slow  growth 
simulate  epithelial  cells  with  an  acinous  arrange- 
ment; when  the  growth  is  more  rapid  the  appear- 
ance is  that  of  sarcoma.  S.  W.  Moorhead. 

Gopeland,  E.  P.:    Cases  of  Pyelitis  in  the  Young. 

Virg.  M.  Semi-Monlh.,  1915,  xx,  140. 

The  author  states  that  the  recognition  of  this 
disease  requires  no  special  astuteness  on  the  part 
of  the  physician,  and  he  urges  that  the  examination 
of  the  urine  be  made  a  part  of  the  routine  examina- 
tion of  every  patient  with  fever,  if  not  indeed  with 
every  patient.  No  doubt  the  difficulty  of  securing 
the  necessary  specimen,  especially  in  the  female,  in 
which  sex  the  vast  majority  of  cases  occur,  has  much 
to  do  with  the  omission  of  the  most  important  part 
of  the  investigation.  He  cites  3  cases.  The  first 
case,  a  white  female,  aged  one  year,  seems  to  have 
been  an  extension  of  infection  from  the  vulva.  The 
second  case,  a  white  female,  aged  19  months,  was 
due  to  an  extension  from  the  discharges  incident  to 
a  gastro-intestinal  attack.  The  third  case,  a  white 
female,  aged  4  years,  was  probably  a  direct  infection 
from  the  intestine  in  a  child  with  greatly  lowered 
resistance. 

A  catheterized  specimen  in  all  cases  showed  count- 
less pus-cells  in  the  urine.  In  the  treatment  of 
these  cases  no  attempt  was  made  to  urge  food  upon 
them.  They  were  kept  at  absolute  rest  in  bed  and, 
with  the  exception  of  being  given  water  when  poss- 
ible and  the  necessary  medicine,  they  were  left  alone. 
The  medication  consisted  in  the  use  of  potassium 
acetate,  30  grains  daily,  continued  over  a  period  of 
48  hours,  hexamethylenamine,  20  grains  a  day, 
over  the  same  period,  and  a  repetition  of  the  cycles 
until  the  clinical  symptons  disappeared. 

C.  R.  O'Crowxey. 

Watson,  J.  H.:  Ureteral  Stone,  with  Special  Refer- 
ence to  Those  in  the  Pelvic  Ureter.    Brit.  M.  J., 
1915,  i,  993- 
Watson    recommends    for    the    recognition    of 
ureteral  calculi  a  routine  examination,  utilizing  the 
simpler  methods  first,  consisting  consecutively  of 
(i)  history,  (2)  general  examination,  (3)  examina- 
tion of  the  urine,  (4)  radiography,  (5)  cystoscopy. 
Interesting  in  this  connection  is  the  author's  state- 
ment that  ureteral  catheterization  with  wax-tipped 
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bougies  is  a  questionable  refinement  which  is  only 
available  in  women.  By  carrying  out  the  examina- 
tion in  this  sequence  many  complicated  conditions 
which  formerly  were  only  suspected  may  be  cleared 
up  so  that  by  the  time  the  patient  arrives  in  the 
operating  theater,  the  surgeon  has  every  detail  at 
his  disposal  whereby  he  can  arrange  his  operation 
with  every  prospect  of  success. 

The  general  effects  of  ureteral  calculi  may  be  due 
to  (i)  mechanical  obstruction,  (2)  infection  (pyelitis, 
pyelonephritis,  pyonephrosis),  (3)  secondary  effects 
on  the  nervous  system,  (4)  local  effects  on  the  ureter 
(mechanical  and  inflammatory). 

The  similarity  of  the  referred  pain  in  stone  of  the 
ureter  to  the  predominant  symptom  of  stone  in  the 
bladder  can  be  explained  on  the  basis  of  the  nerve 
supply  of  the  ureter  which  is  chiefly  composed  of  an 
anastomosis  of  sympathetic  fibers  in  the  outer  and 
muscular  coats  of  the  ureter  and  which  is  derived 
from  various  plexus  lying  in  relation  to  it.  The 
nerves  reaching  the  ureter  come  from  the  last  dorsal, 
upper  lumbar,  and  sacral  segments  via  these  plexus. 
Strong  afferent  impulse  to  the  cord  will  set  in  play, 
by  over-stimulation,  one  or  other  nerves  of  the  lum- 
bar or  sacral  plexus,  according  to  the  segment  most 
involved,  bringing  about  a  visceromotor  and  viscero- 
sensory reflex,  resulting  in  increased  muscular 
rigidity  and  painful  sensibility  to  the  referred  area. 

In  a  similar  manner  can  be  explained  the  pain  at 
the  end  of  the  penis  in  the  presence  of  ureteral  stone, 
since  the  constitution  of  the  vesical  plexus  is  re- 
sponsible for  the  innervation  of  the  lower  ureter. 
The  vesical  plexus  is  formed  by  nerve-fibers  from 
the  upper  lumbar  segments  via  the  hypogastric 
plexus  and  from  the  upper  sacral  segments  via  the 
pelvic  plexus,  which  are  intercommunicating.  By 
intense  stimulation  of  the  visceral  nerves,  due  to 
ureteric  contractions,  an  irritable  focus  is  produced 
in  the  cord,  involving  especially  the  part  from  which 
the  dorsal  nerve  of  the  penis  originates;  namely,  the 
second  and  third  sacral  and  causing  a  true  viscero- 
sensory reflex. 

Regarding  the  operative  treatment  of  ureteral 
calculi  Watson  emphasizes  the  difficulty  of  the 
surgery  of  the  lower  ureter,  citing  two  observations 
of  his  own,  and  recommends  for  this  class  of  cases 
the  routine  employment  of  less  hazardous  pro- 
cedures, as  presented  by  the  operative  cystoscope. 

M.  Krotoszyner. 

BLADDER,  URETHRA,  AND  PENIS 

Blackburn,  A,  E.,  and  Cook,  W.  W.:  Fracture  of 
the  Pelvis,  with  Extraperitoneal  Rupture  of  the 
Bladder.    Lancet,  Lend.,  1915,  clxxxviii,  1132. 

The  authors  report  a  unique,  interesting,  and 
instructive  case  of  pelvic  fracture  with  accompany- 
ing bladder  injury. 

The  injury  came  from  an  unaccountably  slight 
injury,  the  man,  a  horse-dealer,  leaping  astride  a 
horse  bareback,  in  no  way  different  from  his  usual 
custom.     There  was  no  jar  or  jolt.     Immediately 


he  became  disabled  and  examination  showed  a 
fracture  and  accompanying  separation  in  the  ramus 
of  the  left  pubic  bone  more  than  six  inches  in 
width.  The  bladder  was  torn  extraperitoneally 
sufficiently  to  admit  the  entire  hand.  No  suturing 
of  the  bladder  was  attempted,  and  in  the  end  re- 
covery was  complete  in  every  way,  apparently  the 
bladder  function  being  normal.  A  Trendelenburg 
splint  was  used  to  bring  the  broken  bones  together, 
this  means  having  recently  been  suggested  by  some 
French  genito-urinary  surgeon.  Immediately  on 
reduction  by  this  means  all  the  severe  subjective 
symptoms  became  minimized.  The  slight  force, 
the  extensive  damage,  permitting  the  bladder  to  go 
without  suturing,  and  excellent  results,  surely  make 
an  unusual  combination.  F.  R.  Charlton. 

Barnett,  G.  E.:  An  Unusual  Bladder  Tumor  (Car- 
cinoma).     Urol.  ^Cutan.  Rev.,  1915,  xix,  321. 

Barnett  reports  the  case  of  a  woman,  56  years 
old,  who  was  troubled  with  haematuria  and  distress- 
ing pain  in  the  bladder.  She  weighed  200  pounds 
and  was  intensely  nervous.  Her  trouble  began 
five  months  previous  to  the  time  Barnett  saw  her. 
Her  history  revealed  nothing  striking.  Cystoscopy 
showed  a  bladder  growth  but  bleeding  was  so  pro- 
fuse that  no  positive  statement  could  be  made.  The 
author  was  suspicious  of  tuberculous  kidney  in  spite 
of  finding  the  vesical  tumor.  Tuberculin  skin 
reaction  was  positive. 

A  subsequent  cystoscopy  showed  the  tumor  per- 
fectly, the  size  and  shape  of  a  hulled  walnut,  directly 
behind  the  symphysis  or  occupying  edges  of  the 
roof  toward  the  left  center  on  a  line  opposite  to  the 
left  ureteric  ostium.  The  diagnosis  was  papillary 
cancer. 

At  operation,  upon  opening  the  peritoneum,  Bar- 
nett found  an  extension  of  carcinoma  through  the 
anterior  wall  of  the  uterus  directly  into  the  bladder 
and  extending  up  to  the  anterior  abdominal  parietes; 
posteriorly  there  was  an  advancement  of  the  carcino- 
ma into  a  mass  of  ileum  and  sigmoid;  laterally  the 
uterus  was  free  from  adhesion.  No  attempt  was 
made  at  removal.  H.  W.  E.  Walther. 

Schapira,  W.  S.:    Gummatous  Ulceration  of  the 
Bladder.     Am.  J.  Surg.,  1915,  xxix,  213. 

The  author  reports  an  interesting  case  of  this  con- 
dition in  a  man  46  years  old,  whose  primary  infec- 
tion was  acquired  17  years  before.  Owing  to  in- 
sufficient treatment,  skin  manifestations  having 
appeared,  in  191 2  he  received  five  injections  of 
salvarsan.  Two  years  later  he  consulted  the 
author  for  severe  cystitis,  the  urine  being  very  foul 
and  purulent  and  the  patient  in  poor  condition. 
The  Wassermann  test  was  negative.  The  author 
made  the  diagnosis  of  ulceration  and  gumma  of  the 
bladder  owing  to  the  presence  of  an  ulcerated  patch 
with  infiltrated  edges  and  ragged  base  on  the  left 
side  of  the  bladder  below  the  ureter,  smaller  ulcers 
to  the  right  of  it  and  a  white  glistening  mass  on  the 
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left.  An  intravenous  salvarsan  injection  was  given 
and  a  week  later  the  Wassermann  test  was  strongly 
positive. 

The  treatment  carried  out  was  curetting  and 
cauterization  of  the  ulcerations  with  the  operating 
cystoscope,  drainage  by  catheter  for  ten  days, 
mercurial  injections  and  inunctions  for  two  weeks, 
followed  by  potassium  iodide. 

The  symptoms  were  much  improved  at  the  end  of 
a  month  and  cystoscopic  examination  showed  no 
ulcerations  or  tumor.  A  month  later  the  Wasser- 
mann test  was  negative,  the  patient  was  in  perfect 
health  and  had  gained  15  pounds.  The  author  calls 
attention  to  the  following  points: 

1.  The  long  delayed  appearance  of  syphilitic 
ulceration  in  the  bladder  after  the  initial  lesion. 

2.  The  negative  Wassermann  reaction  turning 
to  positive  after  the  injection  of  salvarsan. 

3.  The  quick  response  to  antisyphilitic  treat- 
ment. Horace  Binney. 

GENITAL  ORGANS 

Cooke,  J.  v.:   Chorio-Epithelioma  of  the  Testicle. 

Bull.  Johns  Hopkins  Hosp.,  1915,  xxvi,  215. 

The  author  finds  46  cases  of  this  tumor  recorded, 
the  nature  of  which  was  first  recognized  by  Schal- 
genhaufer  in  1902.    He  reports  the  following  case: 

A  man  26  years  of  age,  with  negative  past  history, 
had  been  ill  for  five  days  with  cramp-like  abdominal 
pain  and  vomiting  of  brownish-red  material,  severe 
headache,  and  partial  loss  of  vision.  On  admission 
to  the  hospital  he  was  semistuporous.  There  was 
a  round,  firm  tumor  of  the  right  testis,  dull  to 
percussion  and  opaque.  There  was  also  slight 
hypertrophy  of  the  breasts.  The  stupor,  pain, 
and  vomiting  at  intervals  continued,  death  occur- 
ring the  third  day  after  entrance  to  the  hospital. 
Autopsy  showed  a  chorio-epithelioma  of  the  right 
testis  with  metastases  to  the  brain,  liver,  kidneys, 
stomach,  peritoneum,  and  thyroid.  A  study  of 
these  47  cases  brings  out  the  following  points: 

The  majority  of  cases  occurred  between  the  ages 
of  20  and  46;  the  proportion  of  involvement  of  left 
over  right  was  6  to  5;  the  duration  was  from  two 
months  to  two  and  one-half  years.  Only  one  case 
is  known  to  be  well  five  months  after  operation; 
in  17  the  results  of  the  operation  were  not  given; 
the  remainder  were  fatal.  The  symptoms  are  those 
of  a  rapidly  growing  malignant  testicular  tumor. 
In  two  cases  hypertrophy  of  the  breasts  with  secre- 
tion of  a  colostrum-like  fluid  were  noted. 

The  microscopic  character  of  the  tumor  is  its 
composition  of  large,  faintly  staining,  polygonal 
cells  of  the  Langhans  type,  and,  among  these, 
multinucleated  islands  of  syncytium  are  scattered. 
In  some  cases,  teratoblastomatous  elements  are 
found.  The  metastases  are  similar  in  structure 
to  the  original  tumor. 

The  mammary  hypertrophy  is  theoretically 
explained  by  the  presence  of  a  substance,  like  a 
placental  hormone,  occurring  in  the  tumor. 


A  considerable  portion  of  the  article  is  devoted 
to  the  various  theories  which  have  been  advanced 
to  explain  the  embryology  and  pathogenesis  of  the 
disease.  Horace  Binney. 

Asch,  J.  J.:   Acute  Gonorrhceal  Epididymitis  and 
Its  Treatment.     Am.  J.  Surg.,  1915,  xxix,  200. 

The  author  treats  acute  gonorrhceal  epididymitis 
in  the  following  way:  The  scrotum  over  the 
epididymis  is  painted  with  tincture  of  iodine.  Two 
to  6  ccm.  of  a  sterile  2  per  cent  novocaine  solution 
is  injected  into  the  inflamed  epididymis,  a  very 
fine  needle  being  used.  The  needle  is  inserted 
into  the  skin  but  once,  and  a  number  of  different 
times  into  the  epididymis.  This  produces  slight 
momentary  pain,  which  ceases  as  soon  as  the  fluid 
enters  the  epididymis.  All  pain  disappears  at  the 
end  of  a  few  hours,  and  patients  are  generally  able 
to  return  to  work  immediately.  The  temperature 
returns  to  normal  within  forty-eight  hours.  Aside 
from  a  suspensory,  no  other  treatment  is  used. 

The  author  believes  that  this  is  much  preferable 
to  any  of  the  older  recognized  treatments;  and  that 
in  cases  in  which  the  tail  of  the  epididymis  alone 
is  involved,  the  epididymitis  is  aborted. 

B.  S.  Barringer. 

Jost,  W.  E.:   The  Surgical  Treatment  of  Seminal 
Vesiculitis.     Med.  Fortnightly,  1915,  xlvii,  141. 

Jost  reports  the  uniformly  successful  cure  of  9 
cases  of  chronic  seminal  vesiculitis  by  vasostomy 
and  the  injection  of  10  per  cent  argyrol.  The 
diagnosis  was  based  upon  rectal  palpation  and  the 
microscopical  examination  of  the  vesicular  contents 
obtained  "only  after  the  urethra  had  been  thorough- 
ly irrigated  and  the  prostate  emptied."  The 
bladder  was  then  re-distended  and  the  contents 
of  the  vesicles  massaged  out  by  moderate  pressure 
from  above  downward. 

The  operative  technique  consists  in  exposing  the 
vas  through  a  small  incision  at  a  place  correspond- 
ing to  the  high  varicocele  incision  under  local 
anaesthesia.  It  is  separated  from  other  structures 
of  the  cord  and  a  small  incision  made  into  it. 
Through  this  opening  the  cannula  of  a  syringe  is 
introduced  and  2  ccm.  of  a  10  per  cent  solution 
of  argyrol  are  injected  into  the  seminal  vesicles. 
The  tissue  of  the  cord  is  then  stitched  to  the  scrotum 
and  a  strand  of  black  silk-worm  gut  inserted  into 
the  opening  in  the  vas.  The  injections  are  made 
daily  for  five  days.  Frank  Htnman. 

Gunn,  L.  G.:   Carcinoma  of  the  Prostate.    Am.  J. 

Urol.,  191S,  xi,  243. 

The  three  points  to  which  Gunn  directs  attention 
are:  (i)  its  relative  and  increasing  frequency;  (2)  its 
relation  to  the  hypertrophied  prostate;  and  (3)  its 
diagnosis.  Sarcoma  of  the  prostate  he  considers 
rare.  He  reviews  the  collected  statistics  from  the 
earliest  (Tanchou,  1830  to  1840)  up  to  the  latest 
period  (Young,  19 12). 

Albarran  in  1906  found  10  carcinomatous  pros- 
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tates  among  loo  patients  supposed  to  be  suffering 
with  hypertrophy  of  that  organ.  Lewisohn  in 
1909  reported  18  cancers  in  147  prostatic  cases. 
Young  in  19 12,  42  in  400  cases.  Gunn  himself 
proved  17  prostates  out  of  133  cases  to  be  carcinoma- 
tous. 

The  author  recognizes  4  clinical  types  of  the 
prostate  gland:  (i)  the  small,  firm,  fibrous  prostate; 
(2)  the  large,  elastic  prostate;  (3)  the  lumpy,  ir- 
regular' prostate;  and  (4)  the  carcinomatous  pros- 
tate. Gunn  goes  extensively  into  the  theories  as 
to  whether  the  enlargement  in  prostates  is  a  hyper- 
trophy, is  inflammatory,  or  is  tumor  formation. 

The  three  points  that  might  help  in  making  an 
early  diagnosis  are:  (i)  the  occurrence  of  pain  with- 
out obvious  retention  of  urine;  (2)  a  disproportion 
between  the  symptoms  complained  of  and  the  con- 
dition found  on  rectal  examination;  and  (3)  the 
rapid  onset  of  symptoms,  progressing  as  far  in  six 
months  as  an  average  case  would  in  two  or  three 
years.  For  this  type  of  case  he  is  an  advocate 
of  the  radical  operation.  H.  W.  E.  Walther. 

Casper,  L.:  Hypertrophy  of  the  Prostate  and 
Tumors  of  the  Prostate  (Prostatahypertrophie 
und  Prostatatumoren) .  Med.  Klin.,  Berl.,  1915, 
xi,  633. 

Casper  demonstrated  two  cases;  one  a  man  of  62 
with  hypertrophy  of  the  prostate,  the  other  a  man 
of  65  with  cancer  of  the  prostate,  and  compared  the 
symptoms  in  the  two  conditions.  The  disease 
began  in  both  cases  with  tenesmus  and  pain,  both 
showing  remissions  at  first  under  treatment.  Both 
patients  suffered  a  decline  in  general  health;  in 
both  there  was  pus  in  the  urine  with  colon  bacilli. 

In  the  patient  with  hypertrophy  the  decline  in 
general  health  was  temporary;  when  the  bladder 
was  emptied  and  cleansed  he  regained  appetite  and 
weight,  the  condition  of  the  urine  improved,  and 
the  tenesmus  and  pain  disappeared. 

The  patient  with  cancer  grew  gradually  worse; 
irrigation  of  the  bladder  had  practically  no  effect, 
and  it  required  increasing  doses  of  morphine  to 
control  the  tenesmus  and  pain.  Palpation  in  the 
hypertrophy  case  showed  the  organ  to  be  smooth, 
soft,  and  movable,  while  the  cancer  was  hard,  nodu- 
lar, and  showed  projections  connecting  with 
masses  in  the  pelvis.  There  was  some  difficulty 
in  introducing  a  catheter  into  the  bladder  in  the 
hypertrophy  case,  but  it  was  almost  impossible 
in  the  cancer  case.  This  distinction  does  not  al- 
ways hold  good,  however,  for  in  some  cases  of  hy- 
pertrophy it  is  almost  impossible  to  introduce  an 
instrument  on  account  of  the  large  size  of  the 
gland.  There  was  no  haemorrhage  in  either  of 
these  cases,  but  there  is  apt  to  be  quite  profuse 
bleeding  in  hypertrophy;  while  in  cancer  there  is 
little  or  none.  The  treatment  of  cancer  of  the 
prostate  is  practically  hopeless.  Casper  has  never 
seen  a  case  recover,  either  with  or  without  operation. 
He  has  been  greatly  disappointed  in  the  results  of 
rontgen  and  radium  treatment,  for  he  finds  that  they 


have  no  effect,  except  a  slight  subjective  improve- 
ment that  might  be  brought  about  by  any  new 
form  of  treatment.  The  pain  may  be  relieved  by  a 
permanent  suprapubic  fistula. 

In  both  cancer  and  hypertrophy  the  urinary 
retention  may  be  relieved  by  catheterization.  Of 
course  there  is  always  the  possibility  of  infection, 
but  this  may  be  guarded  against  in  great  measure 
by  the  strictest  asepsis,  and  many  patients  live 
comfortably  for  many  years  with  daily  catheteriza- 
tion. Catheterization  need  not  be  begun  till 
there  is  more  than  300  gms.  of  residual  urine,  unless 
the  bladder  is  unusually  small. 

Suprapubic  prostatectomy  is  the  best  operation 
for  hypertrophy  of  the  prostate  when  operation  be- 
comes necessary,  but  Casper  advises  operation  only 
for  strict  indications,  for  the  operative  mortality 
varies  from  5  to  20  per  cent.  As  the  patients  are 
generally  old  men  with  arteriosclerosis  it  is  difficult 
to  avoid  a  considerable  number  of  fatalities.  Op- 
eration is  indicated  only  when  conservative  methods 
of  treatment  do  not  relieve  the  tenesmus,  and  it  is 
impossible  for  the  patient  to  rest  at  night;  or  when 
catheterization  is  impossible  or  extremely  difficult, 
so  that  the  danger  of  infection  is  increased.  Re- 
peated haemorrhage  and  repeated  formation  of 
vesical  calculi  may  also  furnish  indications  for  op- 
eration. Radium  and  rontgen  treatment  are  in- 
effective in  hypertrophy  of  the  prostate  also. 

A.  Goss. 

Balch,  F.  G.:  A  Report  of  Some  Gases  of  Perineal 
Prostatectomy.  Boston  M.  6*  S.  J.,  1915,  clxxii, 
507- 

Balch  obtained  good  results  by  perineal  prostatec- 
tomy where  anaesthesia  was  produced  by  intraspinal 
injection  of  tropococaine.  The  patients  could  eat  and 
drink  immediately  after  operation.  They  had  none 
of  the  untoward  symptoms  usually  accompanying 
the  use  of  ether  anaesthesia  in  men  with  very  athero- 
matous vessels  or  in  those  suffering  from  irritation 
of  the  bronchial  mucous  membrane. 

In  all  his  cases  he  used  the  V-incision  with  the  point 
in  front.  He  prefers  this  method  of  approach  to  the 
central  incision,  because  he  believes  that  by  cutting 
off  the  raphe  and  pulling  the  bulb  forward  he  can 
secure  an  additional  space  of  about  one-half  an  inch, 
so  that  a  finger  can  be  inserted.  He  makes  no  wide 
dissection  of  the  base  of  the  bladder,  but  opens  the 
membranous  urethra  on  a  sound,  and,  pushing  a 
finger  forward  through  the  prostatic  urethra  into 
the  bladder,  examines  the  prostate  thoroughly.  He 
then  breaks  through  on  the  floor  of  the  prostatic 
urethra,  enucleates  first  the  lobe  on  one  side  and  then 
the  lobe  on  the  other.  By  this  procedure  he  has 
very  little  trouble  to  get  the  whole  prostate.  He 
uses  a  drainage  tube  which  he  fastens  with  a  suture 
into  the  skin  holding  it  over  into  one  angle  of  the 
incision  and  brings  the  raphe  into  position  again 
with  buried  chromic  catgut  sutures.  He  also  uses  a 
cigarette  wick  in  the  other  angle  of  the  incision. 

After  being  returned  to  the  ward  the  patients  are 
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put  on  a  treatment  of  constant  irrigation  from  twelve 
to  twenty-four  hours,  after  which  the  wick  is  re- 
moved a  few  hours  before  the  tube.  The  most 
advantageous  feature  of  this  technique  is  the  lack 
of  haemorrhage.  Patients  are  up  in  a  chair  from  one 
to  four  days  after  operation,  and  urine  comes  through 
the  penis  in  from  two  to  fourteen  days.  A  prelimin- 
ary cystoscopy  is  necessary,  because  in  cases  with 
diverticula  and  bladder  tumors  the  operation  must 
be  performed  by  the  suprapubic  route.    J.  Radda. 

Packard,  H.:    Prostatic  Surgery  in  the  Light  of 
Recent  Progress.    Surg.,Gynec.  b"  Obst.,  1915,  xx, 

725- 

The  early  years  of  prostatic  surgery  were  unsatis- 
factory because  bladders  were  frequently  septic 
from  the  establishment  of  the  catheter  habit.  A 
great  change  has  come  about  as  a  result  of  publicity 
and  the  urging  upon  the  general  practitioner  of  the 
necessity  of  operation  while  the  patient's  bladder 
is  still  clean.  A  prostatectomy  performed  at  the 
time  of  election,  namely,  before  cystitis  has  occured, 
before  atony  of  the  bladder  has  taken  place,  and 
while  the  patient's  general  vitality  is  still  good,  is, 
under  modern  methods,  a  simple  and  safe  operation 
and  ranks  with  the  best  of  surgery. 

The  question  of  route  has  been  discussed  so  widely 
that  no  further  comments  are  necessary.  The 
question,  if  one  still  remains,  is  rapidly  settling 
itself,  for  99  per  cent  of  prostatectomies,  the  world 
over,  are  now  performed  by  the  suprapubic  route. 
In  Europe  the  suprapubic  route  is  generally  used, 
but  a  few  American  surgeons  still  exploit  the 
perineal  route.  The  advantages  of  the  suprapubic 
over  the  perineal  are: 

1.  Ultimate  perfect  healing  of  the  wound. 

2.  Continence  and  control  of  urinary  flow. 

3.  Preservation  and  safety  of  important  anatom- 
ical structures  (rectum,  perineal  muscles,  membrane 
urethra,  seminal  ducts). 

4.  The  operation  is  soon  over  —  not  over  eight 
or  ten  minutes  —  with  correspondingly  little  shock 
to  the  patient. 

5.  But  little  is  required  in  the  way  of  anaesthesia 
and  there  is  a  corresponding  absence  of  post- 
anaesthesia  disturbance. 

6.  The  control  of  haemorrhage  is  easy  through 
massage  of  the  floor  of  the  bladder. 

7.  Accessibility  of  wound  for  after-care  and  pres- 
ervation of  sepsis.  (It  has  been  the  experience  of 
the  author  that  female  nurses  are  diffident  about 
caring  for  prostatectomy  cases,  therefore  the  after- 
care, as  far  as  hospital  nursing  is  concerned,  falls 
largely  into  the  hands  of  the  orderly,  who  at  best  is 
not  well  trained  for  accurate,  careful,  skillful 
nursing.) 

Haemorrhage  after  prostatectomy  is  prevented 
by  massage  of  the  floor  of  the  bladder  and  about  the 
margin  of  the  prostatic  wound.  This  is  accomplish- 
ed with  one  finger  in  the  rectum  and  one  finger  deep 
in  the  bladder  with  massage-like  pressure  for  a  few 
moments  all  over  and  about  the  tissues  involved  in 


the  enucleation.  Cases  which  are  clean  at  the  time 
of  the  operation  remain  clean  through  convalescence 
if  the  operation  be  performed  in  a  strictly  aseptic 
manner.  The  forefinger  which  does  the  enucleation 
should  be  covered  with  a  sterile  rubber  glove. 
Scissors  or  other  instruments  for  breaking  away 
through  the  bladder  mucous  membrane  for  begin- 
ning enucleation  are  unnecessary.  At  the  anterior 
commissure  of  the  prostatic  collar  a  vulnerable 
point  exists  which  breaks  down  at  once  under 
moderate  finger-pressure  and  from  this,  enucleation 
rapidly  proceeds  right  and  left  by  insinuating  the 
finger  between  the  capsule  and  sheaf.  Gas  and 
oxygen  anaesthesia,  supplemented  by  a  very  little 
ether  vapor,  gives  the  best  results.  Spinal  anaes- 
thesia is  very  good  if  everything  goes  well  but  now 
and  then  fails  to  produce  the  desired  complete 
anaesthesia,  and  may  be  a  menace  to  the  patient  if 
the  case  turns  out  to  be  one  in  which  the  Trendel- 
enburg posture  is  desirable. 

MISCELLANEOUS 

Harris,  S.  H. :  Some  Observations  on  the  Diagnosis 
and  Surgical  Treatment  of  Pyuria.  Med.  J. 
Austral.,  1915,  i,  573. 

Harris  discusses  the  use  and  advantages  of  the 
operating  cystoscope,  especially  in  the  removal  of 
small  calculi  from  the  lower  end  of  the  ureter.  He 
advocates  ureteric  meatotomy  as  an  easy  and 
comparatively  simple  way  of  extracting  such  cal- 
culi, but  does  not  mention  any  after-effects,  if  there 
are  such,  such  as  stricture  of  the  ureteric  orifice. 

Harris  is  quite  insistent  upon  the  necessity  of 
free  and  prolonged  drainage  of  an  infected  kidney. 
He  does  this  by  means  of  a  large  ureteral  catheter, 
No.  II  F.,  and  says  he  has  retained  this  catheter  in 
the  kidney  for  as  long  as  fourteen  days.  Several 
case  reports  illustrate  the  points  brought  out  in 
the  paper.  J.  Delunoer  Baeney. 

Hyman,  A.:  The  Application  of  Modem  Urological 
Methods  in  the  Diagnosis  of  Surgical  Condi- 
tions of  the  Urinary  Tract.  Am.  J.  Surg., 
1915,  xxix,  204. 

The  author  describes  modem  urological  methods 
as  used  at  the  Mt.  Sinai  Hospital.  Rontgenography 
is  part  of  the  routine  examination  of  every  patient 
in  whom  there  is  even  a  suspicion  of  a  urological 
condition. 

Rontgen  rays  will  show  renal  calculi  in  probably 
98  per  cent  of  cases.  In  cases  where  stones  do  not 
show  up,  but  are  suggested,  pyelography  is  employed. 
In  pyelography,  15  per  cent  argyrol  or  collargol 
is  injected  with  a  syringe,  not  by  the  gravity  method. 
In  testing  the  functional  capacity  of  the  kidneys 
at  this  hospital,  they  rely  almost  entirely  on  indigo- 
carmin. 

Ureteral  calculi  are  much  more  difficult  to  diag- 
nose than  renal.  Radiographs  with  a  lead  catheter 
or  ureteral  pyelograph  usually  disclose  the  stone. 
The  author  believes  that  the  ureteral  catheter  will 
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encounter  distinct  obstruction  in  75  per  cent  of 
all  ureteral  stones. 

He  also  uses  the  wax-tipped  catheter.  The 
rontgenogram  demonstrates  one  of  the  following 
changes: 

1.  Dilatation  of  the  ureter  at  the  site  of  or 
above  the  obstruction. 

2.  The  dilatation  may  be  diffuse,  involving  the 
entire  course  of  the  ureter  above  the  obstruction. 

3.  The  absence  of  silver  above  the  rontgen-ray 
shadow,  combined  with  its  presence  below,  may  be 
considered  absolute  proof  of  the  intra-ureteral 
obstruction. 

In  the  diagnosis  of  tuberculosis  of  the  renal 
tract,  the  author  especially  emphasizes  the  value 
of  tuberculin  injections  as  an  aid  to  diagnosis;  but 
he  says  that  a  general  minus  a  focal  response  is  of 
no  practical  value,  as  a  most  careful  examination 
cannot  exclude  tuberculosis  in  other  parts,  which 
may  give  the  general  reaction.       B.  S.  Barringer. 

Moorhead,  S.  W,:    Improved  Battery  for  Cystos- 
copy.    Am.  J.   Urol.,  1915,  xi,  184. 

By  means  of  an  ammeter  attached  to  a  dry  cell 
battery  the  author  attempts  to  overcome  some  of  the 
limitations  of  the  ordinary  dry  cell  battery,  the  use- 
fulness of  which  is  manifested  particularly  in  its 
portability  and  freedom  from  shock-giving  pro- 
clivities. These  advantages  are  often  offset  by  two 
disadvantages :  (i)  the  cells  require  renewal  at  not  very 
great  intervals,  and  (2)  the  decrease  in  current  is 
sometimes  so  rapid  that  it  is  not  possible  to  com- 
plete an  examination  of  the  bladder  without  altering 
the  resistance  in  the  rheostat.  This  the  author 
believes  he  has  overcome  by  attaching  an  ammeter 
to  the  storage  battery,  so  that  one  is  in  a  position 
to  know  just  how  much  current  is  required  for  illumi- 
nation. If,  during  the  examination,  the  illumina- 
tion becomes  unsatisfactory  a  glance  at  the  dial 
indicates  whether  the  fault  lies  with  the  electric 
supply  or  whether  it  is  to  be  sought  in  other  direc- 
tions. H.  L.  Kretschmer. 

Pedersen,  V.  C:   Urinary  Lithiasis.     N.  Y.  M.  J., 

1915,  ci,  933. 

The  author  reports  details  of  cystoscopic  and 
rontgenologic  examinations  and  the  operative 
findings  in  several  cases  selected  from  his  clinic 
during  19 14,  discussing  their  points  of  special  in- 
terest. 

The  first  case,  a  boy  aged  16,  with  a  diagnosis  of 
multiple  vesical  calculi,  presented  peculiarities  in 
the  long  duration  of  symptoms  and  the  youth  of  the 
patient,  the  presence  of  three  large  calculi  producing 
comparatively  little  disturbance  of  the  bladder. 
Litholapaxy  was  done  under  ether  and  recovery 
without  lesion  took  place.  The  patient  was  ad- 
vised to  have  subsequent  cystoscopic  examinations, 
to  abstain  from  alcohol  and  to  restrict  his  diet  in  an 
endeavor  to  prevent  re-formation  of  stones. 

The  second  case,  a  man,  aged  22,  with  a  diagno- 
sis of  ureteral  stone,  presented  the  incidental  obser- 


vance of  the  transit  of  a  stone  from  nearly  the  pelvic 
brim  to  the  mouth  of  the  ureter.  There  was  a 
severe,  almost  sloughing  condition  of  the  right 
ureteral  opening  during  the  actual  delivery  of  the 
stone,  but  the  case  was  marked  by  absence  of  ure- 
teral and  urethral  colic  during  the  final  stages  of 
transit,  the  absence  of  classic  symptoms  of  stone 
in  the  bladder  and,  finally,  by  a  pulsation  of  the 
bladder  floor  during  and  after  the  exit  of  the  stone 
from  the  ureter. 

In  the  third  case,  a  man  aged  58,  a  diagnosis 
was  made  of  vesical  lithiasis  secondary  to  ureteral 
lithiasis.  The  interest  in  this  case  rests  on  a  history 
of  37  years.  The  ureteral  catheter  passed  the  stone 
during  the  functional  test,  the  stone  being  automat- 
ically delivered  into  the  bladder  without  great 
disturbance  to  the  patient.  A  large  fragment  of 
the  stone  was  caught  among  the  trabeculations  of 
the  bladder. 

In  the  fourth  case,  a  woman  aged  37,  a  diagnosis 
was  made  of  multiple  renal  calculi.  In  this  case 
two  well  marked  stones  in  the  left  kidney  were  well 
borne,  with  little  disturbance  to  the  organ  or  its 
function.  One  of  the  stones  was  turned  on  its  axis 
by  the  passage  of  the  X-ray  catheter  beyond  it. 
The  case  was  marked  by  a  very  brief  history,  severe 
subjective  symptoms  and  slight  objective  symptoms. 

In  the  fifth  case,  a  man  aged  36,  a  provisional 
diagnosis  of  vesical  tumor  was  made;  the  final 
diagnosis  was  vesical  stones.  The  history  was  of 
only  three  weeks'  duration.  There  was  an  apparent 
absence  of  ureteral  symptoms  but  vesical  signs  were 
prominent.  The  stone  was  removed  with  the  opera- 
tion cystoscope,  followed  by  uninterrupted  conval- 
escence and  the  discharge  of  the  patient  the  day 
after  operation,  showing  how  insignificant  is  the  result 
of  such  an  operation  on  the  bladder,  the  urethra,  and 
the  patient. 

In  the  sixth  case,  a  man  aged  27,  a  provisional 
diagnosis  was  made  of  eczema  of  the  lip;  the  final 
diagnosis  was  vesical  lithiasis.  Although  the  patient 
presented  himself  for  a  mild  skin  infection  of  the  lip, 
in  obtaining  the  history  it  was  found  that  he  had 
radiating  pain  in  the  right  abdomen;  pronounced 
ardor  urinae  at  times;  the  bladder  felt  empty  after 
urination;  there  was  no  tenesmus  present.  A  very 
peculiar  feature  in  this  case  consisted  in  numerous 
phosphatic  calculi  which  rolled  about  the  bladder 
under  movements  of  respiration  or  with  the  irrigat- 
ing fluid  without  obvious  irritation  to  the  organ. 
At  the  time  of  the  report  calculi  were  still  being 
produced  in  large  numbers.  The  microscope  dis- 
closed nothing  of  pathological  importance.  Sugar 
in  the  urine  was  the  only  element  of  disease.  The 
case  had  not  returned  for  operation  when  reported. 

In  the  seventh  case,  a  man  aged  49,  a  provisional 
diagnosis  of  haematuria  was  made;  the  final  diagno- 
sis was  lithiasis  with  haematuria.  The  case  had 
been  previously  operated  upon  elsewhere  for  nephro- 
lithiasis. At  the  time  of  examination  there  were 
symptoms  of  frequency  and  urgency  of  urination, 
with  bleeding  and  acute  urethral  pain.     Cystoscopy 
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revealed  an  irregular  stone,  which  was  removed  by 
litholapaxy.  With  reference  to  previous  operation 
for  nephrolithiasis,  the  author  makes  the  statement 
that  abdominal  pain  which  cannot  be  absolutely 
settled  as  to  origin  warrants  a  cystoscopic  examina- 
tion with  suitable  exploration  of  the  ureters  and 
kidneys  and  an  X-ray  examination.  In  this  case  a 
peculiar  circumstance  arose  in  that  before  the  final 
cystoscopic  examination,  the  patient  developed  a 
profound  jaundice  which  was  very  slow  in  subsiding. 
The  final  cystoscopy  resulted  in  normal  findings. 

The  author  emphasizes  the  importance  of  after- 
care in  all  these  cases  of  lithiasis.  They  should  be 
instructed  to  abstain  from  alcohol,  to  adhere  to  a 
very  bland  diet,  and  to  submit  themselves  to 
thorough  cystoscopic  examinations  several  times 
a  year.  G.  J.  Thomas 

Boerner,  R.,  and  Santos,  C:  New  Electrodes  in 
the  Treatment  of  Gonorrhoea  by  Means  of 
Diathermy  (tjber  eine  neue  Art  Elektroden  zur 
Behandlung  der  Gonorrhoe  mittels  Diathermic). 
Ztschr.f.  Urol.,  1915,  ix,  No.  i. 

The  apparatus  is  described  in  detail  and  the 
technique  is  considered.  The  length  of  application 
is  one  hour  at  a  temperature  of  43-44-45°  C.  The 
highest  temperature  that  can  be  employed  depends 
upon  the  susceptibility  of  the  individual  patient. 
Anaesthetics  are  not  employed.  The  danger  of 
producing  burns  does  not  exist  with  careful  applica- 
tion of  the  electrodes.  The  results  obtained  with 
diathermy  were  good.  In  three  cases  of  acute 
gonorrhoea  complete  cure  was  obtained  after  one 
or  two  applications  of  one  hour  each.  Chronic 
gonorrhoea  was  in  all  cases  influenced  very  favor- 
ably, strictures  and  infiltrations  disappearing  in  a 
short  time.  The  results  in  acute  and  chronic 
prostatitis  were  excellent.  A.  Goss. 

Hinman,  F.:  The  Preparatory  Treatment  of  Uro- 
logical  Operations.  Bull.  Johns  Hopkins  Hasp., 
1915,  xxvi,  158. 

This  paper  presents  briefly  the  methods  in  use 
at  the  urological  clinic  of  the  Johns  Hopkins  Hos- 
pital in  the  estimation  of  clinical  risk  and  in  the 
preparatory  treatment  of  these  cases  for  operation. 
In  determining  the  true  clinical  condition  of  the 
patient  the  routine  history  and  physical  examina- 
tion of  the  patient  are  of  first  importance.  A  care- 
ful chemical  and  microscopical  examination  of  the 
urine,  an  estimation  of  total  renal  function  by  means 
of  phenolsulphonephthalein,  and  a  blood-pressure 
determination  are  considered  essential  parts  of  the 
routine  physical  examination.  This  early  study 
indicates  special  lines  of  study  that  will  probably 
prove  most  fruitful  and  eliminates  others  as  need- 
less in  estimating  the  true  clinical  risk. 

In  case  these  clinical  and  laboratory  studies  give 


normal  or  negative  findings  the  case  is  considered  an 
excellent  surgical  risk,  and  further  study  is  not 
necessary.  Usually  disturbances  of  one  kind  or 
another  are  found.  An  infected  urine  demands 
careful  investigation  of  the  whole  urinary  tract. 
A  low  phthalein  requires  regular  urinary  studies, 
repeated  phthalein  tests,  and  an  estimation  of  blood 
urea  or  blood  nitrogen;  and  the  presence  of  chloride 
retention  or  renal  acidosis  is  investigated  in  special 
cases.  Cardiac  involvement  demands  daily  blood- 
pressure  estimations,  repeated  physical  and  elec- 
trocardiogram records.  These  studies  are  all  used 
to  control  treatment  preparatory  to  operative  inter- 
vention and  to  act  as  a  basis  in  selecting  the  most 
favorable  time  for  operation. 

The  preparatory  treatment  of  chronic  nephritb 
necessarily  varies  with  the  character  and  extent  of 
the  disease.  Forced  feeding  of  water  is  valuable, 
but  must  be  carefully  controlled.  Where  nausea 
or  vomiting  are  present  the  water  should  be  given 
by  infusion  or  per  rectum.  When  acidosis  or 
marked  retention  are  present  massive  doses  of  soda 
bicarbonate  often  give  gratifying  results.  Lactose 
or  glucose  may  be  advantageously  combined  with 
the  soda  bicarbonate.  (Edema  due  to  chloride 
retention  demands  a  salt-free  diet  and  nitrogen 
retention,  regulation  of  the  meat  ingested.  Sweat 
baths  and  bleeding  by  venous  puncture  are  often 
useful. 

In  cardiac  cases  lack  of  compensation,  marked 
fibrillation,  and  acute  conditions  contra-indicate 
operation.  Rest  in  bed,  regulation  of  the  fluid 
and  food  intake  and  the  judicious  use  of  strophan- 
thin  and  digitalis  constitute  the  preparatory  treat- 
ment. In  cardio renal  risks,  combined  studies  and 
so-called  therapeutic  tests  are  used  to  determine 
which  factor,  heart  or  kidneys,  is  the  more  respon- 
sible for  the  severe  symptoms.  Improvement  of 
the  renal  condition  under  cardiac  treatments  in- 
dicates that  the  heart  is  largely  responsible  for  the 
kidney  disturbance,  possibly  a  chronic  passive  con- 
gestion. The  use  of  drugs  to  reduce  pressure  in  the 
case  of  hypertension  is  contra-indicated.  Rest  in 
bed  and  regulation  of  diet  is  the  best  therapy. 
Several  cases  with  a  blood-pressure  of  over  210  mm. 
Hg.  have  been  operated  upon  without  a  single 
complication  due  to  the  hypertension.  Acute  in- 
fections of  all  kinds  are  definite  contra-indications 
to  operation,  unless  directed  primarily  against  the 
infection.  Such  infections  demand  careful  watching 
to  prevent  their  becoming  acute.  The  significance 
of  uninfected  or  infected  bladders  in  the  case  of 
residual  urine  before  operation  is  of  considerable 
importance.  The  chronically  infected  case  is  a 
much  safer  risk  for  immediate  operation.  Urinary 
antiseptics,  bladder  and  urethral  irrigations,  and 
even  pelvic  lavage  when  indicated  should  be  rigor- 
ously followed. 
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Tivnen,  R.  J.:  Prognosis  in  Eye  Injuries.  Illinois 
M.  J.,  191S,  xxvii,  448. 

Tivnen  discusses  a  number  of  factors  of  especial 
value  in  making  a  prognosis.  In  its  ultimate  analy- 
sis the  question  of  prognosis  is  one  of  diagnosis. 

Following  the  history  of  an  injury  it  is  well  to 
observe  a  certain  routine  in  the  examination.  The 
position  of  the  patient,  good  illumination,  specific 
instructions  to  the  assistants,  arrangement  of  the 
dressing  table,  and  the  use  of  a  local  anaesthetic  for 
inspection  of  irritable  eyes. 

In  addition  certain  details  of  investigation  are 
of  distinct  service:  smears  and  cultures,  blood 
examination,  urinalysis,  skiagraph,  the  electric 
magnet,  testing  visual  acuity,  fields,  etc. 

In  estimating  the  prognosis,  certain  factors  are 
to  be  considered:  the  age,  the  possibility  of  purulent 
processes  in  neighboring  structures,  and  the  presence 
of  any  general  constitutional  disease — tuberculosis, 
nephritis,  syphilis,  etc.  In  the  latter  disease  a 
Wassermann  test  is  of  great  aid  in  accounting  for 
clinical  processes  quite  inconsistent  with  the  history 
of  the  injury. 

Reaction  to  an  injury  varies  according  to  the 
specific  tissue  involved,  infection,  the  chemical 
character  of  the  substance  introduced,  the  intelligent 
cooperation  of  the  injured,  together  with  the  time 
which  has  elapsed  since  the  injury. 

The  sympathetic  process  should  always  be  con- 
sidered. 

Burns  by  chemicals  are  particularly  destructive. 
The  severe  reaction  resulting  from  electric  flashes 
are  likely  to  be  misleading  in  forming  a  prognosis. 

D.  F.  Harbridge. 

Ritchie,  F.  G. :  An  Improved  Technique  in  Forming 
a  Support  for  an  Artificial  Eye.  J.  Opth., 
Otol.  b" Laryngol.,  1915,  xxi,  492. 

The  operation  consists  of  a  method  of  suturing 
the  extrinsic  bulbar  muscles  and  the  implantation 
in  Tenon's  capsule  of  a  suitably  fashioned  piece  of 
rubber  sponge. 

After  a  circumcorneal  incision  at  the  limbus  the 
conjunctiva  and  capsule  of  Tenon  are  separated 
only  as  far  as  the  attachment  of  each  of  the  four 
recti  muscles.  A  pair  of  advancement  forceps  are 
used  to  clamp  down  upon  the  tendon  and  super- 
imposed tissues  while  the  suture  is  being  placed, 
after  which  the  attachment  of  the  tendon  from  the 
globe  is  severed.  A  continuous  purse-string  is 
employed  for  this  purpose  and  takes  in  the  four  recti 
muscles  near  their  attachment  to  the  globe  as  well 
as  a  stitch  through  the  conjunctival  tissue  lying 


between  each  of  these  muscles.  After  removing  the 
eyeball  a  sphere  of  rubber  sponge,  slightly  smaller 
than  the  enucleated  globe,  is  introduced  and  the 
suture  tied. 

The  author  claims  for  the  operation,  excellent 
movement  of  the  stump,  while  the  rubber  sponge  is 
well  tolerated  by  the  tissues.  J.  A.  Winter. 

Deutschmann,  R.:  Radiotherapy  of  Intra-Ocular 
Tumors  (Uber  intraokularen  Tumor  und  Strahlen- 

therapie).    Ztschr.  f.  Augenh.,  1915,  xxxiii,  206. 

Deutschmann  describes  a  case  of  sarcoma  of  the 
choroid  which  he  treated  with  mesothorium.  The 
capsule  containing  the  mesothorium  was  inserted 
through  an  incision  in  the  conjunctiva  and  allowed  to 
remain  in  place  for  an  hour  at  the  first  treatment 
and  later  two  hours.  The  tumor  had  almost  entirely 
disappeared,  but  there  were  some  traces  of  it  left 
after  six  months,  when  the  patient  insisted  on  re- 
turning to  his  home  in  South  America,  and  he  has 
not  been  heard  from  since.  Deutschmann  thinks 
it  possible  there  may  have  been  a  recurrence  or 
metastasis,  although  to  avoid  the  chance  of  me- 
tastasis he  gave  several  injections  of  enzytol  in- 
travenously. He  thinks  that  glioma  of  the  retina 
is  probably  more  amenable  to  radiotherapy  than 
other  forms  of  intra-ocular  tumor.  A.  Goss. 

McCaw,  J.  A.:  The  Colloidal  Theory  of  the  Pathol- 
ogy of  Glaucoma,  Ophth.  Rec,  19 15,  xxiv, 
284. 

McCaw  gives  the  results  of  his  experiments  on  22 
sheep's  eyes,  in  testing  the  theory  advanced  by 
Martin  Fischer.  He  refers  to  the  work  by  Fischer, 
Perrin,  and  Trasabura  Araki  on  the  chemical 
changes  in  colloid  tissue,  and  its  relation  to  the 
cause  of  oedema. 

The  experimenter  used  fresh  sheep's  eyes  which 
were  placed  in  acid  solutions  of  various  strength, 
one  eye  being  put  into  distilled  water  for  purposes 
of  comparison.  All  the  eyes  were  weighed  at  the 
time  of  being  put  into  the  solutions  and  every  five 
or  six  hours  for  thirty  hours. 

The  eyes  in  hydrochloric,  nitric,  and  acetic  acid 
solutions  absorbed  enormous  amounts  of  water,  as 
indicated  in  the  increase  in  their  weight.  Eyes  in 
hydrochloric  and  nitric  acid  solutions  of  the  strength 
7:110  normal  and  8:110  normal  acid  ruptured  the 
sclerotic  coats.  The  rupture  was  in  the  equator  of 
the  eyeball  about  one-fourth  inch  back  of  the  muscle 
insertions.  They  did  not  rupture  around  the  region 
of  the  cornea. 

It  was  also  noticed  that  the  acid  solutions  gave  a 
steamy  appearance  to  the  cornea.  This  appearance 
increased  with  the  concentration  of  the  acids.     The 
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opacity  of  the  cornea  was  greater  in  the  nitric  acid 
solutions  than  in  those  of  hydrochloric  or  acetic 
acid. 

The  experiments  performed  lead  to  the  conclusion 
that  the  cause  of  the  oedema  lies  in  the  tissues;  but 
what  changes  do  the  tissues  suffer  in  order  to  get 
into  this  pathological  state?  A  state  of  oedema 
is  induced  whenever  in  the  presence  of  an  adequate 
supply  of  water  the  affinity  of  the  colloids  of  the 
tissues  for  water  is  increased  above  the  normal. 
The  accumulation  of  acids  within  the  tissues, 
brought  either  through  their  abnormal  production  or 
through  the  inadequate  removal  of  such  as  are 
normally  produced  in  the  tissues,  is  chiefly  respons- 
ible for  this  increase  in  the  affinity  of  colloids  for 
water. 

Pathologically  considered,  glaucoma  is  a  local 
oedema,  or  an  oedema  of  a  special  organ.  Clinically 
considered  all  the  symptoms  of  this  disease  are 
referable  to  the  increase  of  intra-ocular  pressure 
induced  by  the  large  amount  of  water  held  by  the 
eye. 

Ophthalmologists  have  explained  the  increased 
tension  by  purely  mechanical  and  nervous  means. 

The  experiments  which  the  author  performed  and 
recorded  show  very  clearly  that  an  intense  glaucoma 
can  be  induced  without  any  circulation  whatever. 

Obliteration  of  the  filtration  angle  is  a  consequence 
of  glaucoma,  as  in  eyes  having  glaucoma  artificially 
produced  the  anterior  chamber  grew  progressively 
shallower.  The  matter  is  explained  by  the  un- 
equal swelling  of  the  different  colloids  of  the  eye; 
those  posterior  to  the  lens  being  capable  of  greater 
swelling  than  those  anterior  to  it.  Through  this 
unevenness  of  swelling  the  ciliary  body  is  crowded 
against  the  sclera  and  presses  on  the  blood-vessels. 

D.  F.  Harbridge. 

Beaudoux,  H.  A,:  Corneoscleral  Trephining;  the 
New  Operation  for  the  Relief  of  Glaucoma.    J.- 

Lancet,  1915,  xxxv,  249. 

Great  stress  is  laid  upon  an  early  diagnosis  for  the 
relief  of  glaucoma.  The  corneoscleral  trephine 
operation  of  Elliot  is  described.  The  author  speaks 
of  the  good  results  following  this  operation  and  pre- 
fers it  to  iridectomy  for  the  non-inflammatory 
glaucomata.  In  the  inflammatory  forms  he  is 
rather  doubtful  of  its  advantages.  Caution  is 
advised  when  using  atropine  for  patients  past  the 
age  of  forty.  L.  J.  Goldbach. 

Lundsgaard,  K.  K.  K. :  Elliot's  Operation  in  Glau- 
coma (Erfahrungen  liber  Elliots  Operation  beim 
Glaukom).  Klin.  Monatsbl.  f.  Augenh.,  1915, 
liv,  209. 

Sclerectomy  is  the  most  effective  of  the  modern 
operations  for  glaucoma  and  Elliot's  is  the  best 
form  of  sclerectomy  yet  devised.  Lundsgaard 
describes  the  technique  of  the  operation  and  gives 
tables  showing  his  results  in  40  operations  from  1912 
to  1914.  The  operation  is  relatively  certain  in  its 
effects  and  easily  performed,  but  there  is  one  danger 


involved,  viz.,  that  of  secondary  infection  from 
without.  For  this  reason  he  would  not  use  the 
operation  prophylactically  as  Elliot  recommends. 

The  operation  should  be  performed  as  early  as 
possible  to  get  the  best  results,  but  the  author  has 
seen  several  cases  of  increase  of  tension  without 
contraction  of  the  visual  field  disappear  either 
spontaneously  or  with  the  use  of  myotics,  and  the 
recovery  has  apparently  been  permanent.  The 
pressure  in  these  cases  was  not  more  than  30  to  35, 
and  with  pressure  no  higher  than  this  and  with  no 
other  symptoms  he  waits  a  considerable  time  before 
operating.  If  the  pressure  is  much  above  30  and 
not  influenced  by  myotics  he  op)erates  in  all  cases 
of  glaucoma  simplex,  including  those  where  the 
visual  field  is  very  much  decreased  and  the  keen- 
ness of  vision  very  much  afifected,  for  he  has  never 
seen  any  bad  effect  on  the  visual  field.  But  in 
secondary  glaucoma  (uveitis  with  rise  of  pressure) 
he  considers  the  case  very  seriously  before  j)erform- 
ing  sclerectomy,  for  the  results  have  been  very 
serious  in  the  unsuccessful  cases. 

To  avoid  secondary  perforation  and  infection  he 
advises  making  the  flap  of  conjunctiva  over  the 
scleral  opening  as  large  as  possible.  He  believes 
that  iridectomy  is  also  an  aid  in  prevention  as  it 
prevents  secondary  prolapse  of  the  iris,  which  favors 
perforation;  when  prolapse  occurs  it  should  be 
removed.  A.  Goss. 

Hallett,  D.:  Corneoscleral  Trephine  After  the 
Elliot  Method  for  the  Reduction  of  Intra- 
ocular Tension.  /.  Ophth.,  Olol.  &•  Laryngol., 
1915,  xxi,  478. 

The  author  reports  12  cases  in  which  this  op- 
eration was  used.  He  used  a  bistoury  to  split  the 
cornea,  instead  of  scissors-points  or  a  Bowman 
needle.  An  Elliot  trephine,  1.5  mm.  in  diameter, 
was  used. 

He  summarizes  as  follows:  Of  the  12  trephine 
operations,  6  were  for  simple  chronic  glaucoma. 
The  average  primary  tension  was  53  mm.  Hg.; 
the  post-operative  tension  was  13  mm.  Hg. 

In  4  cases  of  secondary  glaucoma,  the  primary 
tension  was  52  mm.  Hg.;  post-operative,  16  mm. 

In  2  cases  of  acute  glaucoma,  the  average  primary 
tension  was  60  mm.  Hg. ;  post-operative,  26  mm. 

The  author  states  that  in  none  of  the  12  cases 
was  there  any  indication  of  a  return  of  tension. 

J.  A.  Winter. 

Boyle,  C.  C:    A  Case  of  Metastatic  Choroiditis. 

/.  Ophth.,  Otol.  b" Laryngol.,  1915,  xxi,  496. 

Boyle  reports  a  case  of  this  disease  following  a 
post-partum  pelvic  abscess.  Examination  of  the 
blood  showed  a  streptococcic  infection.  The  eye 
itself  was  inflamed  and  painful  and  gradually  de- 
veloped into  an  iridochoroiditis.  The  patient  was 
given  a  subconjunctival  injection  of  10  minims  of 
a  1:500  solution  of  cyanide  of  mercury;  following 
which  the  inflammation  subsided,  but  the  eye  was 
only  able  to  perceive  moving  objects. 
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Metastatic  choroiditis  is  generally  considered  to 
be  due  to  a  septic  embolus.  Pyaemia  and  cases  of 
auto-intoxication  may  also  be  causative  factors. 
The  study  of  choroiditis  following  puerperal 
pyaemia  shows  that  the  ocular  disturbance  is  due 
rather  to  the  general  bacteraimia  than  to  a  specific 
embolus.  The  so-called  post-partum  ophthalmic 
inflammation  usually  occurs  about  the  sixth  day 
after  delivery,  rarely  after  the  end  of  the  second 
week.  It  is  either  unilateral  or  bilateral,  the  latter 
being  fatal  in  from  80  to  90  per  cent  of  cases.  The 
unilateral  cases  give  much  better  results  as  regards 
life,  but  the  eye  involved  is  usually  lost. 

J.  A.  Winter. 

Reber,  W.:   The  Indications  for  the  Operation  of 
Strabismus.     Penn.  M.  J.,  1915,  xviii,  602. 

Reber  believes  that  five  important  factors  govern 
the  indications  as  to  when  to  operate  for  esotropia 
and  how:  (i)  whether  the  patient  is  a  dispensary  or 
a  private  case;  (2)  the  age  of  the  patient;  (3)  whether 
the  orthoptic  treatment  has  been  completely  carried 
out;  (4)  whether  the  strabismus  is  monocular  or 
binocular;  and  (5)  the  rotational  power  of  each  eye 
individually  and  its  behavior  in  association  with  its 
fellow. 

Each  of  these  factors  is  dealt  with  at  length  and 
the  question  of  tenotomy  or  advancement  briefly 
considered.  J.  Milton  Griscom. 

EAR 

Berry,  G.:   Labyrinthitis  Following  Operation  for 
Atresia.    Boston  M.  &°  S.  J.,  1915,  clxxii,  700. 

The  case  reported  is  that  of  a  boy  of  15,  operated 
on  for  a  partial  atresia,  with  apparent  improvement 
in  hearing.  Three  weeks  later  and  coincident  with 
the  springing  up  of  troublesome  granulation  tissue 
in  the  tympanic  cavity,  a  vertigo  developed,  which 
has  persisted  in  spite  of  a  radical  exenteration  and 
then  a  labyrinthine  operation.  Five  weeks  follow- 
ing this  last  operation,  the  closing  of  the  drainage 
from  the  meninges  in  the  process  of  healing  was 
attended  by  marked  symptoms  of  meningeal 
pressure,  which  gradually  subsided.  The  ear  cavity 
became  epidermatized  in  six  weeks.  Now,  thirteen 
months  after  the  first  operation,  the  ocular  nystag- 
mus has  become  fairly  well  compensated,  the  hearing 
is  apparently  improved,  but  a  muscular  incoordina- 
tion, though  much  better,  continues. 

The  author  discusses  in  detail  the  operative 
method  for  the  relief  of  atresia;  the  results  to  be 
expected;  the  cause  of  the  vertigo  in  this  case;  the 
time  and  method  for  operating  for  labyrinthine 
vertigo,  as  well  as  giving  a  complete  report  of  the 
post-operative  course,  hearing  tests,  and  labyrin- 
thine tests  in  this  case.  Otto  M.  Rott. 

Shuter,  R.  E. :    Intracranial  Extensions  of  Middle 
Ear  Disease.     Med.  J.  Austral.,  1915,  i,  281. 

The  author  discusses  sinus  thrombosis,  menin- 
gitis, and  brain  abscess. 


With  reference  to  sinus  thrombosis,  after  citing 
the  course  of  a  straightforward  typical  case,  the 
author  mentions  the  following  varieties  in  which  the 
diagnosis  may  be  very  difficult: 

1.  A  mural  thrombus  caused  by  infection  through 
the  vaso  vasorum  and  remaining  plastered  to  the 
wall  of  the  sinus  without  occluding  its  lumen.  From 
this  focus  emboli  may  separate  and  be  carried  away 
in  the  blood  stream,  causing  metastatic  abscesses. 
On  exposure  of  the  sinus  wall  in  these  cases  it  may 
present  no  evidence  of  the  presence  of  a  thrombus, 
such  as  granulations,  alteration  in  color,  etc.  If, 
however,  definite  rigors  have  occurred,  it  is  safe  to 
open  the  sinus  and  examine  its  lumen. 

2.  Where  there  may  be  no  distinctive  clinical 
symptoms,  but  the  condition  is  discovered  acci- 
dentally during  the  course  of  the  mastoid  operation. 
In  these  cases  the  center  of  the  clot  may  be  infected 
and  breaking  down  into  pus,  while  there  is  at  each 
end  a  non-infected  protective  thrombus  shutting 
the  infected  area  off  from  the  general  circulation. 

3.  The  sinus  may  be  thrombosed  without  the 
entrance  or  presence  of  bacterial  infection,  but 
caused  by  the  sinus  wall  losing  its  normal  vital  tone 
in  the  presence  of  surrounding  inflammation. 

As  to  treatment,  in  the  absence  of  symptoms  of 
general  infection,  the  author  opens  the  sinus  and 
turns  out  the  clot,  ligating  the  jugular  later  if  symp- 
toms indicate  it.  Where  rigors  and  other  evidence 
of  systemic  infection  are  present,  he  exposes, 
ligates,  and  dissects  out  the  jugular,  facial,  lingual, 
and  superior  thyroid  veins. 

After  mentioning  the  various  forms  of  meningitis, 
the  author  lays  stress  upon  the  mode  of  invasion  and 
method  of  recognition  of  acute  diflfuse  meningitis  in 
the  early  stage.  This  form  is  secondary  to  involve- 
ment of  the  internal  ear  via  the  labyrinth.  This 
involvement  is  recognized  by  the  nystagmus  pro- 
duced, and  it  is  this  sign  to  which  attention  should 
be  directed.  In  the  early  stage  there  is  a  fine 
nystagmus  to  the  diseased  side  and  later  on  a  coarse 
nystagmus  to  the  sound  side.  The  occurrence  of  a 
purulent  labyrinthitis  calls  for  an  immediate  clean- 
ing out  of  the  mastoid  and  middle  ear. 

The  treatment  of  purulent  meningitis  is  hopeless, 
but  the  serous  form  is  treated  by  making  repeated 
spinal  punctures,  opening  the  meninges  in  the  pos- 
terior or  middle  fossa,  and  drainage  by  gauze  wicks 
inserted  beneath  the  dura  or,  following  West  and 
Scott,  by  making  drainage  through  the  internal 
meatus  by  means  of  a  spiral  wire. 

In  abscess  formation  if  the  pus  is  extradurally 
located,  its  recognition  is  easier  and  evacuation 
more  certain  than  when  the  pus  is  in  the  brain  tissue 
itself.  If,  especially  after  a  fortnight,  the  pus  in  the 
ear  is  greater  than  one  would  expect  from  the  area 
of  the  middle  ear;  if  it  appears  in  large  amount 
rapidly  after  mopping  out ;  if  the  ear  is  dry  for  a  day 
or  so  and  then  again  becomes  full,  particularly  if  the 
period  of  apparent  cure  is  associated  with  headache, 
an  extradural  abscess  can  be  suspected  and  should 
be  sought  by  opening  the  tegmen  tympania  or  antri. 
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The  best  symptom  for  recognizing  cerebral  abscess 
is  headache,  intense  and  continuous,  particularly  if 
localized  to  the  diseased  side  and  it  comes  on  after 
operation  upon  the  ear  and  is  accompanied  by 
fever. 

The  abscess  in  the  temporosphenoidal  lobe  can 
best  be  opened  and  drained  through  the  mastoid 
wound,  but  the  author  prefers  to  open  and  drain  a 
cerebellar  abscess  posterior  to  the  sinus. 

Otto  M.  Rott. 

Williams,  C.  E.:  A  New  Treatment  of  Middle  Ear 
Disease.  J .  Ophth.,  Otol.  &"  Laryngol.,  1915,  xxi, 
529- 

The  treatment  employed  does  not  include  the 
common  practice  of  inflation,  but  is  directed  prin- 
cipally to  overcoming  the  causative  congested  areas 
in  the  nose  and  nasopharynx,  and  massage  of  the 
ear  drum  through  the  external  auditory  meatus. 

At  first  the  patient  comes  for  treatment  every 
other  day  for  two  weeks  and  the  air  in  the  external 
auditory  canal  is  alternately  rarefied  and  condensed 
from  ten  to  twenty  times  by  means  of  the  Siegle 
otoscope.  Following  this  the  Dowling  argyrol 
tampons  are  placed  in  the  nose  and  left  for  a  period 
of  from  ten  to  sixty  minutes.  After  removal  of  the 
tampons  the  cavities  of  the  nasopharynx  and  nasal 
fossae  are  thoroughly  douched  with  a  mild  alkaline 
solution  propelled  from  an  atomizer,  followed  by  an 
oil  spray  and  the  inhalation  of  an  oil  vapor.  The 
treatment  is  completed  by  massage  from  30  to 
120  seconds  over  each  ear  induced  by  a  bell-shaped 
glass  cup  and  an  electric  motor.  The  strokes  of  the 
motor  should  be  timed  to  give  about  120  strokes  to 
the  minute. 

By  this  method  the  author  has  obtained  relief  of 
all  symptoms  and  a  restoration  of  the  drum  to  a 
more  normal  position  and  appearance. 

Otto  M.  Rott. 

Large,  S.  H.:  Gold-Platinum  Inserted  in  Middle 
Ear  for  Adhesive  Processes  in  the  Middle  Ear. 

Laryngoscope,  1915,  xxv,  370. 

Large  reports  a  case  of  chronic  catarrhal  otitis 
media  in  a  boy,  aged  14  years,  whose  hearing  was 
improved  immediately  by  the  insertion  of  gold-foil 
into  the  middle  ear. 

The  technique  used  was  as  follows:  Under  ether 
anaesthesia,  two  incisions  were  made,  one  in  the  an- 
terior quadrant  and  the  other  in  the  posterior;  the 
drum  membrane  was  separated  from  the  inner  wall 
of  the  middle  ear  and  a  piece  of  platinum  and  gold- 
foil,  one-five-hundredth  of  an  inch  in  thickness,  in- 
serted allowing  the  anterior  end  of  the  plate  to  pro- 
trude through  the  anterior  incision.  The  hearing 
test  made  after  all  inflammatory  conditions  subsided 
showed  marked  improvement. 

The  author  concludes  that  if  some  foreign  sub- 
stance could  be  found  which  would  be  tolerated  by 
the  middle  ear  much  could  be  accomplished  in  these 
cases.  Ellen  J.  Patterson. 


Ewing,  A. :  Difficulties  in  Diaij^nosis  of  Intracranial 
Extension  in  Suppurative  Otitis.  Med.  J. 
Austral.,  1915,  i,  285. 

The  early  diagnosis  of  intracranial  complications 
is  difficult. 

The  following  initial  symptoms  are  noted: 

1.  Headache  —  dull  or  boring  pains  in  the 
mastoid,  occipital  or  temporal  regions  —  especially 
if  associated  with  a  slight  rise  in  the  evening  tem- 
perature. The  pain  sometimes  may  be  away  from 
the  seat  of  the  disease.  Pain  in  and  behind  the  eye 
on  the  same  side  as  the  lesion  is  generally  a  danger 
signal. 

2.  Fever  —  the  occurrence  of  febrile  attacks, 
sometimes  associated  with  increase  of  pain,  vomiting, 
dizziness. 

3.  Mental  clouding. 

4.  Wasting  and  constipation.      Otto  M.  Rott. 

Berens,  T.  P.:   Ambulant  Otitic  Meningitis.     Am. 

J.  Surg.,  1915,  xxix,  147. 

This  term  is  applied  to  those  forms  of  meningitis, 
which,  while  answering  to  the  characteristics  of 
meningitis  as  revealed  by  laboratory  tests,  give  no 
characteristic  clinical  phenomena.  In  some  cases 
the  meningitis  had  lasted  for  as  long  as  two  weeks, 
the  patient  meanwhile  going  about  his  ordinary 
business,  with  none  of  the  ordinary  symptoms 
present. 

The  author  concludes  that  these  cases  teach  the 
necessity  for  bacterial  examination  and  accent  the 
fact  of  the  gravity  of  infections  due  to  capsuled 
organisms.  Headache,  though  not  severe,  in  the 
presence  of  a  discharging  ear,  should  excite  our 
gravest  fears.  Lumbar  puncture  must  be  resorted 
to  in  order  to  establish  a  diagnosis,  and  will  prove 
invaluable  in  forming  a  correct  prognosis. 

Otto  M.  Rott. 

Cocks,  G.  H.,  and  Dwyer,  J.  G.:  The  Isolation  and 
Cultivation  of  the  Tubercle  Bacillus  from  the 
Discharging  Ear  in  Cases  of  Chronic  Purulent 
Otitis  Media.    Laryngoscope,  1915,  xxv,  148. 

The  authors  report  a  series  of  three  cases  in  which 
the  diagnosis  was  made  by  a  cultural  method,  as 
follows: 

After  obtaining  the  aural  discharge  in  wide- 
mouthed  bottles,  it  is  immediately  saturated  with 
sodium  chloride  and  allowed  to  stand  for  30  minutes 
to  an  hour,  at  the  end  of  which  time  the  bacteria 
are  found  floating  on  the  surface.  This  floating 
film  is  then  collected  with  a  deflagration  spoon  in  a 
wide-mouthed  bottle  and  an  equal  volume  of  normal 
sodium  hydroxide  added.  The  mixture  is  shaken 
well  and  left  for  digestion  in  the  incubator  at  37° 
C.  for  one  to  two  hours,  or  longer,  care  being  taken 
to  shake  it  every  half  hour.  The  mixture  is  then 
neutralized  to  sterile  litmus  paper  with  normal 
hydrochloric  acid,  and  the  secUment  is  inoculated 
into  several  test-tubes.  Growth  usually  occurs  in 
from  15  to  30  days. 

A  series  of  seven  cases  is  reported  in  which  the 
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diagnosis  was  made  by  the  antiformin    methods 
of  making  smears.     The  method  is  as  follows: 

The  discharge  was  obtained  in  as  large  a  bulk  as 
possible  in  a  small  quantity  of  normal  salt  solution, 
the  latter  being  used  in  an  amount  just  sufficient  to 
wash  out  the  pus.  The  water  used  in  making  up  the 
salt  solution  was  freshly  distilled  each  day  in  order 
to  be  sure  that  none  of  the  acid-fast  organisms  pres- 
ent in  tap  water  or  in  old  distilled  water  could  vi- 
tiate the  results.  This  discharge  was  then  treated 
with  an  equal  amount  of  15  per  cent  antiformin,  and 
the  whole  was  allowed  to  stand  for  a  varying  period, 
depending  upon  the  consistency  of  the  mixture,  etc. 
It  was  then  centrifugalized  and  the  precipitate  was 
washed  in  order  to  remove  the  excess  of  alkali. 
Smears  were  then  made  from  the  precipitate  and 
stained  by  the  Ziehl-Neelson  and  Pappenheim 
method.  Otto  M.  Rott. 

Lewy,  A.:  The  Treatment  of  Acute  Otitis  Media 
by  the  General  Practitioner.  Clhiique,  Chicago, 
1915,  xxxvi,  221. 

The  first  step  is  to  treat  the  nasopharynx  by  drop- 
ping 10  to  20  per  cent  argyrol  through  each  nostril  — 
6  to  8  drops  into  each  nostril  —  with  the  child  in  the 
recumbent  position. 

When  the  membrane  is  reddened  and  there  is 
earache,  the  author  recommends  the  following 
formula,  warmed  and  dropped  into  the  ear  or 
applied  on  a  tampon  and  left  in  place  twelve  to 
twenty- four  hours:  phenol,  gr.  xxiv;  alcohol,  5  T; 
glycerine,  5  ss. 

If  the  drum  bulges,  it  should  be  incised,  after 
which,  unless  the  discharge  is  very  thick,  the  author 
inserts  a  drain  of  gauze.  If  the  patient  cannot 
return  for  daily  treatment,  the  gauze  is  replaced  by 
swabs  of  cotton  on  a  toothpick  which  the  patient 
employs  in  order  to  keep  the  ear  clean. 

For  mastoid  tenderness,  a  wet  pack  is  used  over 
the  ear,  e.g.,  half  boric  solution  and  half  alcohol, 
applied  warm  and  covered  by  an  impervious  dres- 
sing. It  should  be  moistened  every  six  or  eight 
hours.  After  the  acute  symptoms  have  subsided, 
the  ears  should  be  inflated  twice  weekly. 

Otto  M  Rott. 

Shepard,  G.  A. :  An  Interesting  Case  of  Mastoiditis. 

/.  Ophthal.,  Otol.  b" Laryngol.,  1915,  xxi,  520. 

The  case  reported  by  the  author  was  that  of  a 
patient,  aged  76,  in  whom  there  appeared  a  slight 
swelling  over  the  left  zygoma,  but  with  no  local 
or  general  symptoms.  Two  weeks  later  the  swell- 
ing was  incised  and  pus  evacuated.  Four  months 
later  swelling  over  the  mastoid  was  observed  and  a 
simple  mastoid  operation  performed.  The  sinus 
and  dura  were  exposed.     At  the  third  dressing  the 


tympanum  was  filled  with  creamy  pus,  and  deep 
pressure  under  the  mastoid  tip  caused  an  increased 
flow.  A  radical  operation  was  then  done  and  the 
floor  of  the  tympanum  found  necrotic.  Pus  welled 
up  from  a  sinus  along  the  jugular,  but  there  was  no 
pain  or  increase  of  temperature.  At  the  end  of  two 
weeks  when  the  flow  of  pus  stopped  the  patient 
complained  of  pain  in  the  occiput  and  there  was 
present  an  extensive  swelling  of  the  neck  extending 
back  to  the  median  line.  Pressure  over  the  swelling 
caused  pus  to  exude  from  the  tympanum.  Two 
incisions  made  at  intervals  of  two  weeks  failed  to 
release  the  pus.  One  week  later  pus  was  evacuated 
through  the  last  incision  and  in  another  month  the 
patient  was  well. 

The  author  concludes  that  a  swelling  in  the 
zygomatic  region  accompanied  by  a  history  of 
fairly  recent  acute  ear  symptoms  and  deafness 
should  be  treated  as  an  operable  mastoiditis. 

Otto  M.  Rott. 

Palen,   G.   J.:    An  Anatomical  Consideration   of 
Mastoiditis.     N.  Eng.  M.  Gaz.,  1915,  1,  169. 

The  author  calls  attention  to  the  following  ana- 
tomical points  concerning  the  mastoid  which  have  an 
influence  on  the  course  and  prognosis  of  an  inflam- 
mation of  this  structure: 

1.  The  variation  of  the  size  of  the  mastoid  de- 
pending upon  the  character  of  the  contents,  whether 
the  cells  are  of  the  pneumatic,  diploetic,  or  mixed 
type. 

2.  The  relation  of  the  antrum  to  the  postero- 
superior  canal  wall,  the  middle  and  posterior  cerebral 
fossae,  and  the  lateral  sinus. 

3.  The  variation  in  the  thickness  of  the  inner  and 
outer  plates  of  the  mastoid. 

Because  we  cannot  tell  definitely  with  what  type 
we  are  dealing,  and  because  the  type  present  may 
have  the  greatest  bearing  on  the  outcome  of  the 
infection,  the  author  makes  a  plea  for  safety  in 
advising  a  mastoid  operation  when  mastoid  symp- 
toms persist  despite  careful  treatment. 

Otto  M.  Rott. 

Smith,  C.  M.:  The  End-Results  of  Radical  Mastoid 
Operation.    Laryngoscope,   1915,  xxv,  332. 

Chronic  otorrhcea  which  has  its  origin  in  the 
mastoid  antrum  or  lower  cells  can  be  relieved  as  a 
rule  only  by  a  mastoid  operation.  The  radical 
mastoid  operation  should  be  regarded  as  a  major 
procedure,  frequently  performed  as  the  first  step 
for  the  relief  of  an  intracranial  lesion.  In  from  80 
to  95  per  cent  of  the  author's  cases  he  obtained  com- 
plete cessation  of  all  discharge,  improvement  in 
hearing,  and  marked  improvement  in  the  general 
health  of  the  patients.  Ellen  J.  Patterson. 
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NOSE 

Pf ister,  F. :  A  Plea  for  the  Corrective  and  Cosmetic 
Surgery  of  the  Nose.     Wis.  M.  J.,  1915,  xiv,  22. 

The  author  makes  a  plea  for  the  well-prepared 
specialist  to  take  up  this  work  instead  of  leaving 
the  field  to  be  cultivated  by  the  quack.  In  support 
of  this  contention  he  adds  that  the  demand  is  con- 
siderable; the  difficulties  are  not  nearly  so  great  as 
was  formerly  supposed,  and  are  not  to  be  compared 
with  sinus  work.     The  results  as  a  rule  are  good. 

The  following  two  cases  are  reported: 

1.  A  case  of  septal  perforation  which  was  closed 
by  a  flap  from  the  lateral  wall  of  the  inferior  meatus 
dissecting  upward  the  mucoperiosteum  of  the 
anterior  portion  of  the  inferior  turbinate,  removing 
the  bone  of  the  turbinate  for  a  corresponding  dis- 
tance back.  The  lower  end  of  this  flap  was  lifted 
up  to  the  roof  of  the  nose  against  the  septum  and 
sutured  in  place,  the  flap  not  being  severed  from  the 
outer  wall  of  the  nose  until  the  third  day  when  this 
portion  was  attached  to  the  lower  border  of  the  per- 
foration.    The  results  were  good. 

2.  The  second  case  was  that  of  a  girl  who  had  a 
deviation  of  the  external  nose.  A  submucous  re- 
section of  septum  relieved  the  nasal  obstruction  and 
partially  corrected  the  external  deformity.  Later, 
under  novocaine  infiltration,  the  nose  was  entered 
from  the  vestibule,  the  lateral  cartilage  perforated, 
and  the  skin  lifted  up  subcutaneously.  A  cut  was 
then  made  subcutaneously  across  the  upper  part  of 
the  cartilaginous  ridge  of  the  nose  and  laterally  out- 
ward through  the  upper  lateral  cartilage  down  to  the 
maxillary  bone.  The  nose  was  then  overcorrected 
and  held  for  a  week  with  adhesive  strips,  after  which 
perforated  metal  splints  were  inserted  into  the  nose. 

Otto  M.  Rott. 

Carter,  W.  W. :  Cases  of  Nasal  Deformity  Corrected 
by  Bone  Transplantation.  Laryngoscope,  1915, 
XXV,  321. 

To  demonstrate  his  theory  that  bone,  aseptically 
and  autoplastically  transplanted,  continues  to 
live  and  take  part  in  the  local  process  of  repair, 
continues  to  grow  and  that  its  growth  is  limited 
by  the  physiological  requirement  of  the  part,  the 
author  reports  several  cases  with  radiographs  taken 
after  operation. 

After  preparing  the  right  side  of  the  chest,  the 
nose  is  thoroughly  cleansed  with  Dobell's  solution, 
the  face  washed  and  painted  with  tincture  of  iodine 
followed  by  alcohol,  and  the  nasal  cavities  blocked 
beyond  the  ends  of  the  nasal  bones  with  pledgets  of 
cotton.  Raising  the  tip  of  the  nose  with  the  left 
thumb,   a  small  spatula-shaped  knife  introduced 


from  within  the  nostril  at  a  point  between  the  upper 
and  lower  lateral  cartilage  is  manipulated  by  the 
thumb  and  index-finger  on  the  outside  of  the  nose 
to  elevate  the  skin  over  the  entire  nose  and  make  a 
slit  through  the  periosteum  over  the  nasofrontal 
process. 

The  piece  of  rib  is  then  placed  in  position  and 
anchored  under  the  periosteum  over  the  nasofrontal 
process  with  the  end  of  the  bone  reaching  within 
half  an  inch  of  the  tip  of  the  nose. 

Recently  the  author  has  transplanted  a  portion 
of  the  rib  in  continuity  with  the  costal  cartilage  so 
that  in  reconstructing  the  nose  there  is  bone  arch 
where  that  is  normal  and  cartilage  where  cartilage 
is  normal  —  thus  reproducing  more  nearly  the 
natural  condition  and  preserving  the  flexibility  of 
the  tip.  Ellen  J.  Patterson. 

Dewey,  M.:  The  Cause  of  Failure  of  Some  Rhino- 
logical  Operations.  /.  Ophth.,Olol.,  crLaryngol., 
1915,  xxi,  309. 

Concerning  our  inability  to  produce  normal  nasal 
breathing  in  patients  who  have  long  been  "mouth 
breathers"  due  to  adenoids,  even  after  the  complete 
removal  of  the  primary  causative  factor,  the  adenoids, 
the  author  states  that  it  is  due  to  the  fact  that  while 
the  adenoids  produce  mouth-breathing  the  latter, 
especially  if  long  continued,  produce  deformities 
and  abnormal  developments,  which  in  turn  make 
normal  nasal  breathing  impossible. 

These  deformities  and  abnormal  developments  are 
the  narrow  upper  dental  arch;  the  protruding  an- 
terior teeth;  the  high  roof  of  the  mouth;  the  under- 
developed mandible;  receding  chin;  short  upper  lip; 
abnormal  muscular  pressure;  and  frequently  a 
deflected  septum.  Just  how  these  are  produced 
the  author  explains  in  clear  detail.  Orthodontic 
measures  alone  are  capable  of  effecting  a  cure. 

Otto  M.  Rott. 

Johnston,  R.  H.:  Total  Rhinoplasty.     Am.  J.  Surg., 

1915,  xxix,  149. 

The  operation  consisted  in  removing  a  piece  of 
cartilage  from  the  left  eighth  rib  and  slipping  it 
underneath  the  periosteum  a  little  above  the  center 
of  the  left  forehead.  About  three  months  later  the 
skin  on  the  two  sides  of  the  remains  of  the  nose  was 
dissected  up.  The  flaps  were  turned  into  the  facial 
opening,  skin  surface  down,  and  sutured  in  the 
middle  line  so  that  the  raw  surfaces  would  quickly 
unite  with  the  raw  surfaces  to  be  brought  down  from 
the  forehead.  The  flap  for  the  formation  of  the  nose 
began  at  the  inner  end  of  the  right  eyebrow  and 
continued  up  to  the  hair  line  and  then  across  the 
forehead  to  the  end  of  the  transplanted  cartilage, 
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from  which  point  it  passed  downward  and  inward 
above  the  left  eyebrow  to  the  root  of  the  nose. 
The  skin  was  dissected  away  from  the  periosteum 
up  to  the  cartilage,  which  was  removed  from  the 
bone  with  its  strip  of  attached  periosteum.  The 
flap  was  then  turned  down,  with  its  raw  surface 
below.  The  upper  end  of  the  cartilage  was  stitched 
above  to  hold  it  stationary,  while  below  it  was  bent 
at  the  notch  made  three-eighths  inch  from  the  end, 
so  that  the  lower  end  was  sutured  into  an  incision 
of  the  upper  lip.  The  flap  was  split  in  the  middle 
line  up  to  the  cartilage.  After  this  was  done  the  two 
edges  of  the  flap  were  sutured  to  the  raw  surfaces 
on  the  sides.  The  two  lower  flaps,  formed  by  split- 
ting the  skin  to  the  cartilage,  were  turned  up  into 
the  nostrils  and  held  in  place  by  pieces  of  rubber 
tubing  inserted  on  each  side  of  the  cartilage. 

Otto  M.  Rott. 

Goldstein,  M.  A. :  Lipoma  of  the  Maxillary  Antrum. 

Laryngoscope,  1915,  xxv,  142. 

The  author  reports  the  case  of  a  patient  with 
lipoma  of  the  antrum,  for  which  a  radical  operation 
on  the  antrum  was  performed  and  the  mass  removed. 
This  patient  had  previously  had  a  luetic  infection 
with  ulceration  and  necrosis  of  a  part  of  the  hard 
palate. 

The  question  raised  in  the  author's  mind  was  the 
relation  between  the  lues  and  the  lipoma;  whether 
the  former  was  the  exciting  cause  of  the  local  path- 
ology of  the  antrum  and  affected  the  fatty  degenera- 
tion of  the  living  mucosa,  or  whether  the  lipomatous 
neoplasm  of  the  antrum  was  simply  coincident  with 
lues.  The  pathological  report  clearly  indicated 
that  the  contents  of  the  antrum  was  not  a  lipomatous 
degeneration  of  the  mucous  membrane,  but  an  or- 
ganized lipoma.  Otto  M.  Rott. 

Leshure,  J.:  A  Case  of  Temporosphenoidal  Abscess 
with  Unusual  Complications.  Laryngoscope, 
1915,  xxv,  281. 

The  author  reports  a  case  of  temporosphenoidal 
abscess  following  a  chronic  suppurative  otitis  media, 
in  which  the  diagnosis  of  abscess  was  not  made  for 
two  weeks  after  admission.  At  the  time  of  admission 
the  patient  presented  a  swelling  over  the  ear,  and  a 
diagnosis  of  deep  temporal  abscess  was  made.  An 
incision  over  the  swelling  down  to  the  periosteum 
revealed  the  presence  of  only  a  small  amount  of  pus. 
Three  days  later  the  temperature  rose  to  103.4°  and  the 
patient  became  drowsy,  but  because  of  the  fact  that 
the  urine  was  diminished  in  amount  and  contained 
albumin  and  casts,  and  because  under  appropriate 
treatment  the  patient  improved,  this  drowsiness  was 
considered  due  to  nephritis,  but  in  view  of  subse- 
quent recognition  of  temporosphenoidal  abscess, 
the  question  arises  as  to  whether  or  not  this  first 
attack  of  stupor  was  not  due  to  the  beginning 
cerebral  involvement. 

After  opening  the  abscess  when  the  patient  was 
in  a  comatose  condition,  meningitis  supervened  and 
death  followed. 


Another  interesting  feature  of  the  case  was  the 
preponderance  of  irritative  symptoms  (Kernig's 
sign  and  rhythmic  arm  movements)  on  the  affected 
side.  The  explanation  offered  is  that  the  fibers 
failed  to  cross  in  the  pyramidal  tract. 

Otto  M.  Rott. 

Coffin,  L.  A.:  A  New  Non-Operative  Treatment  of 
Disease  of  the  Accessory  Sinuses  of  the  Nose. 

Med.  Rec,  1915,  Ixxxvii,  556. 

The  treatment  consists  of  alternating  positive 
with  negative  pressure  in  the  nose.  After  all  the  pus 
has  apparently  been  "sucked  out,"  the  positive  pres- 
sure applied  by  means  of  an  oxygen  tank  seems  to 
force  pus  from  the  walls  of  the  cavities,  for  so  soon  as 
negative  pressure  is  again  applied  more  pus  can  be 
sucked  out.  Orro  M.  Rott. 

THROAT 

Miiller,  J.:  The  Treatment  of  Laryngeal  Tuber- 
culosis (t)ber  die  Behandlung  der  Kehlkopftuber- 
kulose).  Nord.  Tidsskr.  f.  Terapi,  Kjobenh,  1914, 
xii.  No.  7. 

The  author  gives  his  conclusions  derived  from 
the  treatment  of  1,000  cases  of  laryngeal  tuberculo- 
sis. In  general  everything  should  be  avoided  that 
might  cause  irritation,  especially  alcohol  and 
tobacco.  The  use  of  the  voice  should  be  limited  to 
the  minimum.  He  then  discusses  the  medicinal 
treatment  and  finally  the  surgical  methods.  He 
performed  40  epiglottis  amputations  by  the  endo- 
laryngeal  route,  securing  good  results.  His  in- 
dications for  the  procedure  are:  (i)  a  tuberculous 
infection  limited,  or  nearly  Umited,  to  the  epiglottis, 
provided  the  condition  of  the  patient  permits  it; 
(2)  a  decided  dysphagia  irrespective  of  the  condition 
of  the  larynx  and  lungs,  provided  that  the  epiglottic 
involvement  is  the  cause  of  the  dysphagia;  (3)  a 
decided  tuberculous  infection  of  the  epiglottis  even 
in  cases  of  extensive  laryngeal  involvement,  also 
if  dysphagia  does  not  exist,  provided,  however, 
that  no  marked  pulmonary  lesion  is  present,  so 
that  after  the  operation  a  cure  or  at  least  marked 
improvement  is  probable. 

The  author  has  also  seen  marked  improvement 
in  cases  in  which  the  epiglottis  alone  was  not  in- 
volved. It  is  also  important  that  after  removal 
of  the  epiglottis  the  treatment  of  the  inner  larynx 
is  much  facilitated.  Much  less  certain  are  the 
results  of  excision  of  tuberculous  infiltrations  of  the 
vocal  cords,  but  even  here  he  obtained  results  if  the 
infiltrations  were  limited  and  the  lung  condition 
good.  The  results  of  excision  of  infiltrations  in  the 
plica  ventricularis  and  in  the  interarytenoid  region 
are  much  more  doubtful. 

Of  the  extralaryngeal  methods  the  author  first 
discusses  the  longitudinal  fissure  operation.  It  is 
the  operation  of  choice  if  in  the  presence  of  a  good 
lung  condition  the  laryngeal  tuberculosis  becomes 
extensive  or  does  not  respond  to  endolaryngeal 
treatment.     A  tuberculous  infection  of  the   wound 
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is  not  to  be  feared  with  modern  technique;  the  dan- 
gers of  a  miliary  tuberculosis  are  overestimated. 
The  author  does  not  favor  hiryngectomy.  Gluck 
performed  the  operation  twenty  times.  One  patient 
died  as  a  result  of  the  operation,  12  during  the  first 
year,  and  7  were  cured,  of  which  3  died  of  tuber- 
culosis of  other  parts  of  the  body.  The  good  re- 
sults of  tracheotomy  observed  by  Moritz  Schmidt 
in  cases  of  stenosis  are  due  to  placing  the  larynx  at 
rest,  according  to  the  author.  MilUer,  however,  ob- 
tained no  results  with  the  thorough  silence  cure.  In 
laryngeal  tuberculosis  and  pregnancy  good  results 
were  observed  following  induced  abortion. 

In  conclusion,  he  discusses  the  palliative  treat- 
ment of  several  cases,  dysphagia  and  stenosis.  Of 
the  utmost  importance  in  the  treatment  of  laryngeal 
tuberculosis  is  the  condition  of  the  lungs  and  this 
must  be  looked  after,  as  the  chances  for  improve- 
ment and  cure  of  laryngeal  tuberculosis  frequently 
run  parallel  with  the  pulmonary  improvement. 

L.  A.  JUHNKE. 

MOUTH 

Maunsell,  C.  B.:  Cancer  of  the  Tongue  and  Floor 
of  the  Mouth.  Med.  Press  &•  Circ,  1915,  xcix, 
463- 

Reports  from  many  workers  draw  special  attention 
to  the  hopelessness  of  the  treatment  of  cancer  of  the 
mouth  by  means  of  radium  applied  by  any  of  the 
previously  known  methods. 

The  author  thinks  this  the  first  case  which  has 
been  recorded  of  the  obliteration  of  an  extensive 
cancer  of  the  tongue  and  floor  of  the  mouth  by  any 
method  of  treatment  other  than  excision.  The 
method  of  treatment  adopted  is  that  which  was 
originally  and  ably  described  by  Joly  and  Stevenson 
in  1914,  and  consists  in  the  introduction  into  the 
diseased  area,  by  means  of  ordinary  hollow  metal 
needles,  of  known  quantities  of  radium  emanations 
without  screening  of  any  kind.  The  glass  tubes  and 
needles  can  be  made  of  various  lengths  to  suit 
individual  cases. 

For  intra-oral  work  the  author  uses  special  needles 
made  with  an  eye  instead  of  a  mount  at  the  end,  in 
order  that  they  may  be  held  in  position  by  suture. 

The  patient,  a  man  aged  61,  eighteen  months 
previous  had  noticed  a  hard  lump  on  the  under 
surface  of  his  tongue  which  gradually  increased  in 
size,  later  ulcerating  and  extending  rapidly,  causing 
much  pain  in  his  left  ear  and  the  left  side  of  his  face. 
The  patient  was  thin  and  cachectic.    The  area  in- 


volved the  anterior  part  of  the  tongue,  franum,  and 
floor  of  the  mouth  up  to  the  mucoperiosteum  of  the 
jaw.  Slightly  enlarged  glands  could  be  felt  in  the 
left  submaxillary  region. 

The  report  of  microscopical  section  by  Wigham 
is  as  follows:  "Masses  of  cancer-cells  supported  by 
fine  strands  of  connective  tissue,  cells  of  squamous 
type  showing  many  mitoses." 

Six  needles  were  introduced  —  two  into  the 
tongue,  one  on  the  interior  side  of  the  former  position 
of  the  frajnum,  four  being  introduced  through  the 
submental  skin.  The  needles  contained  23  milli- 
curies  of  emanations,  and  were  left  23^^  hours. 
Two  days  later  four  needles  containing  1 1  millicuries 
were  introduced  amongst  the  submaxillary  glands, 
and  left  there  24  hours.  Two  days  later  six  needles 
containing  1 1  millicuries  were  again  inserted  — 
four  into  the  tongue  and  two  into  the  floor  of  the 
mouth.  These  were  removed  in  26  hours.  Light 
ether  anaesthesia  was  used.  The  only  reaction 
noted  was  an  evening  rise  of  temperature  to  100° 
on  the  first  two  occasions.  The  pain  soon  ceased 
and  in  48  hours  the  growth  was  softer  and  in  7  days 
the  glands  were  much  smaller.  In  22  days  the  ulcer 
was  covered  with  normal  looking  epithelium,  but 
considerable  induration  could  be  detected.  Within 
the  next  52  days  the  needles  were  inserted  three 
times. 

A  piece  of  tissue  was  removed  for  microscopical 
examination  and  showed  nearly  normal  epithelium 
covering  the  site  of  the  cancerous  area,  some  thinner, 
with  slightly  flattened  papillae,  fairly  firm  connective 
tissue  with  many  blood-vessels  and  some  patches  of 
round  cells,  some  islands  of  muscle  fibers,  some  of 
them  degenerated;  one  small  mass  of  cancer-cells 
dififering  from  the  other  section  in  that  the  bodies  of 
the  cells  were  much  smaller  in  proportion  to  the 
size  of  their  nuclei.  There  were  no  mitoses  and  the 
cancer-cells  were  surrounded  by  foreign-body  giant 
cells. 

The  patient  was  obviously  cured,  but  on  account 
of  the  remaining  cancer-cells,  notwithstanding  they 
were  changed  and  attached  by  giant  cells,  the  author 
introduced  6  needles  containing  16  millicuries  into 
the  tongue  and  area;  these  were  removed  in  48  hours. 
One  month  later  a  haemorrhage  occurred  from  a 
sloughing  area  as  large  as  a  pigeon's  egg.  This  was 
scraped  out  and  the  patient  was  healthy  when  last 
seen  by  the  author  a  few  days  later. 

The  author  considers  the  patient  cured  and  thinks 
the  last  treatment  might  have  been  omitted  or  at 
least  considerably  reduced.  H.  A.  Pons. 
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THE  important  relation  that  the  seminal 
vesicles  bear  to  a  variety  of  systemic  con- 
ditions is  gradually  being  appreciated,  and 
the  medical  profession  is  now  being  awakened  to 
the  realization  that  appropriate  treatment  of 
these  important  structures  will  frequently  eluci- 
date many  cryptogenic  infections.  For  many 
years,  in  his  numerous  contributions  on  this 
subject,  Fuller  has  repeatedly  warned  the  medical 
world  of  the  seriousness  of  the  diseases  of  these 
organs,  and  has  offered  abundant  proofs  in  his 
many  cures,  but,  until  very  recently,  there  has 
been  apparent  lethargy  on  the  part  of  the  pro- 
fession to  accept  his  conclusions.  He  is  now 
getting  his  just  recognition.  Recent  contribu- 
tions on  this  subject  by  Billings,  Cabot,  Barney, 
Squier,  and  others  serve  to  substantiate  Fuller's 
claims,  and  these  organs  are  now  becoming  the 
cynosure  of  the  urologic  eye. 

ANATOMY   AND   PHYSIOLOGY 

The  gross  anatomy  of  the  seminal  vesicles  and 
their  ducts  is  so  familiar  that  time  will  not  be 
consumed  in  giving  a  detailed  description;  I 
wish,  however,  to  direct  attention  to  the  important 
canal  system  of  these  structures,  which  has  been 
so  beautifully  demonstrated  by  Pallin,  Picker, 
Barnett,  and  Belfield.  Pallin  in  1901,  in  a  re- 
view of  20  cases  which  he  had  studied  by  means 
of  the  corrosion  method,  divided  the  vesicles  into 
(i)  those  with  a  partly  convoluted  main  channel 
and  (2)  those  with  the  main  channel  markedly 
convoluted;    and   he   further   subdivided   these 


according  to  the  diverticula.  More  recently, 
Picker  in  a  study  of  150  subjects  by  means  of 
collargol  or  bismuth-paste  injections,  has  been 
able  to  classify  five  types  of  vesicles: 

1.  Simple  straight  tubes. 

2.  Thick  twisted  tubes  with  or  without  diver- 
ticula. 

3.  Thin  twisted  tubes  with  or  without  diver- 
ticula. 

4.  Main  tube,  straight  or  twisted,  with  larger 
grapelike  arranged  diverticula. 

5.  Short  main  tube  with  large  irregular  ramified 
branches. 

The  seminal  vesicles  receive  a  large  blood  sup- 
ply from  the  middle  haemorrhoidal  and  the  infe- 
rior vesical  arteries,  which  enter  at  their  upper 
outer  poles.  This  is  extremely  important  to 
know  in  attempting  vesicle  enucleation.  It  is 
also  important  to  know  that  just  in  this  locality 
the  vesicle  is  in  its  closest  relation  to  the  ureter. 
The  veins  run  a  similar  course  to  the  arteries,  the 
nerves  being  derived  from  the  pelvic  plexus. 
Barney  has  also  found,  in  two  specimens,  nerve 
fibers  in  the  tissue  immediately  surrounding  the 
vesicle.  The  lymphatics  drain  into  the  glands 
along  the  iliacs.  Belfield  has  shown  that  the 
vesicles  and  vas  normally  accommodate  about 
from  4  to  6  cubic  centimeters.  Other  observers 
have  reported  from  3-  to  10.  The  vesicles  are 
composed  of  a  dense  muscular  wall,  made  up  of 
an  inner  and  outer  longitudinal  and  middle,  cir- 
cular coat,  with  numerous  sympathetic  ganglia 
arranged  around  the  periphery.    They  are  lined 
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with  cylindrical  epithelium  in  the  young  — 
cuboidal  or  flattened  in  the  aged.  Another  im- 
portant composition  of  the  vesicles  is  a  dense 
elastic  tissue  surrounding  its  many  cavities.  In 
the  young,  the  vesicles  are  smaller  and  much  more 
simple  than  in  the  adult,  and  the  elastic  tissue  is 
found  in  a  much  smaller  quantity. 

It  has  been  proved  without  question  that  the 
seminal  vesicles  are  not  only  reservoirs  for  semen, 
but  serve  a  much  more  important  function  —  the 
secretory  function.  Their  secretion  adds  one 
of  the  important  constituents  to  the  seminal 
fluid.  The  secretory  activity  of  the  cells  of  the 
vesicles  has  been  demonstrated  by  the  staining  of 
Benzley,  by  which  the  cells  are  demonstrated  to 
contain  numerous  mitochondria.  Another  im- 
portant function  of  the  seminal  vesicle  is  that  of 
expulsion,  which  makes  it  an  important  factor  in 
the  act  of  ejaculation.  De  Bonis  found  in  rats, 
bats,  and  guinea  pigs  considerable  inactivity  not 
only  after  castration,  but  during  hibernation;  but 
during  sexual  excitement,  the  cells  showed  marked 
activity;  the  seminal  vesicles,  therefore  being,  as 
Barney  cleverly  puts  it,  indissolubly  inter- 
dependent and  forming  with  the  prostate  a 
procreative  triad  essential  to  posterity.  Huet 
has  shown  that  the  seminal  vesicle  is  also  an  ex- 
cretory organ.  He  has  found  bacteria  in  the 
secretion  of  vesicles  from  healthy  animals,  and 
moreover,  in  animals  dying  of  acute  sepsis,  he  has 
found  the  specific  organism  in  the  secretion. 
This  may  be  an  important  fact  in  the  transmis- 
sion of  syphilis. 

PATHOLOGY 

The  great  frequency  with  which  the  seminal 
vesicles  are  subjected  to  infections  makes  them 
bear  an  important  pathological  significance.  It 
has  been  shown  that  90  per  cent  of  gonorrhoeas 
become  posterior  and  that  90  per  cent  of  these 
cause  involvement  of  the  seminal  vesicles.  Many 
claim  that  the  vesicles  are  much  more  easily 
involved  than  the  prostate;  this  is  not  conceded 
by  all,  nevertheless  without  question  in  the 
great  majority  of  deep  urethral  infections,  they 
are  involved.  This  infection,  which  is  initially 
an  intra-semivesicular  process,  which  may  be 
acute,  subacute,  and  later  chronic,  is  almost 
always  associated  with  a  degree  of  perivesicu- 
lar  involvement  of  the  surrounding  structures. 
The  inability  of  an  infection  thus  engrafted 
to  receive  natural  intra-urethral  drainage, 
makes  it  next  to  impossible  for  a  lesion  to 
become  completely  cured  when  left  to  nature. 
There  is  also  associated  a  coincident  infection  in 
the  prostate.  In  the  acute  infection  of  the 
vesicles,   the  gonococcus  is  almost  always  the 


cause,  but  in  the  chronic  infection  the  gonococcus 
is  rarely  ever  found.  Squier  in  a  series  of  bac- 
teriological investigations  on  the  seminal  fluid 
from  chronic  infections,  obtained  negative  find- 
ings from  his  cultural  studies.  Cabot  and  Bar- 
ney also  received  sterile  cultures  in  several  cases 
examined.  They,  however,  found  a  culture  of 
intracellular  diplococci  in  one  case.  Voelcker 
has  observed  the  pneumococcus,  and  Picker  the 
pneumococcus  and  also  the  gonococcus.  The 
other  organisms  which  have  been  observed  are 
staphylococcus,  streptococcus,  colon  and  tubercle 
bacillus.  It  seems  probable  that  with  advanced 
and  improved  technique,  it  will  be  found  that 
many  of  the  reported  sterile  cultures  will  contain 
organisms,  particularly  the  colon  bacillus.  Dr. 
Hugh  Greely  of  Boston  in  examining  a  pathologi- 
cal specimen  for  Doctor  Cabot,  found  in  tissues 
of  the  seminal  vesicles,  by  the  technique  of 
Rosenow,  an  unknown  bacillus,  resembling  bac- 
teriologically  the  bacillus  of  Ducrey.  This  is  a 
very  important  discovery  and  may  eventually 
lead  to  a  more  accurate  knowledge  of  the  bacteri- 
ology of  these  organs. 

The  gross  pathology  of  chronic  inflanmiatory 
lesions  of  the  seminal  vesicles  is  quite  variable. 
They  may  be  large,  firm,  and  distended  with  ob- 
structed ducts  and  abscess  formations.  They 
are  usually,  however,  involved  more  particularly 
in  a  perivesicular  infiltration,  so  that  one  may  not 
be  able  to  outline  the  confines  of  the  vesicles 
because  of  their  being  matted  down  with  a  plastic 
exudate.  In  fact,  operative  experience  in  acute 
seminal  vesiculitis,  in  which  the  rectal  touch  has 
seemingly  demonstrated  swollen  vesicles  and 
supposed  abscesses,  has  shown  that  the  vesicles 
in  such  cases  are  not  distended  with  pus,  but  the 
process  is  usually  one  of  perivesicular  infiltration. 

Our  chief  acquaintance  with  the  pathology  of 
these  organs  has  been  gained  by  means  of  injec- 
tions and  X-ray  photographs.  Belfield,  several 
years  ago,  by  means  of  vasostomy  and  filling  the 
vas  and  vesicle  with  collargol,  and  simultaneously 
taking  an  X-ray  picture,  showed  the  vesicles  to 
be  very  convoluted  structures.  This  has  been 
further  demonstrated  by  Cabot,  Barney,  Schmidt, 
Kretschmer,  Fuller,  and  others.  These  photo- 
graphs show  that  the  majority  of  the  inflamma- 
tory, chronically  infected  vesicles,  particularly  the 
ones  which  we  have  been  unable  to  cure  by  local 
measures,  such  as  massage  and  topical  applica- 
tions, are  made  up  of  many  diverticular  sacs 
emptying  into  the  main  channel  by  very  narrow 
constricted  orifices,  making  natural  drainage 
almost  an  impossibility. 

Cabot  and  Barney  have  studied  the  pathology 
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of  vesicles  removed  by  autopsy  and  state  that  in 
many  cases  dissection  was  a  matter  of  shelling  out 
the  vesicle  from  its  capsule;  these  were  micro- 
scopically normal,  but  usually  dissection  was 
difficult  owing  to  dense  adhesions.  They  have 
observed  that  scar  tissue  is  almost  always  found 
more  abundantly  at  the  lower  end  of  the  vesicle 
and  the  vas,  which  results  in  an  artificial  union  of 
these  structures.  Many  claim  that  the  vesicle 
and  vas  are  always  involved  in  the  process,  so  as 
Barney  states,  if  one  vesicle  is  involved  its  fellow 
may  be  safely  accused.  The  inflammatory  vesicle 
usually  presents  a  greatly  thickened  wall  and  the 
muscle  bundles  are  replaced  by  connective  tissue. 
There  are  frequently  areas  of  round-cell  infiltra- 
tion scattered  throughout  the  section. 

The  seminal  vesicle  bears  an  important  patho- 
logical significance,  also,  on  account  of  its  proxim- 
ity to  the  ureter.  Young,  Squier,  and  Voelcker 
have  reported  cases  of  renal  infection  due  to 
ureteral  stricture  secondary  to  the  vesicles. 
Injuries  and  wounds  of  the  seminal  vesicles  are 
exceedingly  rare.  Gueillot  (quoted  by  Keyes) 
reports  one  authentic  case  of  accidental  wound 
which  was  due  to  fracture  of  the  ischium.  In- 
juries of  the  ejaculatory  ducts  are  quite  common 
during  the  course  of  a  prostatectomy,  particularly 
in  the  hands  of  the  unskilled.  Calculi  occur  quite 
frequently.  Primary  tumors  are  exceedingly 
rare.  Ceelen  reports  a  case  of  fibromyoma.  In 
his  review  of  literature  he  found  four  cases  of 
cancer  and  one  case  of  sarcoma,  the  latter  de- 
scribed by  Zahn.  Cancer  of  the  seminal  vesicles 
is  exceedingly  common,  but  it  is  almost,  if  not  al- 
ways, secondary  to  cancer  of  the  prostate. 

Concerning  the  omnipresent  tuberculosis,  which 
is  one  of  the  most  important  diseases  of  the  semi- 
nal tract,  there  has  been  great  diversity  of  opin- 
ion. It  has  almost  always  been  accepted  that 
tuberculosis  of  the  seminal  tract  had  its  origin  in 
the  epididymis,  the  vesicles  being  secondarily 
involved,  and  with  very  few  exceptions  this  idea 
still  prevails.  Halle  and  Motz  in  53  cases  of 
urinary  tuberculosis  found  the  vesicles  involved 
in|38  —  II  times  unilaterally,  27  times  bilater- 
ally. Saxtorph  has  found  isolated  tuberculous 
lesions  in  the  seminal  vesicles  7  times  in  205  cases. 
Tuberculosis  of  the  seminal  vesicles  may  be  of  the 
miliary  type,  this,  however,  is  exceedingly  rare. 
There  may  be  a  nodular  tuberculosis,  charac- 
terized by  large  tubercle  formations.  The  most 
frequent  type,  however,  is  the  massive  infiltrated 
tuberculosis,  the  vesicles  being  transformed  into 
a  dense  mass  of  connective  tissue  with  caseation 
and  areas  of  softening.  With  such  a  process 
involving  the  vesicles,   the  prostate  is  almost 


always  similarly  invaded.  The  tuberculous 
changes  in  the  vas  are  similar  to  the  changes  in 
the  vesicles,  being  marked  by  nodular,  hard, 
infiltrated  areas.  This  nodulation  is  most 
marked  at  the  two  ends  of  the  vas  and  is  quite 
distinctive  of  tuberculosis. 

Before  undertaking  a  description  of  the  many 
surgical  methods  which  are  employed  for  relief 
of  diseases  of  the  seminal  vesicles,  we  will  briefly 
consider  the  protean  aspects  in  the  symptomatol- 
ogy of  diseases  of  these  structures.  It  seems 
difficult  to  get  the  general  profession  to  realize 
that  these  important  organs  in  the  male  economy 
are  subject  so  frequently  to  infections.  If  they 
will  consider  their  location — next  a  filthy  rectum, 
at  the  gateway  between  the  genital  and  urinary 
systems  through  which  bacteria  so  frequently 
pass — they  must  be  convinced  of  their  importance. 
A  short  summary  of  the  various  symptoms  is  as 
follows:  various  chronic  discharges;  many  chronic 
bladder  distresses;  the  numerous  referred  pains 
in  the  back,  sacral  region,  hips,  legs,  perineum, 
groins,  testicles,  and  penis;  recurrent  epididymitis 
and  sexual  derangements;  a  vast  array  of  joint 
processes  of  an  infectious  nature,  such  as  articular 
rheumatism,  rheumatoid  arthritis,  arthritis  defor- 
mans, and  hypertrophic  arthritis;  numerous  renal 
and  cardiac  complications,  digestive  upsets,  and 
an  array  of  nervous  and  mental  manifestations 
which  are  almost  inconceivable. 

If  the  profession  will  make  an  attempt  to 
thoroughly  investigate  these  structures  when  any 
of  the  above  lesions  are  present,  it  will  find  to  its 
satisfaction  that  many  of  the  above  disorders 
may  be  effectively  cured. 

The  great  majority  of  chronic  inflammatory 
processes  in  the  vesicles  are  capable  of  being 
clinically  cured  without  surgical  means.  Rou- 
tine massage  and  applications  usually  effect  a 
prompt  amelioration.  There  are  a  few  cases, 
however,  in  which  after  conscientious  local, 
palliative  treatment,  our  efforts  prove  fruitless; 
these  cases  are  the  ones  mentioned  previously 
which  present  numerous  diverticulae  and  severe 
inflammatory  infiltrations  which  will  not  soften 
and  drain.  These  cases  require  surgical  measures 
for  their  relief. 

Squier  in  his  recent  article  sums  up  the  surgical 
indications  in  three  words:  pus,  pain,  and  rheu- 
matism, (i)  Under  the  first  he  includes  (a)  the 
acute  cases,  developing  in  the  course  of  gonorrhoea, 
often  mistaken  for  prostatic  abscess,  in  which  the 
perivesiculitis  simulates  prostatic  enlargement; 
(6)  cases  of  recurrent  epididymitis  following  acute 
urethritis  and  vesiculitis;  (c)  cases  of  chronic 
vesiculitis  which  simulate  spermatorrhoea;  and 
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(d)  those  in  whom  the  discharge  from  the  urethra 
occurs  during  defacation  and  who  have  resisted 
faithfully  carried  out  non-operative  treatment. 
(2)  Under  pain  he  includes  the  various  referred 
symptoms  mentioned  in  a  previous  paragraph. 
He  reserves  surgery,  however,  for  cases  which 
resist  local  treatment.  (3)  In  the  rheumatic 
group  he  includes  acute,  subacute,  chronic,  and 
the  deforming  types  of  arthritis  in  which  a  definite 
relationship  can  be  determined  between  the  joint 
and  the  vesicle.  Fuller  has  reported  an  astound- 
ing number  of  cures  in  chronic  joint  involvement 
by  means  of  seminal  vesiculotomy.  Cabot  would 
reserve  operations  on  the  seminal  vesicle  for  cases 
of  crippUng  arthritis. 

Concerning  tuberculosis  of  the  seminal  tract, 
opinions  differ.  As  tuberculosis  is  generally 
secondary  to  an  epididymitis,  epididymectomy  is 
the  operation  which  is  usually  employed,  and 
most  operators  believe  that  the  vesicles,  under 
proper  hygienic  and  tuberculin  treatment,  get 
well.  The  method  of  treating  the  vas  differs 
with  different  operators:  some  remove  it  only  to 
the  external  ring,  some  open  it  to  the  canal  and 
follow  it  as  far  as  possible;  other  more  radical 
surgeons  believe  in  excision,  not  only  of  the  epi- 
didymis and  vas,  but  also  of  the  corresponding 
vesicle;  some  of  the  even  more  radical  add  to 
this  surgical  mutiny  the  ablation  of  the  prostate. 
At  this  time,  we  feel  that  the  general  profession 
does  not  regard  seminal  vesiculectomy  for  tuber- 
culosis a  wise  surgical  procedure.  Some  surgeons 
practice  injecting  the  vas  with  antiseptic  solutions 
for  their  beneficial  effect  on  the  vesicular  cavities. 
For  this,  argyrol  and  collargol  have  been  most 
frequently  employed.  This  is  of  questionable 
value.  As  carcinoma  of  the  seminal  vesicle  is 
practically  always  secondary  to  carcinoma  of  the 
prostate,  it  is  removed  in  conjunction  with  the 
prostate  in  the  so-called  complete  prostatectomy 
in  which  the  vesicle,  prostate,  bladder  neck,  and 
membranous  urethra  are  removed  in  toto.  This 
applies  only  to  early  carcinomatous  processes  in 
the  vesicles. 

SURGERY 

We  shall  now  attempt  to  give  a  summary  of 
the  various  operative  techniques  on  the  vesicles. 
These  may  be  divided  into:  vasotomy  with  in- 
jections of  the  vesicles,  vesiculotomy,  and  vesi- 
culectomy. Vasotomy,  heralded  by  Beliield,  has 
been  employed  by  him  in  many  cases  of  vesiculitis. 
It  does  not  at  present  seem  to  have  a  substantial 
hold  on  the  profession  in  the  surgery  of  these  or- 
gans. He  has  reported  excellent  results  and 
others  have  corroborated  his  statements.  The 
technique  is  simple,  consisting  in  making  a  small 


scrotal  vasotomy  and  allowing  argyrol,  collargol, 
or  some  other  solution  to  find  its  way  into  the 
cavities  of  the  vesicles.  Owing  to  its  simplicity 
it  seems  to  be  an  operation  which  should  be  more 
frequently  employed,  and  seems  indicated  par- 
ticularly in  many  of  the  chronic  discharges  which 
are  not  benefited  by  local  treatment.  After  the 
injection  the  wound  may  be  closed  entirely,  or, 
as  Belfield  practices  it  frequently,  a  tube  may  be 
left  in  the  vas  for  repeated  injections. 

Seminal  vesiculotomy  and  vesiculectomy  may 
be  performed  either  perineally  or  through  the 
ischiorectal  region.  The  perineal  approach  is  by 
far  the  most  commonly  employed.  The  usual 
steps  are  as  follows:  with  the  patient  in  the 
lithotomy  position,  a  Y-shaped  incision  is  made 
somewhat  similar  to  Young's  perineal  incision  for 
prostatectomy;  the  apex  of  the  prostate  is  ex- 
posed, then  there  are  various  modifications  by 
different  men.  In  order  to  bring  down  the  vesi- 
cles. Young  uses  a  tractor  similar  to  the  one  he 
employs  in  prostatectomy  work,  excepting  that  it 
is  longer  and  passes  directly  into  the  bladder  from 
the  meatus.  By  means  of  rotating  this  instru- 
ment against  the  symphysis,  he  is  able  to  bring 
the  vesicles  nicely  into  the  wound,  and  he  is  at 
liberty  to  undertake  whatever  he  deems  necessar>\ 

Squier,  after  exposing  the  apex  of  the  prostate, 
and  by  traction,  is  able  to  pull  the  vesicles  down 
for  a  satisfactory  exposure.  After  the  apex  of 
the  prostate  has  been  exposed,  and  either  the 
tractor  or  the  tape  is  inserted,  the  prostate  is 
brought  into  the  wound  and  the  rectum  separ- 
ated, dissection  being  between  the  two  layers  of 
Denovillier's  fascia.  When  the  vesicles  are  ex- 
posed they  will  be  found  to  be  covered  by  the 
same  fascial  layers  which  cover  the  prostate. 
These  must  be  divided  before  the  vesicles  can  be 
attacked.  After  division  of  the  fascia,  the 
prostate,  vesicles,  and  vas  can  be  examined. 
There  is  usually  a  perivesicular  exudate  which 
occasionally  makes  exposure  difficult.  One  can 
then  open  and  drain  the  vesicles  in  any  place 
desired,  or  can  remove  any  part  of  the  vesicular 
wall  which  may  seem  necessary.  It  is  very  fre- 
quently necessary  also  to  incise  the  ampullae  of 
the  vasa.  This  operation  should  be  used  on  both 
vesicles  and  vasa.  After  one  has  incised  the 
vesicles,  he  may  consider  his  operation  complete, 
or  he  may  drain  the  prostate  also  at  the  same  time 
if  it  seems  advisable.  Tubes  and  gauze  drainage 
are  used.  The  gauze  should  be  placed  into  the 
incised  cavities  and  the  tube  down  to  this  region. 
The  wound  is  partially  closed  by  bringing  together 
the  levator  ani  muscles  with  catgut,  and  the  skin 
with  either  catgut  or  silk. 
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Fuller's  operation  which  was  the  first  to  be  done 
on  the  seminal  vesicles  and  the  one  which  has 
been  used  probably  more  than  all  the  others  com- 
bined on  accoun  t  of  the  numerous  operations  which 
he  has  done,  is  an  entirely  different  exposure  from 
the  one  above  described.  He  places  his  patients 
on  a  flat  table  in  the  knee-chest  posture,  with 
knees  well  separated,  thigh  and  knee-joints 
sharply  flexed,  with  an  attendant  at  either  side  of 
the  patient  to  maintain  the  position.  Originally 
he  used  a  rectal  tampon,  but  latterly  this  has 
been  discarded.  His  incision  consists  of  two 
divergent  cuts  on  either  side  of  the  anus.  This 
incision  is  deepened  through  the  fat  and  fascia, 
care  being  taken  in  deepening  the  transverse 
incision  to  keep  far  enough  away  from  the  anus  so 
as  not  to  injure  the  sphincter.  The  forefinger  is 
inserted  into  the  rectum,  with  the  ball  of  the  finger 
pressing  down  against  the  anterior  rectal  wall. 
He  then  cuts  through  the  levator  ani  muscles  and 
the  visceral  layer  of  the  pelvic  fascia.  The  finger 
also  acts  as  a  guide  to  prevent  rectal  injury.  He 
then  enters  the  space  between  the  prostate  and 
the  rectal  wall  by  blunt  dissection  with  the  finger. 
Fuller  states  that  by  this  process  of  dissection  it 
is  easy  to  separate  the  rectal  wall  from  the 
seminal  vesicles  and  posterior  wall  of  the  bladder. 
After  this  is  done,  a  grooved  director  is  passed 
under  the  guide  of  the  index-finger  to  the  tip  of 
the  seminal  vesicle.  A  scalpel  is  then  passed  in 
the  wound,  and  the  tip  of  the  vesicle  opened. 
This  incision  is  then  divulsed  with  the  finger  and 
the  vesicle  laid  open.  Fuller  says  that  this 
operation  is  not  bloody  and  no  vessels  require 
ligation.  The  cavities  of  the  vesicles  are  packed 
with  gauze  and  two  soft  rubber  drainage  tubes 
inserted  between  the  gauze  and  the  rectal  wall. 
The  wound  is  partially  closed.  The  gauze  is 
removed  at  the  end  of  the  fifth  day,  the  drainage 
tubes  on  the  ninth  or  tenth  day.  This  operation, 
which  has  accomplished  a  great  deal  in  the  hands 
of  its  originator,  is  done  entirely  by  the  sense  of 
touch,  and  is  one  which  does  not  appeal  to  the 
average  surgeon  when  he  realizes  that  the  field 
can  be  so  completely  exposed  by  the  operation 
previously  described. 

The  operation  proposed  by  Voelcker  which  he 
claims  gives  the  best  approach,  is  through  the 
ischiorectal  fossa.  The  patient  is  placed  on  the 
abdomen,  an  incision  made  near  the  coccyx  and 
passed  through  the  ischiorectal  fossa  behind  the 
beginning  of  the  sacrum.  In  the  first  layer,  the 
undermost  part  of  the  gluteus  maximus  muscle 
will  be  cut  through  with  the  ligamentum  tuberoso- 
sacrum.  In  the  second  layer  the  levator  ani 
muscle  and  the  pelvic  fascia  appear,  which  cover 


the  rectum,  prostate,  and  bladder.  In  this  layer, 
numerous  veins  are  to  be  seen,  and  a  clean  incision 
is  made  in  the  fascia  between  these  vessels.  One 
can  draw  the  rectum  away  from  the  posterior 
part  of  the  bladder,  exposing  first  one,  and  then 
the  other  seminal  vesicle.  In  this  way,  Voelcker 
states  that  free  access  to  the  vesicle  is  given  and 
one  can  either  incise  or  remove  according  to  the 
indications.  He  has  operated  on  the  seminal 
vesicles  by  this  method  with  no  mortality.  He 
observed  no  trouble  with  the  healing  of  the 
wound  but  one  haemorrhage  occurring  in  his 
experience. 

Any  of  these  operations  can  be  employed  for 
removing  the  vesicles  and  ampulla  of  the  vas, 
seminal  vesiculectomy.  As  the  vessels  come  to 
the  upper  and  outer  pole,  it  is  always  well  to  be- 
gin the  dissection  in  this  locality  and  ligate  the 
vessels  first,  then  the  vesicle  may  be  shelled  out 
of  its  bed,  dependent  upon  whether  or  not  there 
are  dense  adhesions,  otherwise  seminal  vesiculec- 
tomy is  the  same  as  the  previous  operation.  The 
perineal  method  has  been  employed  by  Cabot, 
Barney,  Young,  Squier,  Legueu,  Gueillot,  and 
Ullman;  the  parasacral  by  Schade,  Routier,  and 
Rydygier. 

Seminal  vesiculectomy  may  be  done  by  the 
inguinal  route  according  to  the  method  of  Vil- 
leneuve,  Baudet,  and  Duval.  These  authors  in- 
cise the  inguinal  canal,  open  it  throughout  its 
length,  then  open  the  transversalis  fascia  and 
strip  the  peritoneum  up  until  the  vas  is  reached. 
This  canal  is  followed  to  the  tip  of  the  vesicle  by 
gentle  traction.  The  vesicle  is  then  seized  with 
a  forceps  and  removed.  This  operation  is  more 
complex  and  difficult,  in  that  it  is  more  likely  to 
prove  dangerous  to  the  peritoneum,  ureter,  and 
pelvic  plexus,  as  exposure  is  difficult. 

Another  method  is  the  suprapubic  approach, 
which  was  reported  by  Young  in  1900  in  the 
Annals  of  Surgery.  With  a  midhne  suprapubic 
incision,  the  bladder  is  opened,  and  the  ureters 
catheterized.  Rectovesical  —  the  peritoneum  is 
stripped  back  from  the  bladder  and  the  vesicles 
are  reached  in  this  manner.  This  operation  is 
more  complex  and  is  not  employed  in  the  chronic 
inflammatory  conditions,  even  by  its  author,  who 
finds  perineal  approach  much  more  adequate  and 
simple.  We  have  been  unable  to  gather  definite 
mortahty  statistics,  but  from  personal  communi- 
cation with  many,  it  is  certain  that  the  mortality 
is  practically  nil.  Injury  to  the  rectum  has  not 
been  striking.  There  is,  however,  one  decided 
consideration  in  operations  upon  the  vesicles,  and 
that  is  the  crippling  of  the  sexual  powers  in  many 
cases.    There  have  been  many  cases  of  impotence 
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occuring  after  these  operations.  This  makes  the 
more  conservative  surgeons  loth  to  undertake  the 
operation,  reserving  it  for  cases  which  have 
resisted  all  other  treatment,  or  for  cases  of  de- 
forming arthritis.  We  have  no  statistics  as  to 
the  comparative  effects  of  vesiculectomy  and 
vesiculotomy  on  the  sexual  powers. 

The  operations  upon  the  vas  deferens  are  usual- 
ly those  done  in  conjunction  with  other  operations 
upon  the  genital  tract,  particularly  in  conjunction 
with  epididymectomy.  The  principal  operations 
upon  the  vas  are:  vasotomy,  vasectomy,  vaso- 
vasotomy,  vaso-epididymotomy,  and  ligation  for 
recurrent  epididymitis. 

Vasotomy  is  employed  either  for  diagnosis  or 
treatment.  It  has  been  used  by  Belfield,  Cabot, 
Barney,  Schmidt  and  Kretschmer,  and  many 
others  for  injections  of  silver  solution  into  the 
vesicle  in  order  to  determine  the  pathological 
changes  by  means  of  the  X-ray.  Schmidt  and 
Kretschmer  have  used  skiography  of  the  vas  after 
the  insertion  of  silver  wire.  Vasotomy  for  treat- 
ment of  the  seminal  vesicles  is  employed  particu- 
larly by  Belfield. 

Vasectomy  has  created  considerable  turmoil  in 
the  last  few  years  from  a  medicolegal  standpoint, 
particularly  in  reference  to  sterilization  of  the 
unfit.  Doctors  Sharp  of  Indiana  and  Bogart  of 
Texas  have  been  the  most  ardent  advocates  of 
vasectomy  as  a  method  of  preventing  the  repro- 
duction of  criminals,  degenerates,  and  defectives, 
and  it  is  to  be  hoped  that  their  ideas  will  be  more 
universally  accepted  by  the  various  states  in  the 
Union.  The  technique  is  very  simple,  done 
without  any  anaesthesia,  even  local.  A  small 
scrotal  incision  is  made;  the  vas  is  isolated, 
ligated,  and  cut.  The  wound  is  dressed  without 
suture.  There  is  no  mortality,  and  sterilization 
is  sure.  In  1900  Reginald  Harrison  proposed 
vasectomy  as  a  means  of  relief  for  prostatic  hyper- 
trophy, and  reported  apparent  success.  His 
method  was  followed  temporarily  by  other  sur- 
geons, but  its  death  was  soon  pronounced  and  it 
has  passed  into  oblivion. 

In  anastomosing  the  vas  following  injury  or 
after  excision  of  stricture.  Christian  and  Sander- 
son have  reported  a  satisfactory  result  by  placing 
a  piece  of  catgut  in  the  lumen  before  closure. 
They  claim  that  this  prevents  the  tendency  to 
stricture. 

Vaso-epididymotomy,  proposed  by  Doctor 
Martin  of  Philadelphia  for  the  cure  of  sterility,  is 
the  most  important  surgical  operation  on  the  vas. 
The  operation  is  of  course  not  serious,  but  ex- 
tremely delicate  and  not  always  effective.  The 
technique  as  described  by  its  author  is  as  follows: 


Before  the  operation  is  undertaken,  strictures, 
posterior  urethral  lesions,  and  chronic  inflamma- 
tion of  the  seminal  vesicles  and  vas  should  be 
cured.  The  patency  of  the  vas  from  the  epi- 
didymis to  the  prostatic  urethra  should  be 
assured  by  an  injection  into  the  lumen  of  the  vas 
of  a  watery  emulsion  of  inert  pigment  which, 
when  passed  with  the  urine  or  expressed  by 
massage  of  the  vasal  ampulla,  may  be  recognized 
readily.  This  preliminary  operation  may  be 
accomplished  under  local  anaesthesia  by  means  of 
either  an  ordinary  hypodermic  syringe,  the  needle 
of  which  is  blunt,  or  the  syringe  used  by  ocuHsts 
for  washing  out  the  lachrymal  duct.  The  vas  is 
held  just  beneath  the  skin  by  the  fingers  of  an 
assistant;  the  line  of  incision  is  infiltrated;  the 
vas  is  exposed,  slit  longitudinally,  and  from  20  to 
30  drops  of  the  injection  are  driven  in.  A  large 
injection  is  likely  to  occasion  severe  pain  at  the 
base  of  the  bladder  (Belfield).  If  the  pigment 
does  not  appear  either  in  the  urine,  in  the 
seminal  discharge,  or  as  a  result  of  massage, 
anastomosis  between  the  vas  and  epididymis  will 
be  futile. 

The  writer  believes  it  is  better  to  cut  the  vas 
obliquely,  split  it  upward  for  a  quarter  of  an  inch, 
and  sew  this  wide-stretched  lumen  to  the  opening 
made,  either  in  the  epididymis,  or,  if  spermatozoa 
are  not  found  there,  in  the  testicle.  The  micro- 
scopist  should  be  at  hand  to  examine  the  fluid 
which  exudes  from  the  epididymis  when  it  is 
opened.  This  opening  is  made  by  the  pinching 
up  of  a  very  small  portion  of  it  in  a  pair  of  con- 
junctival rat-tooth  forceps  and  snipping  this  por- 
tion off  with  a  pair  of  eye-scissors  curved  on  the 
flat.  Usually  a  little  blood  and  yellowish  fluid 
will  exude.  This,  taken  up  on  a  cover  glass,  will 
show  innumerable  spermatozoa.  If  spermatozoa 
are  not  present,  other  openings  must  be  made 
into  the  epididymis  or  testicle  until  spermatozoa 
are  found.  The  anastomosis  between  the  cut 
ends  of  the  vas  and  epididymis  may  be  made  by 
means  of  four  sutures  carried  by  fine  curved  eye- 
needles.  Either  silk  or  fine  silver  wire  answers 
the  purpose  well.  The  suture  is  carried  from 
without  into  the  wall  of  the  vas,  and  from  within 
out  of  the  wall  of  the  epididymis.  The  tying 
down  of  the  sutures  completes  the  anastomosis. 
The  approach  to  the  epididymis  and  vas  is  made 
through  the  posterior  scrotal  wall.  It  usually 
does  not  require  the  appHcation  of  a  single  liga- 
ture. The  veins  should  be  carefully  avoided; 
otherwise  troublesome  and  painful  thrombosis 
will  develop.  Doctor  Martin  and  others  have 
reported  satisfactory  cures.  Doctor  Hagner  of 
Washington  reports  an  anastomosis  of  the  vas 
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of  one  side  to  the  globus  major  of  the  other  side 
in  a  patient  who  had  had  a  previous  double  vaso- 
epididymotomy. 
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Ewing,  J.:  The  Incision  of  Tumors  for  Diagnosis. 

N.  Y.  M.  J.,  1915,  cii,  10. 

The  author  presents  some  of  the  conclusions 
which  he  has  reached  regarding  the  indications  for 
microscopical  study  of  tumors  before  operation. 
They  are  as  follows: 

1.  The  careful  excision  of  a  small  piece  of  a 
malignant  tumor  by  a  sharp  scalpel  need  not  as  a 
rule  tend  to  disseminate  or  aggravate  the  disease. 
Dissemination  of  tumor-cells  requires  sufficient 
force  to  propel  the  cells  along  lymph-vessels  or 
the  opening  of  blood-vessels  into  which  tumor-cells 
may  be  carried. 

2.  Incision  through  the  unbroken  skin  is  seldom 
admissible  for  the  sake  of  diagnosis.  The  skin  is 
the  chief  protection  against  infection  which,  when 
once  established  in  a  tumor,  greatly  aggravates 
the  disease.  It  is  especially  to  be  avoided  in 
sarcomata  of  bones,  muscle,  and  fascias,  tumors  of 
the  breast,  and  in  all  growths  in  which  incision  of 
the  skin  also  involves  incision  through  a  tumor  cap- 
sule. In  all  such  cases,  wherever  possible,  it  is 
better  to  remove  the  entire  tumor  by  an  incision 
which  permits  of  enlargement  for  a  more  extensive 
operation.  An  exception  to  the  rule  of  the  invio- 
lability of  the  skin  is  found  in  tumors  of  lymph-nodes. 

3.  The  clinical  history  is  an  essential  basis  for 
the  correct  interpretation  of  microscopical  structure. 

4.  The  prognosis  of  a  tumor  may  to  a  consider- 
able extent  be  based  on  the  microscopical  structure. 
This  assertion  may  be  successfully  maintained  just 
to  the  extent  that  the  pathologist  is  able  to  inter- 
pret the  clinical  diagnosis  from  the  microscopic 
section. 

5.  The  use  of  frozen  sections,  while  occasionally 
of  decisive  value,  encourages  hasty  conclusions  and 
readily  leads  to  error.  It  is  probably  most  often 
employed  in  operations  on  the  breast  where  it  is 
very  prone  to  mislead.  It  should  be  replaced  as 
far  as  possible  by  the  gross  examination  of  the  whole 
tumor,  which  in  the  great  majority  of  cases  yields 
signs  of  malignancy  or  of  benign  qualities  which  are 
quite  as  conclusive  as  microscopical  pictures. 

6.  No  rigid  rules  can  be  safely  followed  in  regard 
to  when  to  remove  a  portion  of  a  tumor  for  diagno- 
sis. The  conditions  surrounding  the  growth  of 
tumors  are  so  variable  that  each  tissue  and  organ 
must  be  considered  by  itself.  Edward  L.  Cornell. 


Crile,  G.  W. :  The  Two-Stage  Operation  for  Cancer. 

Interst.  M.  J.,  1915,  xxii,  722. 

In  tabulating  the  end-results  of  1,000  operations 
for  carcinoma  of  the  abdominal  viscera  from  the 
statistics  of  Bunts,  Lower,  and  his  own  work  at  the 
Lakeside  Hospital,  Crile  is  impressed  by  the  number 
of  deaths  that  are  explained  in  no  way  by  the 
patients'  apparent  condition  before  operation. 
These  cases  die  with  a  succession  of  symptoms,  in 
general  as  follows:  loss  of  vitality,  thirst,  anorexia, 
depression,  drowsiness,  unconsciousness,  and  finally 
death  in  spite  of  the  fact  that  the  operative  wounds 
are  healing  normally. 

Laboratory  researches  offer  a  solution  of  these 
sequels.  The  author  has  shown  that  the  stimuli 
which  activate  the  organs  which  comprise  the  kinetic 
system,  namely,  the  brain,  adrenals,  liver,  thyroid 
and  muscles,  increase  the  hydrogen-ion  concentra- 
tion, or  in  other  words,  the  acidity  of  the  body. 
The  normal  reaction  of  tissues  is  alkaline  and  life 
is  incompatible  with  a  neutral  or  acid  condition. 
In  life  the  acid  by-products  of  energy  transforma- 
tion are  neutralized  by  the  alkalies  received  from 
the  food.  In  periods  of  stress  during  overw^helming 
activation  the  body-bases  are  unable  to  neutralize 
the  excessive  acid  by-products  sufficiently.  Given 
a  kinetic  system  already  damaged  by  a  long  illness, 
the  test  imposed  upon  it  is  beyond  its  power  of 
recuperation  —  hence  death. 

Carcinoma  is  one  of  the  principal  factors  in  this 
damage  to  the  brain,  adrenals,  and  the  liver,  so 
that  in  cancer  cases  the  acid  by-products  resulting 
from  the  trauma  of  the  operation,  the  anaesthesia, 
and  from  the  emotional  stimuli,  might  readily 
overwhelm  the  vital  organs  concerned  in  acid 
elimination.  In  addition  there  is  normally  in  this 
disease  a  loss  of  appetite,  hence  the  intake  of  alkalies 
is  below  normal.  In  order  to  combat  this  tendency, 
food,  water,  glucose,  and  sodium  bicarbonate  are 
pushed  before  the  operation.  Every  possible  psy- 
chic aid  should  be  employed  to  diminish  the  emo- 
tional stress  incident  to  the  operation.  Nitrous 
oxide  is  used  as  an  anaesthetic  rather  than  ether, 
as  it  causes  less  marked  changes  in  the  brain, 
adrenals,  and  the  liver,  and  at  the  same  time  pro- 
tects them  to  a  certain  extent  from  surgical  trauma. 
Anoci-association  is  employed  throughout  the  op- 
eration, because  operations  done  under  this  method 
show  no  increase  in  hydrogen-ion  concentration. 

The  author  does  not  advocate  the  use  of  morphine 
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in  such  cases  because  its  action  does  more  harm  by 
inhibiting  the  activity  of  the  acid  neutralizing 
mechanisms  than  by  hindering  the  formation  of 
acid  by-products.     Sodium  bromide  is  substituted. 

In  the  worst  risks  when  acidosis  is  impending,  the 
operation  is  divided  into  two  stages  so  as  to  min- 
imize the  strain  of  the  operation  and  extensive 
wound  repair.  This  is  especially  useful  in  cases  of 
pyloric  stenosis  where  a  gastro-enterostomy  is 
done  at  the  first  stage  so  the  patient  may  be  able 
to  take  nourishing  food  immediately. 

The  two-stage  operation  makes  possible  also  the 
differentiation  of  benign  ulcers  and  cancer  of  the 
pylorus.  The  author  advocates  the  two-stage 
operation  in  cancer  of  the  rectum  and  also  in  cancer 
of  the  cervix.  The  two-stage  operation  for  cancer 
of  the  larynx  has  been  described  elsewhere. 

The  ease  with  which  the  patient  goes  through  the 
first  operation  later  gives  him  a  sense  of  equanimity 
when  he  comes  to  the  second,  so  he  no  longer  dreads 
the  ordeal.  The  nitrous  oxide  anaesthetic  has  a 
marked  part  in  this  particular  because  the  patient 
does  not  dread  taking  the  gas,  as  there  is  an  absence 
of  unpleasant  after-effects.  Harry  G.  Sloan. 

ASEPTIC  AND  ANTISEPTIC  SURGERY 

McDonald,  E.,  McMuUen,  C.  G.,  and  Stanton, 
E.  M . :  Sterilization  of  the  Skin  by  the  McDonald 
Solution.     Surg.jGynec.  b°Obst.,  1915,  xxi,  82. 

Prevention  of  infection  has  always  been  the  great 
aim  of  surgeons.  The  introduction  of  rubber 
gloves  and  the  knowledge  of  their  proper  steriliza- 
tion was  quite  a  step  to  this  end.  But  the  proper 
sterilization  of  the  hands  before  their  introduction 
into  the  gloves,  and  the  preparation  of  the  skin  of 
the  operating  field  has  always  been  a  problem. 

Scrubbing  with  soap,  water,  and  brush  and 
washing  with  ordinary  disinfectants  does  not  sterilize 
the  skin.     It  merely  reduces  the  number  of  bacteria. 

McDonald,  having  made  a  bacterial  study  of  the 
common  methods  of  hand  disinfection,  which  were 
proved  to  be  inefficient,  conducted  a  series  of  ex- 
periments extending  over  a  period  of  ten  years  and 
finally  found  that  a  solution  of  commercial  acetone, 
40  parts,  denatured  alcohol,  60  parts,  and  pyxol,  2 
parts,  completely  sterilized  the  hands  within  thirty 
seconds.  This  solution  has  more  than  forty  times 
the  germicidal  value  of  carbolic  acid.  It  is  cheap 
and  is  non-irritating;  it  contains  a  fat  solvent  which 
causes  the  solution  to  penetrate.  The  results  were 
controlled  bacteriologically  by  contaminating  the 
hands  with  a  twenty-four-hour  culture  of  one  of  the 
pus-forming  organisms,  allowing  the  culture  to  dry 
on  and  then  disinfecting.  The  possibility  of  error 
in  the  bacteriological  results  from  the  antiseptic 
value  of  the  excess  of  the  solution  was  eliminated 
by  washing  in  sterile  water  and  plating  the  contam- 
inated water  with  a  culture  in  water  to  prove  that 
there  was  no  antiseptic  action  to  mask  the  result. 
It  is  possible  by  this  method  to  completely  sterilize 
the  skin  of  the  hands  and  of  the  field  of  operation 


within  thirty  seconds.  Wounds  of  the  skin  made 
after  this  method  of  disinfection  give  more  perfect 
healing  than  by  other  methods,  as  has  been  proven 
in  the  practice  of  several  surgeons.  It  is  possible 
to  sterilize  the  hands  so  entirely  and  so  quickly  that 
rubber  gloves  are  no  longer  necessary,  because  the 
hands  can  be  re-sterilized  after  contamination  in 
less  time  than  it  takes  to  remove  dirty  gloves  and 
put  on  clean  ones.  The  bacteriological  results 
have  been  controlled  by  outside  bacteriologists. 

McMuLLEN  describes  his  method  of  using  the 
solution  as  follows:  The  field  of  operation  having 
been  prepared,  if  possible,  the  night  before  by  shav- 
ing and  washing  with  green  soap,  water,  and  al- 
cohol, it  is  then  covered  with  a  sterile  towel  and 
left  until  morning.  At  operation,  the  site  is  treated 
by  rubbing  with  the  McDonald  solution  for  about 
two  minutes.  The  hands  of  the  operator  and  as- 
sistants are  prepared  by  scrubbing  with  green 
soap,  water,  and  alcohol,  followed  by  a  two  minutes' 
treatment  with  the  McDonald  solution. 

He  states  that  during  a  period  of  eight  months 
he  operated  upon  276  major  cases  prepared  after 
this  method  with  but  7  skin  infections,  a  percentage 
of  2.54.     These  cases  were  as  follows: 

1.  Clean  appendectomy.     Mild  skin  infection. 

2.  Inguinal  hernia.  Infection  developed  16  days 
after  operation,  the  pulse  and  temperature  having 
been  normal  in  the  meantime. 

3.  Abdominal  hysterectomy.     Skin  infection. 

4.  Bilateral  purulent  salpingitis.  Infection  of 
the  space  of  Retzius  occurred  and  was  apparently  due 
to  spreading  of  infection  from  the  tubes  themselves. 

5.  Caesarean  section.  A  skin  infection.  This 
was  a  contaminated  case,  as  the  cervix  had  been 
gauze  packed  48  hours  before  operation. 

6  and  7.  Clean  laparotomies.  These  were  done  on 
the  same  day,  and  it  was  subsequently  demonstrated 
that  several  operating-room  nurses  were  suffering 
from  sore  throats,  and  the  organisms  recovered  from 
their  throats  and  from  the  wounds  were  identical. 

From  his  experience  with  McDonald's  solution, 
McMuUen  believes  that  it  is  the  most  efficient 
method  of  skin  sterilization  in  use  at  the  present 
time.  It  is  non-irritating  and  does  not  burn  the 
skin  as  often  happened  with  the  previous  method  of 
iodine  preparation.  Also,  healing  is  accelerated 
about  three  days;  a  lo-day  wound  with  this  method 
appearing  like  a  13-  or  14-day  wound  when  iodine 
was  used. 

Stanton  asserts  that  the  ideal  solution  for  skin 
disinfection  should  fulfill  the  following  conditions: 
It  must  have  a  high  degree  of  bactericidal  activity. 
It  should  be  generally  applicable  on  all  skin  surfaces, 
wet  or  dry,  including  the  hands  of  the  operator.  It 
must  be  capable  of  penetrating  the  crevices  of  the 
skin  and  dissolving  oily  substances  in  the  skin  to 
reach  buried  bacteria.  It  must  be  non-irritating 
and  at  the  same  time  it  should  not  lower  the  power 
of  resistance  of  the  tissues,  nor  by  its  presence  delay 
the  processes  of  wound  repair.  Measured  by  these 
standards  tincture  of  iodine  is  by  no  means  an  ideal 
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The  ctherometer,  an  apparatus  for  automatically  ad- 
ministering anaesthetics. 

germicidal  solution  for  skin  sterilization;  as  a  sub- 
stitute he  recommends  the  McDonald  solution. 

In  his  opinion  the  bactericidal  properties  of  this 
solution  equal  that  of  a  40  per  cent  carbolic-acid 
solution,  plus  the  germicidal  action  of  the  alcohol 
and  acetone,  or  approximately  ten  times  or  more 
the  germicidal  strength  of  the  tincture  of  iodine 
solution  usually  employed  in  surgery.  The  com- 
position of  this  solution  is  theoretically  correct, 
containing  a  powerful  non-irritating  germicide, 
with  a  fat  solvent  capable  of  bringing  the  germicide 
in  contact  with  the  bacteria.  The  method  of 
application  is  simple,  as  the  fat  solvent,  acetone,  is 
contained  in  the  solution  which  can  either  be  painted 
on  the  skin  like  tincture  of  iodine  or  the  skin  may  be 
actually  scrubbed  with  the  solution  which  serves  as 
an  excellent  cleansing  medium. 

The  solution  is  non-irritating,  so  that  it  can  be 
regularly  employed  for  disinfecting  the  surgeon's 
hands  as  well  as  the  patient's  skin.  Water  up  to 
10  per  cent  or  more  does  not  interfere  with  its  ac- 
tion. Hence  it  is  possible  to  use  it  on  wet  skin 
surfaces,  such  as  those  recently  lathered  for  shaving, 
or  the  operator's  hands  after  he  has  scrubbed  them 
with  soap  and  water  A  point  which  deserves 
special  emphasis  is  that  the  use  of  this  germicidal 
solution  does  not  interfere  with  the  normal  repair 
of  surgical  wounds. 

Stanton  believes  that  his  results  since  using  this 
solution  have  been  much  better  than  when  he  used 
the  iodine  method,  as  regards  the  absence  of  in- 
fections and  particularly  as  regards  prompt  wound 
healing  without  evidences  of  chemical  irritation. 

ANAESTHETICS 

Montgomery,  F.:  The  Etherometer,  a  Means  of 
Mechanical  Anaesthesia.  Am.  J.  Obst.,  N.  Y., 
1915,  Ixxii,  133. 

Montgomery  describes  a  device  for  automatically 
administering    an    anaesthetic    and     claims    many 


Showing  feed,  ether  regulator,  conducting  tube,  etc. 

advantages  for  this  method  of  mechanical  anaesthesia 
over  the  ordinary  methods  of  administering  an 
anaesthetic  by  hand. 

He  calls  his  invention  the  etherometer  and  de- 
scribes it  as  a  simple  apparatus  working  on  the  prin- 
ciple of  the  Vichy  syphon.  The  anaesthetic  is 
discharged  from  the  container  through  a  long  flexible 
tube  to  the  face  mask  where  it  is  difltused  upon  the 
gauze.  The  rate  of  flow  is  very  accurately  con- 
trolled by  means  of  a  valve  and  the  amount  of 
anaesthetic  that  is  passing  to  the  mask  may  be  ob- 
served through  a  glass  sight  feed  at  the  top  of  the 
apparatus. 

The  author  tells  of  the  advantages  of  carefully 
initiating  an  anaesthesia  and  of  maintaining  con- 
stant percentages  of  vapor  throughout  the  anaesthe- 
sia, and  calls  attention  to  the  fact  that  most 
patients  after  they  are  anaesthetized  require  about 
the  same  percentage  of  anaesthetic  to  keep  them 
anaesthetized.  For  this  reason  he  maintains  that 
mechanical  anaesthesia  is  ideal  anaesthesia.  There 
are  no  abrupt  changes.  He  believes  that  it  is  the 
rapid  changes  in  percentage  of  anaesthetic  vapor 
respired  that  cause  many  of  the  difficulties,  such 
as  excitement  during  early  stages  of  anaesthesia, 
retching  and  vomiting  and  mucous  secretion.  With 
the  hand  method  the  anaesthetist  never  quite 
knows  what  percentage  of  anaesthetic  vapor  the 
patient  is  getting,  and  if  he  is  giving  a  hght  anaesthe- 
sia he  is  liable  to  let  his  patient  come  out.  The 
author  states  that  by  his  mechanical  method  with 
the  etherometer  there  is  no  guess  work  and  that  no 
matter  how  Hghtly  the  patient  may  be  anaesthetized 
there  is  a  feeling  of  security  that  the  patient  will  not 
come  out,  because  he  is  getting  a  constant  percent- 
age of  vapor. 

The  author  thinks  that  the  vapor  method  as 
ordinarily  practiced  by  means  of  a  bottle  contain- 
ing the  anaesthetic  through  which  air  is  passed  by 
a  foot  or  hand  pump,  is  unsatisfactory  because  there 
is  a  varying  percentage  of  vapor  obtained  in  this 
way. 

Montgomery  states  that  while  his  apparatus  is 
primarily   for   the    scientific   administration   of   an 
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anaesthetic  it  is  a  labor-saving  device  and  presents 
many  advantages  over  the  old  method  of  holding  the 
mask  with  one  hand  and  administering  the  anaes- 
thetic with  the  other.  The  hands  are  free.  The 
jaw  may  be  held  up  with  both  hands,  the  table 
may  be  adjusted  without  altering  the  anaesthesia;  in 
fact,  after  an  anaesthetic  has  been  initiated  very 
little  attention  is  necessary.  The  author  believes 
that  if  the  operator  has  a  knowledge  of  anaesthesia, 
he  might  almost  administer  his  own  anaesthetic 
without  any  fear  of  the  patient  being  too  lightly  or 
too  deeply  anaesthetized.  The  use  of  a  long  flexible 
tube  makes  it  possible  to  administer  anaesthetics 
in  neck  and  breast  cases  without  interfering  with 
the  operator  or  his  assistants. 

Basing  his  conclusions  upon  over  400  anaesthesias 
administered  with  this  apparatus,  the  author  be- 
lieves that  the  mechanical  method  of  administration 
of  anaesthetics  is  the  best  and  most  universally  ap- 
plicable of  all  methods  of  anaesthesia  employed 
today.  E.  A.  Bullard. 

Graham,  E.  A.:  Late  Poisoning  with  Chlorofomi 
and  Other  Alkyl  Halides  in  Relationship  to 
the  Halogen  Acids  Formed  by  Their  Chemical 
Dissociation.    J.Exp.  Med.,  1915,  xxii,  48. 

The  author  recognizes  the  well-known  fact  that 
the  prolonged  administration  of  choloroform  may 
be  followed  by  certain  well-marked  morphological 
changes  in  the  tissues,  most  conspicuous  of  which 
are  oedema,  fat  infiltration,  multiple  haemorrhages, 
and  necrosis  of  the  central  portion  of  the  liver  lobule. 

In  this  paper  the  view  is  developed  that  the 
changes  characteristic  of  late  poisonings  with 
the  above-named  group,  namely,  oedema,  multiple 
haemorrhages,  fat  infiltration,  and  necrosis  are  ascrib- 
able  to  acids  and  to  the  fact  that  the  amount  of 
acid  formed  parallels  the  chemical  dissociability  of 
the  drug  outside  of  the  body. 

Favoring  the  view  that  acid  is  responsible  for  the 
changes  are  the  following  observations: 

1.  All  the  characteristic  features  of  late  chloro- 
form poisoning  have  been  produced  merely  by  the 
administration  of  hydrochloric  acid,  except,  how- 
ever, for  a  different  distribution  of  the  liver  necrosis. 

2.  The  areas  of  central  necrosis  produced  in  the 
liver  by  the  various  substances  under  discussion 
give  an  acid  reaction  to  neutral  red. 

3.  Sodium  carbonate  in  a  hypertonic  sodium 
chloride  solution  markedly  inhibits  the  production 
of  the  lesions. 

In  favor  of  the  view  that  the  respective  halogen 
acids  play  an  important  part  are  these  facts: 

1.  After  the  administration  of  some  of  these 
drugs  there  has  been  noted  an  increase  of  the  neutral 
salts  of  the  halogen  acids  in  the  urine,  a  fact  which 
indicates  that  the  corresponding  halogen  acids 
must  have  been  formed  somewhere  in  the  body. 

2.  The  necrosis-producing  powers  of  dichloro- 
methane,  chloroform,  and  tetrachloromethane  par- 
allel the  amounts  of  hydrochloric  acid  which  these 
substances  theoretically  can  yield  in  their  break- 


down outside  of  the  body.  Likewise,  the  power 
to  produce  tissue  changes  exhibited  by  the  ethyl 
compounds  varies  directly  with  the  ease  with  which 
they  form  their  respective  halogen  acids  in  vitro. 

3.  Ether  and  chloral  hydrate  which  do  not  yield 
halogen  acid  in  their  breakdown  in  the  body  likewise 
also  do  not  produce  necrosis.  They  induce  only 
oedema  and  fat  infiltration  to  a  less  marked  degree. 

The  suggestion  is  made  that  the  halogen  acid 
(hydrochloric,  hydrobromic,  or  hydriodic  acid), 
directly  liberated  in  the  process  of  dissociation,  may 
be  the  important  factor  which  makes  the  tissue 
changes  seen  in  poisoning  with  chloroform  and 
other  alkyl  halides  so  different  from  those  following 
the  administration  of  narcotic  drugs  of  a  different 
type.  George  E.  Beilby. 

Guerry,  L,:  The  Avoidance  of  Shock  During  Sur- 
gical Operations.  J.  So.  Car.  M.  Ass.,  19 15,  xi, 
226. 

The  most  important  theories  concerning  the 
causation  of  shock  are  as  follows: 

1.  The  Yandell  Henderson  theory  is  that  shock 
is  due  to  a  loss  of  carbon  dioxide  from  the  blood 
because  of  excessive  breathing  reflexly  produced 
by  painful  stimuli,  the  so-called  acapnia  theory. 
The  blood  being  so  overcharged  with  oxygen,  the 
necessity  for  breathing  is  temporarily  suspended, 
when  the  time  arrives  for  breathing  there  is  not 
sufficient  carbon  dioxide  available  in  the  blood 
to  stimulate  the  respiratory  center.  At  the  same 
time  the  blood-pressure  falls  and  the  rate  of  the 
heart  beats  increases.  Death  is  due  to  a  lack  of 
oxygen,  the  store  becoming  exhausted  before  the  car- 
bon dioxide  rises  high  enough  to  stimulate  the  center 
into  activity  again. 

2.  The  Boise  theory  holds  that  shock  is  due  to 
cardiac  failure. 

3.  The  contention  of  Meltzer  is  that  ohgaemia 
is  the  real  pathology  of  shock. 

4.  Crile  and  Mummery  contend  that  shock  is 
an  exhaustion  of  the  vasomotor  center  due  to 
excessive  stimulation,  whether  due  to  trauma, 
fright,  loss  of  blood,  or  mental  anxiety.  A  number 
of  competent  observers  have  disputed  their  con- 
tentions as  to  the  dilatation  of  the  arteries  and  the 
exhaustion  of  the  center  during  shock. 

It  is  apparent  that  none  of  these  theories  contain 
all  of  the  truth,  and  probably  all  of  them  contain 
some  of  the  truth.  Further,  it  must  be  accepted 
that  much  can  be  done  to  prevent  shock,  but  not 
very  much  to  cure  it.  Consequently  the  fight 
against  the  condition  must  begin  as  soon  as  the 
patient  comes  under  the  surgeon's  care. 

The  operation  is  not  the  most  important  thing, 
but  rather  a  thorough  understanding  of  the  case 
and  thorough  preparation  for  the  coming  ordeal. 
The  physical  condition  must  be  built  up,  mental 
anxiety  and  apprehension  allayed,  and  the  general 
condition  brought  to  that  margin  of  safety  where 
the  additional  effect  of  an  operation  can  be  borne 
with  a  reasonable  certainty  of  a  successful  outcome. 
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At  the  time  of  operation  a  sixth  of  a  grain  of 
morphine  with  1/150  grain  of  atropine  is  given 
before  the  patient  is  taken  to  the  operating  room. 
The  anesthesia  is  begun  with  nitrous  oxide  and 
later  changed  to  ether.  Loss  of  blood  must  be 
carefully  guarded  against  and  the  actual  work  must 


be  done  as  rapidly  as  possible.  The  author  does 
not  doubt  that  Crile's  method  (local  blocking  of  the 
operative  area  with  novocaine)  is  useful  and  in 
many  selected  cases  he  uses  it,  but  he  believes  it 
prolongs  the  operation  time,  and  in  the  great  major- 
ity of  cases,  is  unnecessary.  E.  K.  AufSTsoNc. 
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Davis,  G.  G.:  A  Plastic  Operation  for  Buyo  Clieek 
Cancer  in  Its  Early  Stage;  a  Furtlier  Report  of 
Buyo  Glieelc  Cancer  Cases.  Surg.,  Gynec.  d* 
Obsl.,  1915,  xxi,  48. 

The  pathological  condition  which  this  operation 
aims  to  meet  is  an  epithelioma  on  the  buccal  aspect 
of  the  cheek  with  regional  metastasis  in  the  sub- 
maxillary lymphatic  glands. 

This  epithelioma  is  common  among  the  people 
of  the  Philippine  Islands  and  is  caused  by  long 
continued  use  of  the  buyo  chew,  which  is  a 
combination  of  the  buyo  leaf,  betel  nut,  lime,  and 
tobacco. 

The  incisions  employed  in  this  operation  may 
for  convenience  of  description  be  divided  into  three 
groups:  First,  a  cut  is  made  from  the  angle  of  the 
mouth  to  the  lower  border  of  the  ramus  of  the  jaw 
and  extending  to  the  angle.  The  aim  of  this  is 
to  give  access  for  removal  of  the  growth  within 
the  oral  cavity.  A  second  circular  incision  is  made 
on  the  side  of  the  neck  to  form  a  flap  with  pedicle 
or  hinge  to  cover  the  defect  of  mucosa  caused  by 
the  removal  of  the  growth  and  thus  give  an  epithelial 
lining  within  the  oral  cavity.  The  third  group 
of  incisions  is  made  lower  down  on  the  neck  to  form 
flaps  to  slide  up  and  cover  the  area  denuded  by  the 
turning  up  of  the  circular  flap. 

This  operation,  of  course,  is  only  indicated  in 
early  cases  when  the  growth  is  more  or  less  limited 
to  the  mucous  surface  of  the  cheek. 

The  result  is  good.  The  seventh  nerve  is  not 
injured,  the  facial  expression  is  preserved,  and  but 
a  single  line  from  the  angle  of  the  mouth  mars  the 
cosmetic  appearance  of  the  face.  A  high  collar 
shields  the  neck  scars. 

Cusliing,  H.,  and  Goetsch,  £.:  Hibernation  and  the 
Pituitary  Body.    /.  Exp.  Med.,  1915,  xxii,  25. 

The  purpose  of  this  study  by  Gushing  and 
Goetsch  is  to  point  out  that  a  seasonal  wave  of 
physiological  inactivity  on  the  part  of  certain 
of  the  glands  of  internal  secretion  may  well  account 
for  the  phenomenon  of  hibernation.  As  a  result 
of  their  studies  they  find  that  a  train  of  symptoms 
coupled  with  retardation  of  tissue  metabolism, 
with  inactivity  of  the  reproductive  glands,  not  only 
accompanies  states  of  experimentally  induced 
hypophyseal  deficiency,  but  is  equally  character- 
istic   of    clinical    states   of   hypopituitarism.     The 


more  notable  of  these  symptoms  are  a  tendency, 
in  the  chronic  cases,  toward  an  unusual  deposition 
of  fat,  a  lowering  of  body  temperature,  slowing  of 
pulse  and  respiration,  fall  in  blood-pressure,  and 
oftentimes  a  pronounced  somnolence. 

These  symptoms  bear  a  marked  resemblance  to 
the  physiological  phenomena  accompanying  the 
state  of  hibernation  which  have  heretofore  been 
unsatisfactorily  ascribed  solely  to  extracorporeal 
factors;  namely,  a  seasonal  deprivation  of  food  and 
low  temperature. 

In  a  series  of  hibernating  animals  (woodchucks) 
it  has  been  found  that  during  the  dormant  period 
histological  changes  are  apparent  in  many  of  the 
ductless  glands.  The  most  notable  of  these  changes 
occur  in  the  pituitary  body,  as  previously  observed 
by  Gemelli.  The  gland  not  only  diminishes  in  size, 
but  the  cells  of  the  pars  anterior,  in  some  animals 
at  least,  completely  lose  their  characteristic  staining 
reactions  to  acid  and  basic  dyes.  At  the  end  of  the 
dormant  period  the  gland  swells,  and  as  the  cells 
enlarge  they  again  acquire  their  differential  affinity 
for  acid,  basic,  and  neutral  stains,  and  at  the  same 
time  karyokinetic  figures  may  appear. 

On  the  basis  of  these  observations  the  authors 
believe  that  hibernation  may  be  ascribed  to  a 
seasonal  physiological  wave  of  pluriglandular  in- 
activity. The  essential  role  may  perhaps  be 
ascribed  to  the  pituitary  body,  not  only  for  the 
reason  that  the  most  striking  histological  changes 
appear  in  this  structure,  but  also  because  depriva- 
tion of  the  secretion  of  this  gland  alone  of  the  entire 
ductless  gland  series  produces  a  group  of  symptoms 
comparable  to  those  of  hibernation. 

George  E.  Beilby. 

Kiipferle  and  SzUy,  A.  von:  Radiotherapy  in  Tu- 
mors of  the  Hypophysis  (Uber  Strahlentherapie 
belHypophysentumoren).  Deutsche  med.  Wchnschr., 
1915,  xli,  911. 

Kiipferle  and  von  Szily  describe  a  case  of  tumor 
of  the  hypophysis  in  a  man  of  65.  The  first  ex- 
amination showed  atrophy  of  both  optic  nerves, 
beginning  concentric  limitation  of  the  visual  field, 
and  hemianopic  pupil  reaction.  A  month  later 
the  tumor  was  removed  through  the  orbit;  the 
tumor  was  malignant  and  it  was  impossible  to 
remove  all  of  it.  After  about  six  months  vision 
began  to  fail  rapidly  and  the  rontgen  shadow  of  the 
tumor  increased  in  size.  Radiotherapy  was  begun, 
but  in  spite  of  the  treatment  sight  kept  on  failing 
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until  the  patient  lost  his  sight  entirely.  Treatment 
was  kept  up,  however,  and  after  about  two  months 
the  sight  began  to  return.  His  sight  is  good  now  and 
the  pupil  reactions  are  normal;  this  condition  has 
persisted  for  7  months.  External  treatment  was 
given  with  hard  filtered  X-rays,  several  fields  being 
irradiated  at  once  and  the  rays  directed  toward  the 
sella  turcica.  Mesothorium  treatment  was  given 
at  the  same  time  through  the  mouth. 

Beclere  reports  four  cases  of  tumor  of  the  hypophy- 
sis successfully  treated  with  rontgen  rays,  and 
Gunsett  reports  one.  From  these  and  their  own 
case  the  authors  conclude  that  radiotherapy  is  in- 
dicated in  tumors  of  the  hypophysis,  not  only  as 
an  after-treatment  following  operation,  but  as  an 
independent  treatment  in  suitable  cases.    A.  Goss. 

NECK 

Miller,  S.  R.,  and  Fairbank,  R.  E.:  Complement 
Fixation  in  Thyroid  Diseases.  Bull.  Johns 
Hopkins  II  OS  p.,  191 5,  xxvi,  245. 

Of  the  four  functional  tests  for  recognizing  normal 
or  abnormal  activity  of  the  thyroid  gland,  Roseo's 
complement-fixation  test  was  studied  by  the 
authors  as  the  most  likely  to  yield  conclusive  re- 
sults. The  serum  in  58  cases  of  various  types 
was  tested  against  each  of  19  thyroid  antigens,  each 
being  in  five  different  dilutions.  The  antigens  were 
prepared  from  thyroid  tissue  secured  at  the  time  of 
operation  from  patients  suflfering  with  Graves' 
disease.  The  results  were  consistently  negative 
in  all  except  luetic  cases. 

The  authors  conclude  that  the  complement- 
fixation  test  of  Rosea  is  of  no  clinical  value  in  de- 
termining the  existence  of  hyperthyroid  states  or 
conditions  of  dysthyreosis. 

The  other  three  functional  tests  are  briefly  re- 
viewed. It  is  stated  that  they  possess  no  clinical 
value,  although  they  are  of  scientific  interest. 
The  tests  referred  to  are  as  follows: 

1.  Acetonitrile  test.  Reid  Hunt  demonstrated 
that  white  mice  fed  on  thyroid  extract  become 
much  more  resistant  to  the  toxic  effects  of  hypoder- 
mic injections  of  acetonitrile,  a  drug  which  slowly 
liberates  hydrocyanic  acid. 

2.  Hyperadrenalinagmia.  Fraenkel  showed  that 
there  is  an  increase  of  adrenalin  in  the  blood  in 
exophthalmic  goiter. 

Va         3-    Abderhalden's  dialysis  test. 

Eugene  H.  Pool. 

Benjamin,  A.  E.:  Goiter  Operations  with  Simp- 
lified Technique.  Surg.,  Gynec.  b°  Obst.,  1915, 
xxi.  III. 

The  technique  of  operations  for  goiter  has  not 
been  modified  by  surgeons,  in  general,  for  a  number 
of  years. 

The  operation  in  competent  hands  is  now  quite 
safe  in  simple  goiters,  but  it  seems  that  there 
should  be  some  improvement  in  the  technique  in 
order  to  make  the  operation  more  simple  and  to  take 


into  consideration  the  cosmetic  efTect  of  an  opera- 
tion, as  well  as  the  avoidance  of  further  trouble. 

The  operation  previously  described  in  surgical 
literature,  such  as  the  Mikulicz  resection,  is  not 
altogether  new  and  is  particularly  applicable  in 
the  group  of  cases  where  there  is  more  or  less 
enlargement  of  both  lobes,  either  of  the  cystic, 
colloid,  or  adenomatous  type.  It  is  this  opera- 
tion which  the  author  has  attempted  to  modify 
and  elaborate  in  his  work,  and  reports  in  this  paper. 

In  witnessing  the  usual  operation  for  goiter  and 
viewing  such  work  from  a  critical  standpoint, 
the  great  number  of  forceps  which  seem  to  be  neces- 
sary to  control  haemorrhage  is  noticeable. 

There  is  frequently  an  incomplete  exposure  of  the 
gland  and  therefore  some  difficulty  in  controlling 
haemorrhage,  in  removing  all  of  the  diseased  portion 
or  a  sufficient  amount  of  the  gland,  and  in  some 
instances,  overlooking  the  retrotracheal  or  other 
portion  abnormally  located. 

The  disturbed  symmetry  of  the  neck  after  many 
operations  is  quite  noticeable. 

Some  of  the  advantages  of  this  operation  are: 

1.  Complete  control  of  haemorrhage  from  the 
gland  as  well  as  from  other  tissue  while  operating. 

2.  The  operation  is  accomplished  by  the  use  of 
the  fewest  number  of  forceps. 

3.  There  is  complete  exposure  of  the  gland  and 
positive  identification  of  the  tissue. 

4.  The  operation  is  done  with  the  greatest 
rapidity,  ease,  and  simplicity. 

5.  There  is  no  possible  chance  of  injury  to  the 
essential  structures,  such  as  the  parathyroids  or 
recurrent  laryngeal  nerve. 

6.  By  this  operation  it  is  possible  to  remove  all 
of  the  diseased  gland  tissue  and  to  preserve  the 
healthy  functionating  portion  near  the  capsule. 

7.  There  is  no  unnecessary  traumatism  or  shock. 

8.  There  is  less  escape  of  thyroid  secretion  at 
the  time  and  after  the  operation. 

9.  The  ligatures  controlling  haemorrhage  of  the 
blood-vessels  of  the  gland  are  supported  by  the 
presence  of  the  more  dense  substance,  the  capsule. 

10.  It  is  done  almost  as  quickly  as  the  ligation 
operation  with  more  permanent  results. 

11.  There  is  no  retraction  of  the  muscles  of  the 
neck  and  possible  scarring  therefrom;  and  tracheal 
collapse,  which  occurs  in  certain  cases  when  an 
unilateral  operation  is  performed  at  the  time,  is 
unlikely. 

12.  The  least  possible  scar  results  after  this 
operation  and  the  neck  is  quite  symmetrical. 

1,3.  There  is  very  little  liability  of  further  dis- 
turbance after  this  operation. 

14.  It  permits  little  or  much  of  the  gland  tissue 
to  be  removed  and  cannot  possibly  be  followed  by 
tetany. 

15.  There  are  few  or  no  raw  glandular  surfaces 
exposed  to  overlying  tissue  after  the  operation,  the 
capsule  completely  enveloping  the  remaining  portion, 

16.  The  remaining  gland  substance  nearly  ap- 
proaches the  normal  in  size  and  function. 
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Starck,  H.:  Indications  for  and  Results  of  Opera- 
tion for  Basedow's  Disease  (Indikalu;nen  zur 
Operation  des  Morbus  Basedowii  und  Operations- 
erfolge).     Deutsche  mcd.  Wchnschr.,  1915,  xli,  822. 

Starck  reports  on  450  cases  of  Basedow's  disease 
observed  during  the  past  few  years,  6g  of  which  were 
operated  upon.  About  30  per  cent  of  the  cases 
operated  upon  recovered;  there  was  improvement 
in  30  or  40  per  cent,  and  in  the  rest  there  was  either 
no  result  or  the  condition  became  worse.  There 
is  an  operative  mortality  of  9  per  cent.  Some  of 
these  deaths  are  due  to  persistent  thymus,  and  in 
every  case  examination  should  be  made  to  see  if 
there  is  a  thymus;  if  so  the  vessels  should  be  ligated 
or  the  thymus  resected.  The  choice  of  an  ana:;sthetic 
is  important  in  determining  the  results  of  opera- 
tion. Patients  with  pronounced  nervous,  myasthe- 
nic and  psychic  symptoms  should  be  given  general 
anaesthesia;  others  should  be  operated  upon  under 
a  local  anaesthetic. 

Operation  is  contra-indicated  in  cases  with  status 
lymphaticus;  if  an  operation  must  be  performed  it 
should  be  done  under  local  anaesthesia.  In  many 
cases  operation  is  only  a  preparatory  measure  for 
internal  treatment.  The  most  unfavorable  time 
for  an  operation  is  during  the  progressive  stage  of 
the  disease;  operation  should  be  deferred  until  it  is 
stationary. 

The  best  cases  for  operation  are  the  classical 
Basedow  cases  and  the  cases  of  so-called  Krause's 
goiter  heart.     Little  can  be  expected  from  operation 


in  the  cases  with  nervous,  myasthenic  and  psychic 
disturbances  with  little  involvement  of  the  cardio- 
vascular system.  The  size  of  the  goiter  has  little 
to  do  with  the  prognosis  of  operation.  Small, 
soft  goiters  are  often  more  diflTicult  to  deal  with 
than  large,  hard  ones.  The  blood  picture  has  noth- 
ing to  do  with  the  indications  for  operation  and  is 
not  particularly  affected  by  the  operation. 

A.  Goss. 

Bull,  P.,  and  Harbitz,  F.:   A  Case  of  Osteomalacia 
witii  a  Tumor  of  the  Parathyroid  Gland   (Et 

tilfaelde  av  osteomalaci  med  svulst  av  glanduia 
parathyroidea).  Norsk.  Mag.  f.Lagevidensk.,  1915, 
Ixxvi,  417. 

A  woman  of  26  had  had  four  children  in. four  years, 
all  of  whom  she  had  nursed.  Soon  after  the  birth 
of  her  last  child,  in  November,  19 12,  nephritis 
developed.  In  March,  1913,  she  began  to  have 
severe  pain  in  the  back  and  legs,  and  by  November, 
1913,  could  not  walk.  She  died  in  July,  1914.  A 
colored  plate  is  given  showing  the  appearance  of 
the  bones.  A  tumor  as  large  as  a  walnut  was  found 
in  the  left  lower  parathyroid  gland.  It  is  probable 
that  the  parathyroid  glands  have  something  to  do 
with  calcium  metabolism,  for  similar  tumors  have 
been  found  in  other  cases  of  osteomalacia,  but  they 
have  also  sometimes  been  found  in  cases  without 
osteomalacia.  It  is  probable  that  there  was  an 
etiological  connection  in  this  case,  but  its  exact 
nature  is  unknown.  A.  Goss. 


SURGERY  OF  THE   CHEST 


CHEST  WALL  AND  BREAST 

Bov6e,  J.  W. :  The  Use  of  the  Galvanocautery  Knife 
for  Excision  of  Mammary  Tumors  for  Micro- 
scopic Diagnosis.    Am.  J .Obst.,'i>i.Y .,igie,,\xx\i,  2^. 

The  author  believes  that  since  so  many  of  the 
nodules  which  appear  in  the  breast  are  malignant, 
all  breast  tumors  should  be  considered  malignant 
until  proved  benign.  Until  greater  confidence  is 
created  in  the  Abderhalden  and  other  serum  tests 
for  cancer,  resort  to  surgical  measures  to  procure 
specimens  for  microscopical  diagnosis  will  have  to 
be  made. 

Recognizing  the  danger  of  contamination  during 
resection  and  of  lymphatic  stimulation  incident  to 
such  manipulations  various  plans  of  obviating  these 
dangers  have  been  employed.  In  reference  to 
securing  frozen  sections  in  cases  of  doubt,  Rodman 
says  that  there  is  no  danger  in  such  a  practice  if  a 
hot  iron  is  used  at  the  time,  even  if  the  case  is  can- 
cerous. Babler  employed  Harrington's  antiseptic 
solution  from  one  half  to  one  minute  in  the  resected 
wound.    Formaldehyde  has  been  employed  similarly. 

Bovee  has  adopted  the  plan  of  cutting  the  tissues 
a  short  distance  with  a  sharp  knife,  and  with  the 
flat  edges  of  the  cautery  knife  immediately  sealing 


to  a  considerable  depth  the  sides  and  bottom  of  the 
wound.  The  use  of  the  knife  is  again  resumed,  to 
be  promptly  followed  by  the  cautery  as  before. 
This  process  is  followed  until  the  tissue  desired  is 
entirely  removed,  leaving  behind  a  crater  with 
charred  boundaries.  The  hot  oil  that  oozes  from 
the  tissues  during  this  procedure  is  taken  up  with 
small  pledgets  of  cotton  or  gauze  on  forceps  and 
discarded.  If  the  frozen  sections  are  reported  to 
be  malignant  a  radical  operation  is  at  once  per- 
formed. If  it  is  reported  to  be  benign  the  surgeon 
may  yet  decide  from  a  consideration  of  the  clinical 
evidence  to  perform  a  radical  operation.  If  the 
operation  is  not  to  be  extended  the  wound  margins 
are  trimmed  of  all  cooked  tissue  and  proximal  por- 
tions of  severed  milk  ducts  and  the  wound  closed 
completely  with  sutures. 

The  author  has  performed  the  J.  Collins  Warren 
operation  entirely  with  the  knife  and  cautery,  as 
above  mentioned,  with  satisfactory  results. 

C.  H.  Davis. 

Frank,  L.:    Cancer  of  the  Breast.     Am.  J.  Surg., 
1915,  xxix,  244. 

Excluding  uterine  and  gastric  carcinomata  the 
breast  ranks  highest  as  a  favorite  site  for  malig- 
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nant  neoplasms.  If  it  be  granted  that  the  only 
cure  for  mammary  carcinoma  is  radical  surgery, 
then  the  diagnosis  should  be  perfected  and  the 
patient  subjected  to  operation  at  the  earliest  pos- 
sible moment.  The  author  is  convinced  that  as 
soon  as  discovered  every  mammary  tumor  should 
be  surgically  removed  regardless  of  the  age  of  the 
patient  and  the  apparent  clinical  benignity  of  the 
growth.  A  very  careful  diagnosis  should  be  made, 
and,  if  there  is  any  doubt  at  all,  a  microscopical 
examination  of  a  frozen  section  should  be  made, 
before  proceeding  with  the  radical  removal  of  the 
breast.  This  preliminary  incision  should  be  im- 
mediately cauterized  to  prevent  the  contamination 
of  fresh  fields.  In  the  diagnosis  the  so-called 
"cancer  age"  must  always  be  borne  in  mind. 

He  emphasizes  the  importance  of  post-operative 
X-ray  treatment  which  should  begin  immediately 
after  removal.  Where  adjacent  lymphatics  are 
extensively  implicated  it  should  be  repeated  on  alter- 
nate days  for  about  three  weeks.  He  also  em- 
phasizes the  fact  that  operations  performed  under 
gas-oxygen  anaesthesia  and  the  anoci-association 
method  of  Crile  have  been  very  successful. 

Of  48  cases  he  has  operated  upon  for  mammary 
carcinoma  in  the  last  seven  years,  18  are  still 
living  after  three  years.  Eight  are  living  without 
recurrence  or  metastases  after  the  expiration  of 
five  years.  Fourteen  died  of  local  recurrences  or 
metastases:  i  of  liver  metastasis;  i  of  mediastinal 
recurrences;  3  of  spinal  metastases;  and  i  of  pleural 
metastasis.  One  patient  had  recurrence  in  the  scar, 
three  years  after  operation,  but  gave  no  further 
evidence  of  the  disease  after  X-ray  treatment.  Ver- 
tebral recurrences  were  noted  in  4  cases.  These  4 
cases  emphasize  the  fact  that  development  of  "rheu- 
matic pains"  in  the  hips,  back,  legs,  etc.,  a  year  or 
more  after  excision  of  mammary  carcinoma  should 
be  regarded  as  suspicious  of  spinal  recurrence.  In 
such  cases  the  X-ray  is  the  most  important  diagnos- 
tic agent.  CD.  Holmes. 

Jackson,  J.  N.:  The  Imperative  Necessity  of  Early 
Diagnosis  and  Early  Operation  in  Cancer  of  the 
Female  Breast.     Am.  J.  Surg.,  1915,  xxix,  241. 

The  author  discusses  the  necessity  of  early 
surgical  treatment  of  cancer  of  the  breast  and 
gives  some  points  regarding  the  early  indirect  as 
well  as  the  direct  diagnosis  of  this  condition. 

"Practically  one  half  of  all  the  women  who  to- 
day die  of  cancer  of  the  breast  do  so  needlessly," 
he  says. 

While  a  non-operative  management  of  cancer 
has  long  been  hoped  for  by  surgeons  everywhere, 
surgical  intervention  alone  is  to  be  looked  upon 
with  any  real  value  in  the  cure  of  cancer.  Statistics 
regarding  cancer  of  the  breast  were  compiled  by 
the  American  Surgical  Society  in  1907  from  several 
of  our  largest  surgical  clinics  as  well  as  from  the 
experience  of  a  number  of  surgeons  of  the  widest 
experience.  These  statistics  go  to  show  that 
from  25  to  40  per  cent  of  cases  operated  upon  were 


permanently  cured.  Jackson  concludes  from  this 
statistical  study  that  at  least  50  out  of  every  100 
deaths  from  cancer  of  the  breast  could  be  avoided 
if  the  patients  could  only  be  diagnosed  and  operated 
upon  early  enough.  In  making  a  diagnosis  of  a  lump 
in  the  breast,  we  must  not  wait  for  the  patient 
to  complain  of  pain  for  that  is  a  late  symptom 
when  surgery  will  do  little  lasting  good. 

As  80  to  90  per  cent  of  all  breast  tumors  are 
malignant  none  should  be  passed  without  suspicion. 
This  type  of  cancer  is  most  common  between 
the  ages  of  45  and  50.  Heredity,  lactation,  and 
injury  probably  have  little  to  do  with  the  origin 
of  this  trouble. 

In  palpating  the  breast  for  the  presence  of  nodules 
it  is  highly  important  that  the  hand  be  laid  flat 
against  the  breast  so  that  the  tumors,  though 
small,  may  be  felt  against  the  bony  chest  wall. 
Then,  too,  a  comparison  of  the  two  breasts  is  impor- 
tant. All  tumor  growths  should  be  removed  for 
accurate  diagnosis,  and  sections  should  be  frozen 
at  the  time  of  removal  so  that  a  radical  operation 
may  be  done  immediately  if  necessary. 

C.  D.  Holmes. 

Fisher,  M.  K.:    The  X-Ray  in  Carcinoma  of  the 
Breast.     Med.  Rec,  1915,  Ixxxviii,  17. 

Fisher  reports  his  experience  in  92  cases  of  cancer 
of  the  breast,  in  which  X-ray  exposure  followed  op- 
eration, and  on  which  a  time-limit  of  three  years  or 
more  has  elapsed  since  operation.  The  subsequent 
history  of  22  patients  was  not  obtainable.  Reports 
of  the  other  70  cases  are  as  follows: 

Dead 16 

Living  with  recurrence 14 

Dead  of  causes  other  than  cancer 2 

Living  and  apparently  well 38 

Several  of  the  patients  with  or  without  recurrence 
keep  up  routine  X-ray  treatment. 

The  cases  reported  on  fairly  represent  all  types 
of  breast  cancer. 

Fisher's  percentage  of  non-recurrence  after  3  years, 
i.e.,  S3  P^r  cent,  compares  with  44  per  cent  in 
St.  Mary's  Hospital,  Rochester,  Butlin's  50  per 
cent,  and  Halsted's  older  statistics  of  50  per  cent  of 
cures.  The  author  states  that  the  percentage  of 
permanent  cures  of  those  treated  at  the  present 
time  is  considerably  larger  than  the  statistics  of 
the  older  surgeons,  whose  average  of  permanent 
cures  is  a  trifle  over  20  per  cent. 

The  author  is  of  the  opinion  that  following  the 
operation  the  X-ray  should  be  used  early  and  in  large 
doses.  The  treatment  should  usually  begin  within 
one  week.  The  cross-fire  method  should  be  used 
at  four  or  five  different  angles.  Routine  treatment 
should  be  continued  at  intervals  for  years. 

The  author  concludes  that  in  the  absence  of  any 
specific  remedy  for  the  cure  of  cancer,  at  the  present 
time,  the  status  of  present-day  treatment  for  car- 
cinoma of  the  breast  resolves  itself,  first  and  fore- 
most, into  early  and  wide  removal  of  the  diseased 
organ  and  all  secondarily  involved  tissues,  followed 
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by  thorough,  persistent,  and  continuous  X-ray 
exposures  over  the  site  of  operation  and  all  contig- 
uous areas.  H.  E.  Potter, 

Geist,  S.  H.,  and  Wilensky,  A.  O.:  Sarcoma  of  the 
Breast.     Ann.  Surg.,  Phila.,  1915,  Ixii,  11. 

The  authors  describe  the  different  types  of 
sarcoma  of  the  breast,  give  a  brief  clinical  history 
and  a  short  resume  of  the  literature. 

In  558  cases  of  breast  tumor,  22,  or  3.9  per  cent, 
were  sarcomata,  the  predominating  types  of 
which  were  fibromyxosarcoma  and  spindle-cell 
sarcoma.  Round-cell  sarcoma,  cystosarcoma  phyl- 
loides,  giant-cell  sarcoma,  and  perithelioma  were 
found  frequently,  in  the  order  named. 

Following  this  is  a  complete  macroscopical  and 
histological  description  of  the  different  types  of 
sarcoma. 

No  differential  points  were  noted  in  the  symp- 
tomatology, to  aid  in  clinically  distinguishing  between 
the  types.  The  average  age  was  39.  All  were 
married  and  the  majority  had  borne  children.  In 
2  cases  —  fibromyxosarcoma  and  cystosarcoma  phyl- 
loides  —  there  was  a  history  of  trauma.  In  3  cases 
there  was  a  history  of  previous  breast  tumor,  2 
of  which  were  in  the  opposite  breast.  In  57  per 
cent  the  right  breast  was  involved,  in  :i:i  per  cent 
both,  and  in  10  per  cent  the  left  breast  was  the  seat. 
The  tumors  all  grew  rapidly,  varying  in  existence 
from  one  week  to  nine  years.  In  one  third  of  the 
cases  the  skin  was  fixed  to  the  tumor  and  in  all  it 
showed  dilated  and  radiating  veins. 

Pain  was  a  prominent  symptom  in  one  third  of 
the  cases,  and  in  two  thirds  of  these  the  skin  was 
involved.  There  was  not  much  tendency  to  in- 
filtrate the  deeper  tissues  and  the  lymph-nodes 
rarely  showed  metastatic  involvement. 

There  have  been  435  cases  reported  in  the  litera- 
ture since  1858.  Thirty-one  per  cent  were  of  the 
spindle-cell  type,  and  14  per  cent  the  round-cell 
type. 

Heredity  plays  a  very  small  role  in  the  etiology. 
Trauma  was  noted  in  about  10  per  cent.  Eighty 
per  cent  were  married.  Only  9  cases  were  found  in 
males  and  the  average  age  was  40. 

The  first  symptom  noted  is  a  small  hard  mass 
which  rapidly  enlarges.  These  masses  are  usually 
single  and  seldom  painful,  except  late.  The  skin 
and  deep  parts  are  rarely  involved,  and  the  tumor 
is  seldom  adherent.  The  nipple  is  retracted  in- 
frequently and  cachexia  is  rare.  While  the  lymph- 
nodes  are  enlarged,  metastatic  involvement  is 
seldom  found. 

The  prognosis  is  best  in  cystic  tumors,  75  per  cent 
of  which  are  cured  even  with  simple  excision.  It  is 
least  favorable  in  the  round  and  spindle-cell  variety. 
On  the  whole,  the  prognosis  is  better  than  in  car- 
cinoma. As  to  treatment,  the  consensus  of  opinion 
is  for  radical  operation,  but  even  then  S3  per  cent  of 
the  collected  cases  show  local  recurrences.  How- 
ever, the  statistics  of  all  cases  collected  show  63 
per  cent  cured.  Phillips  M.  Chase. 


Cicconardi,G.:  Artificial  Pneumothorax  (.Sul  pneu- 
motorace  artificiale).     Kiformamcd.,  igi$,\\x\,  764. 

Cicconardi  finds  that  artificial  pneumothorax 
is  an  excellent  method  of  treatment  in  a  limited 
number  of  cases;  only  about  2  to  3  per  cent  of  cases 
of  tuberculosis  are  adapted  for  it,  however.  Rap- 
idly acute  cases  should  be  excluded,  as  well  as  those 
with  cheesy  lesions  on  a  hereditary  basis.  It  is 
indicated  in  the  chronic  forms,  preferably  in  the 
infiltrating  stage,  where  the  destructive  lesions 
are  unilateral  and  only  just  begun.  It  is  an  ideal 
method  of  treatment  for  incipient  infiltration. 
It  may  also  be  used  in  cases  with  cavities  if  the  cav- 
ities are  small  and  not  superficial;  if  they  are  super- 
ficial the  overlying  lung  tissue  may  be  ruptured  by 
the  pressure. 

The  treatment  is  indicated  in  patients  with  haem- 
optysis, as  it  is  very  effective  in  stopping  bleeding 
from  the  lungs.  It  is  contra-indicated  if  there  are 
adhesions  of  the  pleura  or  there  is  tuberculosis  in 
other  parts  of  the  body,  especially  in  the  intestines. 
Tuberculosis  of  the  larynx  is  not  a  contra-indication. 
Another  contra-indication  is  cardiovascular  disease. 
The  treatment  should  be  given  as  soon  as  it  is  found 
that  destructive  lesions  have  begun,  not  only  for 
the  sake  of  the  patient  but  to  prevent  the  dis- 
semination of  tubercle  bacilli  in  his  sputum. 

A.  Goss. 

Burnand,  R.:  Late  Results  of  Forlanini's  Method 

(Les  rdsultats  eloignes  de  la  methode  de  Forlanini). 
Rev.  mid.  de  la  Suisse  Rom.,  1915,  xxxv,  256. 

Burnand  reviews  the  results  obtained  with 
Forlanini's  method  of  artificial  pneumothorax  in 
pulmonary  tuberculosis  at  the  sanitarium  of  Leysin 
at  which  place  about  100  cases  have  been 
treated  since  October,  191 1.  The  histories  of  three 
of  the  cases  are  given  in  detail.  Most  physicians 
who  have  tried  the  method  agree  that  the  immediate 
results  are  good,  but  many  doubt  its  ultimate 
efficacy.  The  cases  cited  show  that  it  brings  about 
not  only  temporary  improvement,  but  permanent 
cure. 

One  case  was  that  of  a  young  man  of  19  with  a 
cheesy  tuberculosis  of  the  left  lung  that  had  con- 
tinued to  progress  in  spite  of  two  months'  treatment 
in  the  sanitarium.  Within  three  weeks  after  the 
application  of  artificial  pneumothorax  the  tem- 
perature had  become  normal  and  in  ten  months 
clinical  cure  was  complete.  The  pneumothorax  was 
kept  up  for  two  years,  during  which  time  he  was 
able  to  resume  his  work.  Eight  months  after 
treatment  was  stopped  he  was  called  to  the  front 
and  has  served  through  the  campaign,  with  no  re- 
turn of  the  tuberculosis,  although  he  has  taken  long 
marches  in  the  rain. 

It  is  true  the  results  have  not  been  so  brilliant 
in  many  cases,  and  that  there  has  been  a  consider- 
able mortality,  but  in  considering  the  statistics  it 
must  be  remembered  that  only  cases  that  are  hope- 
less by  any  other  method  are  given  this  treatment. 
It  is  comparable  to  surgery  in  malignant  disease. 
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No  one  would  hesitate  to  remove  a  cancer  surgically 
because  it  might  recur.  In  the  cases  where  the 
method  has  failed  the  failure  is  probably  due  to  the 
fact  that  other  lesions  elsewhere,  perhaps  in  the 
other  lung,  have  developed  after  the  pneumothorax, 
or  that  there  were  pleural  adhesions  preventing 
complete  compression  of  the  lung.  But  even  if 
the  numerous  failures  are  considered  the  method 
has  more  cures  and  partial  cures  to  its  credit  than 
any  other  method  of  treating  this  class  of  cases,  and 
the  results  may  be  improved  by  making  every  effort 
to  secure  an  earlier  diagnosis  of  the  cases  adapted 
for  it  before  secondary  foci  develop  that  may  later 
prove  fatal.  A.  Goss. 

TRACHEA  AND  LUNGS 

Ingalls,  E.  F. :  Fluoroscopic  Bronchoscopy.  Med. 
Rec,  1915,  Ixxxviii,  56. 

In  this,  a  supplemental  report  to  the  one  pub- 
lished in  1914,  the  author  states  that  the  former 
article  was  liable  to  misinterpretation  by  the 
general  practitioner,  who  might  conclude  that  with 
the  aid  of  the  fluoroscope  the  operation  might  be  safe- 
ly attempted  by  almost  anyone,  which  unfortunate 
impression  would  lead  to  disastrous  results  in  many 
cases. 

Fluoroscopic  bronchoscopy  is  an  aid  to  the  well- 
qualified  bronchoscopist  in  certain  difficult  cases 
where  the  usual  procedure  has  failed,  as  for  ex- 
ample in  the  following  instances: 

1.  Where  there  is  so  much  mucous,  pus,  or 
blood  that  it  is  very  difficult  or  impossible  to  see 
the  foreign  body. 

2.  Where  granulation  tissue  covers  the  foreign 
body. 

3.  Where  the  foreign  body  is  hidden  in  an 
abscess  cavity. 

4.  Where  a  stricture  has  formed  proximally  to 
the  foreign  body. 

5.  Where  the  foreign  body  is  lodged  in  a  bron- 
chus going  to  the  upper  lobe  of  the  lung,  or  in  any 
bronchus  where  it  cannot  be  exposed  by  ordinary 
methods. 

To  ascertain  whether  the  forceps  is  in  the  same 
cavity  or  bronchus  as  the  foreign  body,  it  should 
be  moved  laterally  back  and  forth,  and  its  position 
shifted  until  the  foreign  body  moves  with  the  end 
of  the  forceps.  Otto  M.  Rott. 

Blecher:  Gangrene  of  the  Lung  from  Bronchial 
Stones  (tjber  Lungengangran  bei  Bronchial- 
steinen).  Mitt.  a.  d.  Grenzgeb.  d.  Med.  u.  Chir., 
1915,  xxyiii,  619. 

In  most  cases  of  stone  in  the  bronchus  not 
complicated  by  tuberculosis  the  stones  are  coughed 
up  and  recovery  follows;  sometimes  they  cause 
severe  haemoptysis  and  still  more  rarely  gangrene 
or  abscess.  Blecher  reviews  three  cases  from  the 
literature  in  which  stones  were  followed  by  gangrene. 
He  describes  a  fourth  case  in  a  man  of  45  who  cough- 
ed up  several  concrements  the  size  of  peas.     No 


tubercle  bacilli  were  found.  The  fifth  and  sixth 
ribs  were  resected  and  there  was  some  improvement, 
but  rontgen  examination  still  showed  a  number 
of  small  shadows,  probably  caused  by  concrements. 
The  further  course  of  the  case  is  not  known. 

The  author  describes  a  case  of  his  own  in  a  man  of 
23  who  had  cough  and  pain  in  the  right  side.  Ront- 
gen examination  showed  an  ill-defined  shadow  pass- 
ing imperceptibly  into  the  liver  shadow.  On 
puncture  putrid  pus  was  emitted.  Operation 
exposed  gangrene  of  the  right  lower  lobe  and  pyo- 
pneumothorax. The  base  of  the  lung  had  become 
adherent  to  the  diaphragm  and  bacteria  had  made 
their  way  through  into  the  peritoneum  though 
there  was  no  visible  opening.  No  tubercle  bacilli 
were  demonstrated.  The  eighth  rib  was  resected 
and  a  large  amount  of  pus  removed.  The  patient 
improved  at  first,  but  peritonitis  developed  and  he 
died.  Autopsy  showed  a  stone  in  the  bronchus  in 
the  middle  of  the  gangrenous  area. 

Ordinarily  bronchial  stones  give  a  sharp  shadow 
in  the  rontgen  picture,  but  in  cases  of  gangrene  they 
may  be  masked  by  the  shadow  of  the  gangrene. 
The  prognosis  depends  on  the  severity  of  the  gan- 
grene; so  far  as  the  stone  is  concerned,  the  prognosis 
is  good,  but  better  in  cases  of  solitary  than  of  multi- 
ple stones.  A.  Goss. 

PHARYNX  AND  (ESOPHAGUS 

McKinney,  R.:  Simple  Inflammatory  Stenosis  of 
the  Oesophagus.    Laryngoscope,  1915,  xxv,  354. 

Recent  investigations  due  to  the  development  of 
oesophagoscopy  have  demonstrated  the  fact  that 
chronic  stenosis  of  the  oesophagus  can  result  from 
a  simple  inflammatory  condition,  frequently  a 
localized  inflammation  of  some  kind.  Inflammatory 
stenoses  localize  at  the  contracted  extremities  of 
the  oesophagus  or  at  the  site  of  the  crossing  of  the 
arch  of  the  aorta  and  are  established  by  a  simple 
thickening  of  the  wall  and  circular  cicatricial  con- 
traction consecutive  to  oesophagitis,  or  by  spasms, 
terminating  in  permanent  stenosis. 

These  cases  can  be  successfully  treated  by  gradual 
dilatation  applied  through  the  oesophagoscope, 
without  anaesthesia;  therefore  the  author  advocates 
a  routine  endoscopic  examination  of  the  oesophagus 
in  all  cases  of  difficult  deglutition  which  has  con- 
tinued for  any  length  of  time. 

Ellen  J.  Patterson. 

Kelling,  G.:  Suppuration  of  Bronchial  Glands 
with  Perforation  into  the  (Esophagus  (tJber 
Bronchialdriiseneiterung  mit  Perforation  in  den 
Osophagus).     Arch.  f.  Verdauungskr.,  1915,  xxi,  35. 

Three  cases  are  described  in  which  a  correct 
diagnosis  was  made  of  suppurating  bronchial 
lymph-glands  perforating  into  the  oesophagus.  The 
patients  were  young  adults  who  exhibited  signs  of 
scrofula  and  were  exposed  to  unusual  inhalation  of 
dust  or  soot.  There  were  no  symptoms  to  attract 
attention    until    perforation    occurred,    and    then 
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cruml)ly,  blood-stained  products  of  suppuration,  or 
pigmented,  ill-smelling  masses  came  up  in  the  mouth 
when  the  patient  reclined,  but  there  was  no  vomiting. 
Other  differential  symptoms  are  pains  l)etween  the 
shoulder-blades,  coughing  without  expectoration, 
rise  of  temperature,  and  the  rontgen  findings. 
Sometimes  there  is  difliculty  in  swallowing  and 
salivation.  Qisophagoscopy  is  apt  to  be  dangerous. 
Gastric  ulcer  must  be  excluded.  The  author  ex- 
plores the  oesophagus  with  a  sponge-holder,  as  he 
explains  in  detail;  some  of  the  pus  sticks  to  the 
sponge. 

A  cancer  in  the  cxjsophagus  generally  causes  more 
or  less  stenosis,  while  stenosis  is  exceptional  with 
lymph-gland  trouble.  Girard  advises  temporary 
gastrostomy  to  leave  the  oesophagus  completely  at 
rest  or  permit  its  thorough  rinsing  and  draining 
out,  draining  away  the  fluids  through  a  tube  in  the 
opening  into  the  stomach.  In  one  case  Rehn  opened 
the  mediastinum  and  removed  tuberculous  glands 
that  compressed  the  oesophagus  and  bronchi,  and 
the  young  woman  recovered;  there  had  been  no 
perforation  in  this  case.  Kelling  does  not  believe 
this  is  practicable  when  perforation  has  already 
occurred,  but  it  might  be  possible  to  aspirate  out 
the  contents  of  the  abscess  with  suction,  as  with 
Bier's  suction  pump  devices.  A  long  oval  bulb, 
studded  with  holes,  on  the  end  of  a  catheter  con- 
nected at  the  other  end  with  a  rubber  bulb  might 
answer  the  purpose,  the  patient  breathing  deep  as 
the  suction  is  applied. 

In  all  the  cases  described  the  clinical  picture 
suggested  gastric  ulcer  at  first,  except  for  pain  in 
the  back  at  the  fourth  thoracic  vertebra;  sometimes 
the    spinous    processes    along    here    were    tender. 


Fibers  of  the  vagus  are  liable  to  be  compressed  and 
cause  reflex  pain  and  other  disturbances,  even  paral- 
ysis of  the  vocal  cords  or  laryngospasm.    A.  Goss. 

Gaub,  O.  C,  and  Jackson,  C:  (Esophageal  Diver- 
ticulum; a  New  Operation  for  Its  Cure.  Surg., 
Gynec.  ii  Obsl.,  1915,  xxi,  52. 

The  authors  have  devised  a  plan  of  operation  in 

which  an  ocsophagoscopist  assists  the  surgeon  by 
pushing  the  diverticulum  out  into  the  external  wound 
by  means  of  the  oesophagoscope  inserted  through 
t«he  mouth.  The  bottom  of  the  pouch  is  then  seized 
with  forceps  by  the  surgeon,  after  which  the  oesopha- 
goscope is  withdrawn  from  the  pouch  and  inserted 
deeply  into  the  subdiverticular  oesophagus.  It  then 
only  remains  for  the  surgeon  to  amputate  the 
saccular  redundancy. 

The  advantages  of  the  operation  are: 

1.  Time-saving,  which  is  especially  important 
in  the  senile,  feeble  patients  usually  subject  to 
diverticulum. 

2.  Ease  of  finding  a  small  diverticulum,  which, 
when  empty,  as  it  must  be  for  operation,  is  often 
difficult  to  find. 

3.  Accurate  removal  of  just  the  proper  amount  of 
redundancy  to  cure  the  trouble  and  prevent  recur- 
rence, without  risk  of  stricture. 

The  ocsophagoscopist  has  his  own  sterile  organiza- 
tion entirely  independent  of  that  of  the  surgeon. 
The  authors  advise  the  use  of  intratracheal  insuffla- 
tion ether  anaesthesia  which  not  only  removes  the 
anaesthetist  far  from  the  field  of  operation  but 
renders  the  patient  safe  from  the  risks  of  glottic 
spasm  so  often  induced  by  irritation  of  the  vagus 
or  recurrent. 
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ABDOMINAL  WALL  AND  PERITONEUM 

Schepelmann,  E.:  Clinical  Experience  with  Plastic 
Drainage  for  Ascites  (Klinische  Erfahrungen  mit 
meiner  Methode  der  plastischen  Ascitesdrainage). 
Arch.f.  klin.  Chir.,  1915,  cvi,  663. 

Schepelmann  describes  the  experimental  work 
that  led  up  to  his  present  clinical  method  of  drain- 
ing in  ascites  by  means  of  calves'  aortas.  He  gets 
the  aortas  fresh  at  the  slaughter  house  and  draws 
them  over  glass  tubes,  the  tubes  being  removed 
after  a  few  days'  hardening  in  10  per  cent  formalin. 
The  hardened  arteries  are  then  kept  in  jars  in  the 
formahn  solution  until  they  are  needed.  He  gives 
details,  with  illustrations  of  four  cases. 

The  operation  is  performed  under  local  anaesthesia, 
one  drain  being  inserted  on  each  side,  one  end 
being  passed  into  the  peritoneal  cavity.  The 
tube  slopes  sharply  downward  and  the  lower  end 
lies  in  the  subcutaneous  cellular  tissue.  The  fluid 
flows  out  through  the  tube  and  is  absorbed  by  the 
subcutaneous  tissue.     In  all  the  cases  the  patients 


were  very  much  relieved.  Two  of  them  died  later 
from  the  disease  which  caused  the  ascites  and 
another  is  still  under  observation  and  doing  well. 
This  method  is  indicated  only  in  cases  where  the 
portal  circulation  is  interfered  with,  as  in  cirrhosis  of 
the  liver,  passive  congestion  of  the  liver,  syphihs, 
and  tumors  of  the  Uver.  It  is  contra-indicated 
in  inflammatory  forms  of  ascites,  such  as  tubercular 
peritonitis,  and  in  cases  where  there  is  general  slug- 
gishness of  the  circulation,  as  in  nephritis  and  un- 
compensated heart  disease;  for  in  these  cases  the 
abdominal  waUs  are  not  capable  of  taking  up  the 
fluid.  A.  Goss. 

Brunzel,  H.  F.:  Cryptogenetic  Peritonitis,  with 
Special  Reference  to  the  Manner  in  Which  the 
Peritoneum  Becomes  Infected  (tjber  die  krypto- 
genetische  Peritonitis,  mit  besonderer  Beriick- 
sichtigung  des  peritonealen  Infektionsmodus). 
Arch.f.  klin.  Chit.,  1915,  cvi,  233. 

Brunzel  gives   the  histories  of    10   cases   of   so- 
called    cryptogenetic    or    spontaneous    peritonitis, 
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and  makes  a  study  of  the  bacteriological  findings 
and  the  route  of  the  infection.  He  finds  that  in  the 
majority  of  cases  the  pneumococcus  is  the  causative 
agent,  though  staphylococci  and  streptococci  may 
sometimes  be  found.  The  infection  takes  place, 
chiefly,  if  not  exclusively,  through  the  blood  stream. 
He  shows  the  improbability  of  its  coming  from  the 
intestine,  which  many  authors  believe  to  be  the 
source  of  infection. 

That  infection  through  the  blood  stream  is 
possible  is  shown  by  another  of  the  author's  cases 
in  which  peritonitis  followed  a  small  abscess  in  the 
axilla,  which  resulted  from  an  erysipelas  of  the 
upper  arm.  There  was  no  other  possible  way  for 
the  infection  to  be  transmitted  in  this  case,  but  he 
does  not  include  it  in  his  cases  of  cryptogenetic 
peritonitis,  because  the  point  of  origin  was  known. 
These  cryptogenetic  cases  of  peritonitis  are  really 
metastatic  peritonitis,  being  suppurative  metastases 
from  a  general  septic  blood  infection. 

In  the  course  of  pneumonia  abdominal  symptoms 
are  often  observed  which  are  due  to  irritation  of  the 
peritoneum  by  pneumococci,  but  it  is  only  in  ex- 
ceptional cases  that  the  bacteria  overcome  the 
natural  resistance  of  the  peritoneum  and  a  true 
peritonitis  develops.  Early  operation  is  indicated, 
and  the  incision  should  be  the  usual  incision  for 
appendicitis.  This  makes  it  easy  to  examine  the 
appendix  and  remove  it  if  it  is  found  to  be  the 
source  of  the  infection.  The  prognosis  is  bad 
in  spite  of  operation.  A.  Goss. 

Gerster,  A.  G.:    Perienteritis  Membranosa.     Ann. 
Surg.,  Phila.,  1915,  Ixii,  74. 

Gerster  throws  a  new  and  interesting  sidelight  on 
the  causation  of  bandlike  formations  in  the  abdornen, 
reporting  a  very  interesting  case. 

There  are  three  theories  as  to  the  formation  of 
bands  and  membranes:  (i)  Lane's  theory  is  that  of 
traction  exercised  by  the  weight  of  the  intestine 
upon  the  suspensory  structures.  (2)  Mayo, 
Cheevers,  and  Flint  assume  that  most  of  these  bands 
are  of  congenital  origin.  (3)  Virchow  and  Pilcher 
with  others  consider  inflammation  either  by  direct 
bacterial  invasion  or  from  absorption  of  their 
biochemical  products  to  be  the  essential  factor.  This 
is  also  Gerster's  opinion. 

The  process  is  essentially  a  chronic  one  and,  while 
interference  is  often  necessary  in  acute  crises,  as  in 
appendicitis  and  obstruction,  yet  these  are  merely 
the  last  phase  of  a  chronic  condition.  These  mem- 
braniform  adhesions  are  found  near  any  focus  of 
acute,  but  especially  chronic,  infection.  Witness 
the  adhesions  in  pelvic  disease,  or  in  upper  abdomen 
infection. 

There  are  2  kinds  of  adhesions:  (i)  those  intimate 
adhesions  without  the  interposition  of  a  membrane 
or  band,  as  between  two  coils  of  gut  where  the  vis- 
ceral peritoneum  is  destroyed;  (2)  those  connections 
between  organs  by  bands  or  membranes,  such  as 
Jackson's  veil,  etc.,  when  the  peritoneum  is  not 
destroyed.    These  are  slow  and  insidious  in  forming 


and  do  not  provoke  striking  symptoms,  which  only 
appear  when  the  lumen  of  the  gut  is  affected. 

These  adhesions  usually  appear  first  at  the  site  of 
normal  suspensory  bands  as  translucent,  definite, 
loosely  adherent  membranes,  which  spread  from 
this  place  upward  or  downward.  The  fundamental 
causes  of  these  membranes  lie  in  disorders  of  the 
mucosa  of  the  gut  or  the  intestinal  contents.  Gerster 
deems  this  the  most  important  etiological  factor  in 
the  question. 

The  author's  patient,  a  white  female,  aged  38, 
suffered  from  an  extensive  progressive  ulcerative 
enteritis  of  the  large  bowel.  There  was  a  continuous 
rectal  discharge  of  blood,  mucus,  and  pus;  there  was 
also  frequent  constipation.  The  chest  was  normal 
and  there  was  nothing  abnormal  palpable  in  the 
abdomen.  The  proctoscope  showed  a  large  field  of 
deep  ulceration  with  marked  contraction  of  the 
rectal  area. 

Colostomy  was  performed  on  the  left  side  with 
much  relief  for  a  time.  One  month  later  colicky 
pain,  fever,  and  pus  from  the  intestine  appeared 
and  persisted  spasmodically  for  several  weeks. 
Several  abscesses  were  found  near  the  colostomy 
opening  and  were  drained.  Colicky  pains  persisted, 
with  visible  peristalsis  of  the  small  intestine.  Death 
occurred  shortly  afterward  from  cerebral  embolism. 

At  autopsy  the  small  intestines  were  found  to  be 
bound  together  in  the  abdomen  with  veil-like  adhe- 
sions which  in  places  obstructed  the  lumen  by  con- 
striction. There  was  no  ulceration  of  mucosa, 
however.  The  same  kinds  of  adhesions  were  found 
around  the  large  bowel  and  appendix,  with  the 
caecum  buried  in  dense  adhesions.  From  the  be- 
ginning of  the  sigmoid  on,  deep  ulcerations  in  the 
mucosa  were  found  and  the  rectum  was  densely 
adherent  in  the  pelvis  with  thickened  walls  and 
numerous  old  scars  of  healed  ulcers  which  con- 
stricted its  lumen.  Gerster  advocates  the  use  of 
the  name  "perienteritis  membranosa"  for  this  con- 
dition. Phillips  M.  Chase. 

GASTRO-INTESTINAL  TRACT 

Rehfuss,  M.  E. :  Analysis  of  Achylia  Gastrica.     A m. 

J.  M.  Sc,  1915,  cl,  72. 

Six  cases  are  reported  by  the  author.  He  reaches 
the  following  conclusions: 

1.  True  achylia  in  which  there  is  a  total  lack  of 
acid  and  enzymes  throughout  the  entire  period  of 
gastric  digestion  is  exceedingly  rare. 

2.  By  means  of  the  fractional  method  he  has 
been  able  to  study  the  entire  period  of  gastric  di- 
gestion in  cases  of  achylia.  On  the  basis  of  Paw- 
low's  work,  it  is  suggested  that  if  his  conception  of 
gastric  secretion  be  correct,  it  should  follow  that 
achylia  can  be  either  psychical  or  chemical.  A  total 
absence  of  secretion  in  the  first  hour  of  digestion, 
followed  by  a  perceptible  secretion  in  the  second, 
would  favor  the  belief  that  a  psychical  achylia 
(nervous)  exists.  The  reverse,  falling  off  in  secre- 
tion, would  favor  the  interpretation  of  a  chemical 
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achylia.  A  total  lack  of  secretion  through  both 
phases  might  indicate  a  deficiency  of  both  functions 
or  an  inactive  mucosa. 

3.  The  author's  studies  show  that  the  commonest 
form  is  a  complete  lack  of  gastric  secretion  through 
both  phases  (total  achylia);  two  cases  were  en- 
countered of  true  psychical  achylia,  but  a  pure 
chemical  achylia  was  never  encountered. 

4.  Attention  is  called  to  spurious  achylia,  which 
is  quite  common,  and  in  which  there  is  an  ultimate 
elaboration  of  juice  late  in  digestion,  and  enzymes 
always  present. 

5.  By  means  of  the  administration  of  parathyroid 
extract  in  two  cases  of  bona  fide  achylia,  one  of 
over  ten  years'  duration,  a  perceptible  return  of  the 
gastric  secretion  was  noted  during  the  psychical 
phase.  Dietetic  and  local  treatment  were  instituted 
at  the  same  time. 

6.  The  phase  method  of  examination  is  of  great 
value  in  determining  the  type  of  achylia  as  well  as 
holding  the  possibility  that  at  some  phase  the 
secretion  might  still  be  active,  as  shown  in  several 
of  the  cases  recorded.  This  finding  distinctly  im- 
proves the  prognosis.  Edward  L.  Cornell. 

Porter,    M.    F.:     Leather-Bottle    Stomach.     Ann. 
Surg.,  Phila.,  1915,  Ixii,  s^. 

Following  a  brief  resume  of  the  literature,  Porter 
reports  a  case  of  leather-bottle  stomach  and  draws 
certain  conclusions. 

This  condition  is  known  as  linitis  plastica,  cirrho- 
sis of  the  stomach,  chronic  interstitial  gastritis,  and 
sclerosis  of  the  stomach.  There  is  a  diffuse  thicken- 
ing or  hardening  of  a  greater  or  lesser  part  of  the 
stomach  whose  capacity  may  be  increased  or  dimin- 
ished. Brinton  declares  this  to  be  benign  in  char- 
acter, while  Rokitansky  declares  it  to  be  a  fibroid 
cancer. 

A  brief  resume  of  the  literature  on  the  subject  fol- 
lows. The  opinion  prevails  that  the  condition  may  be 
both  benign  and  malignant.  That  similar  changes 
occur  in  both  large  and  small  bowel  is  proved  by 
several  reported  cases. 

The  disease  is  more  common  in  men  and  is  es- 
sentially of  adult  life.  Also,  the  age  incidence  is 
the  same  in  malignant  cases  as  in  the  benign.  Ul- 
ceration is  rare  but  peritonitis  common.  Viellers 
reports  tuberculosis  as  a  frequent  complication. 

There  are  no  distinctive  symptoms  and  the  diagno- 
sis has  been  rK^ade  before  operation  only  three  times 
(Boulton,  Deguy,  and  Osier).  Given  a  case  of  sus- 
pected fibrosis  of  the  stomach,  a  general  arterio- 
sclerosis with  cardiac  trouble  would  add  to  the 
certainty.  Unless  relieved  by  surgery  the  condition 
is  fatal. 

The  case  reported  was  that  of  a  white  male,  aged 
46,  married,  and  with  negative  family,  past,  and 
venereal  histories.     Habits  good. 

Five  weeks  previous,  pain  had  begun  in  the  lower 
left  side,  later  locaUzed  under  the  navel,  and  of  a 
gnawing,  grinding  character.  All  food  soured  and 
there  was  considerable  gas.     He  had  dyspnoea  when 


in  pain  and  on  exertion.  He  had  no  headache,  noc- 
turia, or  loss  of  weight. 

Examination  showed  the  heart  normal,  a  large, 
tender  epigastric  tumor  extending  to  the  umbilicus, 
and  3  inches  to  the  left.  The  upper  border  ex- 
tended under  the  left  costal  margin  at  the  middle. 
The  urine  was  normal.  Gastric  contents  had  the 
appearance  of  coffee-grounds,  with  mucous,  blood, 
and  4  per  cent  HCl;  Oppler-Boas  bacilli  and  sar- 
cina;  present.    The  blood  showed  slight  anaemia. 

Operation  showed  that  almost  the  entire  stomach 
was  involved,  but  there  was  no  glandular  enlarge- 
ment. The  pyloric  end  of  the  stomach  was  ad- 
herent to  the  liver.  A  subtotal  gastrectomy  was 
done,  and  a  loop  of  jejunum  anastomosed  to  the  re- 
mains of  the  stomach  with  a  Murphy  button.  An 
uninterrupted  recovery  followed  and  the  button  was 
excreted  on  the  sixteenth  day.  Considerable  re- 
lief at  the  time  was  experienced  but  death  followed 
six  months  later. 

Autopsy  showed  that  the  walls  of  the  stomach 
were  universally  thickened  and  firm,  with  several 
pyloric  ulcers.  Sections  showed  masses  of  car- 
cinomatous cells.  Phillips  M.  Chase. 

Carman,  R.  D.,  and  Balfour,  D.  C:  Gastrojejunal 
Ulcers;  Their  Rontgenologic  and  Surgical 
Aspects.    /.  Am.  M.  Ass.,  1915,  Ixv,  227. 

The  authors  refer  to  the  condition  occasionally 
observed,  in  which  secondary  ulcers  develop  in  the 
vicinity  of  a  gastro-enterostomy.  These  secondary 
ulcers  have  been  variously  described  as  jejunal  and 
gastrojejunal  ulcers. 

As  diagnosis  of  the  conditions  is  usually  diffi- 
cult, owing  to  the  absence  of  pathognomonic  symp- 
toms, the  authors  think  that  the  rontgen  ray 
might  reasonably  be  expected  to  assist  in  the  diag- 
nosis. 

The  rontgen  findings  in  certain  of  the  authors' 
cases  are  given  in  detail  and  analyzed  in  com- 
parison with  the  findings  in  the  normal  gastro- 
enterostomized  stomach.  Of  the  11  patients 
examined  10  showed  abnormalities  not  customarily 
seen  in  the  gastro-enterostomized  stomach.  The 
signs  usually  observed  were:  retention  from  the 
6-hour  meal,  large  size  of  the  stomach,  exaggerated 
peristalsis,  and  spasticity.  Deformity  of  contour 
about  the  stoma,  deficient  patency  of  the  stoma, 
local  irregularity  of  the  jejunal  contour,  and  dilata- 
tion of  the  duodenum  were  also  commonly  met 
with. 

The  authors  think  that  in  all  cases  of  gastrojejunal 
ulcer  there  are  definite  rontgenologic  signs  of  an 
abnormal  condition,  and  that  in  many  instances 
there  are  more  or  less  direct  signs  pointing  to  the 
location  of  the  trouble.  The  most  direct  index 
of  gastrojejunal  ulcer  noted  in  the  author's  series 
of  cases  was  marked  deformity  about  the  stoma. 
A  correlation  of  the  rontgen  findings  with  the 
clinical  data  should  aid  in  deciding  whether  a 
gastrojejunal  ulcer  is  present  or  not. 

H.  E.  Potter. 
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Smithies,  P.:  The  Etiologic  Relationship  Existing 
Between  Gastric  Ulcer  and   Gastric  Cancer. 

Interst.  M.  J.,  1915,  xxii,  672. 

Certain  phases  suggested  by  the  study  of  921 
cases  of  gastric  cancer  and  500  cases  of  benign 
peptic  ulcer  as  demonstrated  by  pathological  study 
of  specimens  obtained  in  the  operating  room,  led 
Smithies  to  arrive  at  the  following  conclusions: 

1.  There  are  no  experimental,  clinical,  or  path- 
ological data  that  absolutely  demonstrate  the 
mechanism  of  the  malignant  transition  of  benign 
gastric  ulcer.  In  fact  upon  pathological  grounds  no 
instance  of  such  transformation  can  be  demon- 
strated. 

2.  Clinically,  the  histories  of  instances  of  gastric 
cancer  strongly  suggest  that  such  neoplasms  arise 
most  frequently  from  chronic  calloused  gastric 
ulcer,  clinically  benign. 

3.  Since  it  appears  to  be  impossible  clinically 
to  segregate  that  group  of  chronic  gastric  ulcers 
which  are  destined  to  undergo  malignant  trans- 
formation from  those  that  will  remain  benign, 
free  excision  of  all  chronic  gastric  ulcers  should  be 
performed  whenever  mechanically  possible. 

T.  O.  Boyd. 

Blumer,  G.:    The  Medical  Treatment  of  Peptic 
Ulcer.     Nashville  J.  M.  b"  S.,  1915,  cix,  249. 

Blumer  presents  a  comparison  of  the  methods  of 
Leube,  Albu,  Einhorn,  Lenhartz,  Hort,  Straus,  and 
Jarotsky,  with  particular  reference  to  a  modified 
Lenhartz  treatment  as  applied  to  27  cases  in  the 
New  Haven  Hospital.  He  classifies  peptic  ulcer 
patients  into  two  groups:  (i)  surgical  —  pyloric 
obstruction,  intractable  haemorrhage,  subphrenic 
abscess,  perigastric  adhesions,  and  (2)  those 
which  should  have  carefully  supervised  medical 
treatment  —  haemorrhage  of  the  fulminating  type, 
acute  ulcer,  uncomplicated  chronic  ulcer. 

Features  common  to  all  the  procedures  are: 
absolute  rest,  accessory  medication,  diet,  external 
application  of  heat  or  cold  to  the  epigastrium,  and 
care  of  the  bowels.  Contrasts  in  treatment,  mainly 
in  diet,  are  classed  in  three  groups:  (i)  more  or  less 
attention  to  mouth  feeding  (Leube);  (2)  immediate 
feeding  with  albuminous  foods  (Lenhartz);  (3) 
feeding  of  fats  (Straus  and  Jarotsky). 

The  underlying  principle  of  Leube's  method  is  to 
encourage  healing  by  affording  the  stomach  the 
most  complete  rest  possible.  Lenhartz  lays  stress 
on  hyperacidity  as  preventing  healing,  and  he  seeks 
to  neutralize  the  free  acids  by  acid-binding  foods, 
such  as  albumins,  raw  meats,  etc.  Also,  he  main- 
tains that  general  nutrition  favors  healing.  Jarotsky 
and  Straus  seek  to  inhibit  gastric  secretions  by  the 
use  of  fats  and  eggs.  All  methods  have  their 
advocates  and  opponents.  Objections  to  the  Leube 
method  are:  prolonged  and  tedious  routine,  hunger 
peristalsis  hindering  the  desired  rest,  nutrient 
enemata  of  little  avail  and  exciting  gastric  move- 
ment, gastric  juices  secreted  on  empty  stomach, 
vomiting,  under-nutrition.     However,  Leube  claims 


a  mortality  of  only  2.5  per  cent  in  bleeding  ulcers 
and  go  per  cent  recoveries  in  all  cases. 

Objections  to  the  Lenhartz  treatment  are  as 
numerous,  but  he  answers  his  critics  with  as  good  a 
report  as  Leube, 

The  author  favors  the  Lenhartz  course,  finds  it 
agreeable  to  patients,  especially  if  cooked  minced 
chicken  is  substituted  for  the  raw  meats;  the  pain 
disappears  in  a  few  days;  narcotics  are  not  needed; 
and  the  patients  gain  in  weight  after  the  first  week. 
Gastric  ulcers  do  not  do  so  well  under  the  treatment 
as  duodenal,  M,  W,  Pickard. 

Woolsey,  G.:    Carcinoma  of  the  Stomach.    Ann. 
Surg.,  Phila.,  191 5,  Ixii,  22. 

The  subject  of  gastric  cancer  is  briefly  reviewed  by 
Woolsey  who  reports  statistics  of  36  operative  cases. 
Early  diagnosis  is  the  keynote. 

In  any  series  of  cases  there  are  2  groups:  (i)  Those 
appearing  to  be  cancer  from  the  outset,  and  (2) 
those  with  a  more  or  less  long  gastric  history  re- 
sembling a  typical  or  an  irregular  ulcer  history.  In 
the  36  cases,  30  were  pyloric,  and  of  these  19  gave 
a  primary  cancer  history  and  1 1  an  ulcer  history. 

While  the  average  age  was  53,  one  case  was  32. 

Pain  is  not  severe,  but  more  commonly  a  dull 
ache  increased  by  food  and  relieved  by  vomiting. 
In  the  30  cases,  pain  was  absent  in  only  4. 

Vomiting  and  eructations  occur  in  nearly  aU 
cases,  but  are  not  of  much  diagnostic  value,  for  they 
occur  in  all  gastric  ailments. 

Anorexia  is  more  pathognomonic  and  helps  in 
distinguishing  cancer  from  ulcer.  It  was  present 
in  27  out  of  the  30  cases. 

Loss  of  flesh  and  strength  is  another  most  sug- 
gestive symptom.  It  has  apparently  no  connection 
with  the  anorexia  or  vomiting. 

Anaemia  is  a  rather  constant  symptom.  Only 
I  case  of  the  series  showed  a  normal  hasmoglobin. 
The  average  was  53 . 9  per  cent.  The  skin  is  dry  and 
the  facies  have  a  pinched,  wrinkled  look  with  a 
hopeless,  dejected  expression. 

A  definite  mass  was  palpable  in  20  cases  of  the 
series  and  in  5  others  was  of  an  indefinite  character. 

As  to  stomach  tests,  impaired  motility  is  shown 
by  the  presence  of  raisins  in  the  lavage  water  several 
hours  after  ingestion.  In  the  gastric  contents  analy- 
sis, the  absence  of  free  HCl  is  the  rule.  Excess  )f 
lactic  acid  is  found  under  this  condition  but  is  not 
present  early. 

Smithies  found  the  Oppler-Boas  bacilli  in  93.8 
per  cent  by  differential  agar  stain,  and  Friedenwald, 
occult  blood  in  92.5  per  cent  of  cases.  The  glycyl- 
tryptophan  test  has  not  proved  its  claims.  The 
Wassermann  reaction  should  be  used  in  every  case. 

The  X-ray  is  one  of  the  best  diagnostic  means. 
Carman  claims  diagnostic  signs  were  shown  in  93 
per  cent  of  cases  at  the  Mayo  Clinic. 

Gluzinski's  test  for  differentiating  between  ulcer 
and  cancer  in  the  presence  of  some  free  HCl  is  of 
great  value.  In  215  cases  of  cancer  Smithies  found 
it  positive  in  74 . 8  per  cent.    None  of  the  tests  give 
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uniform  results  and  should  only  be  used  in  con- 
junction with  the  clinical  data. 

"Watchful  waiting"  is  highly  condemned  by  the 
author  who  advises  in  all  suspicious  cases  after  short 
medical  treatment,  an  exploratory  operation  based 
on  the  diagnosis  of  "some  surgical  condition  in  the 
abdomen."  The  risk  of  exploration  is  less  than  the 
risk  of  delay. 

There  is  no  effective  medical  treatment.  Resec- 
tion offers  the  only  cure.  In  the  Mayo  Clinic,  of 
the  80  per  cent  who  recovered  from  operation, 
38  per  cent  were  still  free  from  recurrence  3  years 
later  and  25  per  cent  remain  cured  5  years  later. 

Upon  opening  the  abdomen  the  presence  of  metas- 
tases and  whether  the  growth  can  be  removed  are 
the  first  questions  to  be  decided.  The  latter  depends 
on  the  extent  of  stomach  involved  and  the  amount 
of  adhesions.  Inflammatory  adhesions  do  not 
contra-indicate  operation. 

Woolsey  believes  in  resection  even  if  the  lymph- 
nodes  are  enlarged,  because  (i)  all  such  nodes  are  not 
carcinomatous  and  (2)  this  method  affords  more 
relief  than  gastro-enterostomy. 

In  spite  of  a  low  haemoglobin  per  cent  resection 
may  be  done,  as  little  blood  should  be  lost.  How- 
ever, transfusion  of  blood  should  be  used  whenever 
necessary,  either  before  or  after  operation. 

The  Billroth  II  method  of  resection  is  considered 
the  best  procedure.  The  author  also  recommends 
severing  the  stomach  with  the  cautery  for  haemo- 
stasis  and  prevention  of  cancer-cell  dissemination. 

Von  Eiselsberg's  unilateral  exclusion  in  cases 
where  resection  is  inadvisable,  is  highly  recom- 
mended. Gastro-enterostomy,  however,  gives  very 
disappointing  results. 

No  radical  operation  is  applicable  to  cancer  in  the 
cardiac  end,  but  Woolsey  recommends  the  trial  of 
gastrostomy  by  the  Senn  or  Kader  method. 

The  chief  contra-indications  to  further  operation 
after  exploration  are:  (i)  free  peritoneal  fluid, 
(2)  infiltrated  umbilicus,  (3)  extensive  metastases 
especially  in  the  liver,  (4)  large  mass,  and  (5)  ex- 
tensive adhesions. 

The  author's  conclusions  are:  (i)  An  early  diag- 
nosis is  the  great  desideratum.  (2)  Resection  gives 
good  results,  low  mortality,  a  fair  number  of  cures, 
and  considerable  prolongation  of  life  and  comfort 
when  ultimate  cure  does  not  result.  (3)  The  use  of 
the  two-stage  method  or  blood  transfusion  is  advis- 
able in  certain  cases.  (4)  Gastro-enterostomy  is  dis- 
appointing in  results  and  mortality,  but  unilateral  ex- 
clusion offers  an  improvement  in  results.  (5)  Simple 
exploration  should  be  used  more  frequently,  but 
should  be  restricted  as  much  as  possible. 

PmLLiPS  M.  Chase. 

Smithies,  F.:  The  Early  Diagnosis  of  Cancer  of 
the  Stomach:  a  Study  of  921  Operatively  and 
Pathologically  Demonstrated   Cases.    Am.  J. 

Surg.,  1915,  xxix,  255. 

Smithies  presents  detailed  facts  from  the  clinical 
study  of  921  demonstrated  cases  of  gastric  carcinoma. 


1.  From  clinical  histories: 

a.  Etiologic: 

(i)  Sex,  There  were  693  males  and  228  females, 
or  a  ratio  of  3:1. 

(2)  Age.  Between  the  ages  of  40  and  69  oc- 
curred 84.9  per  cent  of  the  cases.  There  were  19 
cases  below  the  age  of  31. 

(3)  Occupation.  Nearly  one-third  were  from 
farms  and  rural  communities, 

b.  Clinical  history: 

(i)  Gastric  cancer  in  those  operated  on  for 
gastric  ulcer  and  in  whom  the  cancer  was  diagnosed 
microscopically  post-operative  in  72  cases,  or  7.8 
per  cent.     A  case  is  added  illustrating  this  point. 

(2)  Gastric  cancer,  developing  in  those  with 
long-term  previous  peptic  ulcer  history  and  in 
whom  cancer  subsequently  appeared,  occurred  in 
436  cases,  or  47.3  per  cent.  An  illustrative  case 
follows. 

(3)  Gastric  cancer  in  those  with  perfect  gastric 
health  prior  to  cancer,  that  is,  the  common 
"textbook"  type,  occurred  in  294  cases,  or  31.9  per 
cent.     An  illustrative  case  follows. 

(4)  Gastric  cancer  in  persons  with  previous 
gastric  symptoms  but  of  no  clinical  type  occurred 
in  84  cases,  or  9.12  per  cent.  An  illustrative  case 
follows. 

(5)  Gastric  cancer  in  those  presenting  few  clini- 
cal gastric  symptoms,  occurred  in  19  cases,  or 
2.1  per  cent.  Exploratory  laparotory  was  necessary 
for  diagnosis.     An  illustrative  case  follows. 

(6)  Of  secondary  gastric  cancer  there  were  16 
cases,  or  1.7  per  cent.  The  most  common  were  from 
breast,  uterine,  gall-bladder,  or  pancreatic  cancer. 
An  illustrative  case  follows. 

c.  Haemorrhage: 

(i)  Macroscopic.  Present  in  170  cases,  or  18.5 
per  cent.  In  17.4  per  cent  of  these  the  bleeding 
occurred  at  least  two  years  previous.  These  all 
gave  an  ulcer  history. 

(2)  Tests  for  blood.  In  gastric  contents  78  per 
cent  were  positive  by  the  guaiac  or  benzidin  method. 
In  380  stools,  82  per  cent  were  positive.  Given  an 
ulcer  history  with  persistent  blood  demonstrated 
iri  the  stools,  malignancy  is  probable. 

d.  Vomiting.  This  is  generally  due  to  a  per- 
sistent mechanical  fault  in  the  emptying  power 
of  the  stomach,  or  as  a  result  of  the  stenosis  of 
chronic  peptic  ulcer.  This  occurs  in  3  out  of  4 
cases.  In  late  cancer,  vomiting  was  present  in 
nearly  80  per  cent. 

2.  From  physical  examination: 

a.  Tumor.  Absent  in  312  cases,  or  33.7  per  cent. 
This  series  gave  the  highest  percentage  of  cures. 
Tumor  was  present  in  609  cases,  or  66.2  per  cent. 

(i)  Location  of  tumor.  In  the  epigastrium  in 
85.7  per  cent.  In  the  region  of  the  navel  in  13  per 
cent,  and  below  this  in  1.4  per  cent. 

(2)  Relation  of  tumor  to  part  of  stomach.  In 
66.7  per  cent  the  pylorus  was  involved.  Eight 
out  of  ten  of  these  were  palpable.  In  12  per  cent 
the  greater  curvature  was  affected.     Nine  out  of 
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fen   were   palpable.     None   of   ihe   tumors  of   the 
fundus  could  be  palpated. 

(3)  Size  of  tumor.  The  size  varies  greatly  from 
a  narrow,  ridgelike,  or  nodular,  mass  to  the  size 
of  a  child's  head.  Rarely,  however,  does  it  extend 
below  the  navel. 

(4)  Tenderness.  Most  marked,  and  most  com- 
monly situated  in  the  epigastrium  between  the 
right  nipple  and  the  left  parasternal  lines,  in  ulcera 
carcinomatosa.  In  well-advanced  cases  this  is  not 
marked  unless  perforation  or  extensive  ulceration 
has  taken  place. 

(5)  Loss  of  weight.  Usually  slight  to  begin  with 
but  loss  is  ultimately  consistent  and  with  accelerated 
rate.  In  the  early  cases  the  average  was  about 
17  pounds;  in  the  latter  cases  about  26  pounds. 

(6)  Cachexia.  This  is  a  late  manifestation  and 
the  case  is  usually  hopeless. 

3.  From  laboratory  methods: 

a.  Test  meal  analysis.  Gastric  emptying  power 
interfered  with  in  nearly  71  per  cent  of  cases. 

(i)  Gastric  acidity.  This  is  of  greater  prognos- 
tic than  diagnostic  value.  Free  HCl  was  absent 
in  but  52.4  per  cent  of  the  series.  Nearly  i  out  of  5 
had  free  HCl  between  the  ages  of  20  and  50.  In 
inoperable  ulcerated  cases  the  average  free  HCl 
was  2.4.  In  inoperable,  non-ulcerated  cases  it 
was  6.4.  In  operable  cases  it  was  31.  However,  if 
the  free  HCl  decreases  and  the  combined  HCl 
increases,  malignancy  is  to  be  suspected. 

(2)  Lactic  acid.  This  was  present  in  52  per  cent 
of  the  series.  Nine  out  of  ten  of  these  cases  were 
inoperable. 

b.  Significance  of  special  ferments. 

(i)  Formol  index.  The  average  in  87  cases  of 
gastric  cancer  was  22.3;  in  gg  cases  of  duodenal 
ulcer,  12.4;  in  57  cases  of  benign  gastric  ulcer,  11.6; 
in  32  cases  of  benign  achylia,  14. i;  in  16  cases  of 
pernicious  anaemia,  14.5;  and  in  5  cases  of  liver  can- 
cer, 4.25. 

(2)  Edestin  test  (Fuld-Levison).  There  were 
in  all  108  cases  studied.  In  early  gastric  cancer 
with  low  HCl  there  is  high  peptolysis  and  low 
proteolysis. 

(3)  Glycyltryptophan  test.  Positive  in  40  per 
cent  of  186  cases.  It  is  not  of  much  value  diagnos- 
tically. 

(4)  Wolff- Jungha"n's  test.  Positive  in  80.1  per 
cent  of  230  cases.  Is  considered  of  considerable 
diagnostic  value. 

c.  Microscopic  examination. 

In  early  gastric  cancer  there  is  no  characteristic 
picture,  but  in  well-established  cancer  with  colored 
agar  method,  Oppler-Boas  organisms  were  found  in 
g4.i  per  cent  of  172  cases.  In  go  per  cent  of  these, 
free  HCl  was  below  10,  and  in  8  out  of  10  of  these 
cases  palliative  operations  alone  were  possible.  In 
only  I  per  cent  were  epithelial  cells  showing  atypical 
mitoses  found. 

d.  Serologic  analysis.  This  is  not  of  much  value 
at  the  present  time. 

4.  From  rontgen  examination: 


Deformity  shown  in  outline,  alterations  in  peristal- 
sis, variations  and  abnormal  position  shown  in  90 
per  cent  of  cases  previously  diagnosed  as  well- 
established  cancer.  In  10  per  cent  of  suspicious 
cases,  the  diagnosis  was  proved. 

Early  cases  rarely  exhibit  a  characteristic  picture, 
but  the  rontgen  demonstration  of  a  chronic,  callous 
ulcer  in  the  pyloric  half  of  the  stomach  should  lead 
to  an  abdominal  exploration,  as  3  out  of  4  of  these 
are  microscopically  malignant.  Phillips  M.  Chask. 

Halpern,  J. :  An  Aminolytic  Ferment  in  the  Stom- 
ach in  Carcinoma  (tlber  ein  aminolytisches  Fer- 
ment im  Mageninhalt  bei  Carcinom).  Mill.  a.  d. 
Grenzgeb.  d.  Med.  u.  Chir.,  1915,  xxviii,  709. 

Halpern  reviews  the  literature  with  reference  to 
the  chemical  examination  of  the  stomach  contents 
in  carcinoma  of  the  stomach  and  finds  that  the 
methods  hitherto  in  vogue  are  of  no  practical  im- 
portance in  diagnosis,  as  they  merely  show  that  the 
chemistry  of  the  stomach  contents  in  gastric  cancer 
varies  from  the  normal  in  various  ways.  But  Hal- 
pern has  found  that  in  such  cases  there  is  an  ami- 
dase  in  the  stomach  contents  that  splits  the  amino 
group  out  of  amino  acids,  with  the  formation  of 
formic  acid. 

While  engaged  in  studying  the  influence  of  formic 
acid  in  the  production  of  diabetes,  Halpern  had 
occasion  to  examine  the  stomach  contents  for  it 
in  a  number  of  cases.  He  describes  his  technique 
for  demonstrating  it.  This  characteristic  amidase 
has  been  found  in  12  out  of  13  cases  of  gastric  cancer 
and  in  no  cases  of  benign  stomach  disease.  He 
believes  that  it  is  a  product  of  cancer-cells.  It 
will  take  further  research  to  show  whether  it  is  an 
early  sign  of  gastric  cancer  that  can  be  depended  on 
or  whether  it  is  found  in  other  conditions. 

A.  Goss. 

Deaver,  J.  B. :  What  Does  Surgery  Offer  the  Patient 
with  Carcinoma  of  the  Stomach?    N.  Y.M.J., 

1915,  cii,  8. 

What  surgery  can  offer  depends  upon  an  early 
diagnosis  and  immediate  and  radical  operation  with 
removal  of  the  lesion,  be  it  already  carcinoma  or 
gastric  ulcer,  which  is  a  forerunner  of  carcinoma. 
The  possibility  of  surgical  cure  from  operation 
depends  on  when  the  operation  is  done,  the  site  of 
the  lesion,  the  type  of  malignancy,  and  the  extent 
of  the  operative  procedure. 

These  cases  must  be  diagnosed  early,  as  there  are 
no  pathognomonic  signs  of  cancer  of  the  stomach 
in  the  operative  stage,  and  to  know  one's  limitations 
in  this  respect  and  insist  on  surgical  exploration  is 
essential. 

By  exploration  the  author  does  not  necessarily 
mean  opening  the  abdomen  alone,  but  the  stomach 
as  well,  if  a  diagnosis  cannot  be  made  by  inspecting 
and  palpating  the  stomach  wall.  This  is  his  routine 
practice  and  he  has  no  reason  to  regret  having 
adopted  it. 

Absence  of  free  hydrochloric  acid,  heralded  as  a 
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constant  sign,  has  not  been  seen  in  his  experience. 
It  is  more  likely  to  occur  late  in  the  disease  and  is 
often  found  in  carcinomatous  disease  in  other 
organs  of  the  body,  and  is,  therefore,  of  no  great 
diagnostic  value. 

The  X-ray  in  the  hands  of  an  expert  with  ex- 
tensive experience  in  these  cases  is  of  great  value 
in  making  early  diagnosis,  but  in  the  presence  of 
negative  X-ray  findings  the  surgeon  should  not  be 
deterred  from  opening  the  abdomen,  dispelling 
mystery,  and  revealing  the  truth. 

His  advice  is  to  operate  in  all  cancers  of  the  stom- 
ach, operate  early,  and,  if  unable  to  make  a  diagnosis, 
operate  to  make  it.  Edward  L.  Cornell. 

Sear,  H.  R. :  The  Rontgen  Ray  Diagnosis  of  Surgical 
Diseases    of    the    Stomach    and    Duodenum. 

Med.  J.  Austral.,  1915,  i,  527.  • 

Sear  treats  of  the  value  of  the  X-ray  in  the  dif- 
ferential diagnosis  of  chronic  disease  of  the  stomach 
and  duodenum.  He  states  that,  though  the  X-ray 
examination  will  usually  show  the  presence  of  malig- 
nant disease,  errors  are  common  in  locating  trouble 
in  the  prepyloric  region  when  it  is  in  reality  in  the 
first  part  of  the  duodenum. 

The  author  holds  the  screen  method  as  essential 
to  diagnosis,  and  that  serial  radiography  will  not 
replace  this  method.  Examinations  are  usually 
made  in  the  vertical  position,  though  the  horizon- 
tal and  lateral  positions  are  also  used. 

The  routine  systematic  procedure  employed  in 
the  rontgen  examination  of  the  stomach  is  de- 
scribed, for  the  recording  and  observance  of  in- 
formation as  to  shape,  motility,  mobility,  etc.;  also 
the  findings  which  are  typical  of  pathological  con- 
ditions. He  shows  that  very  often,  particularly 
in  the  case  of  gastric  ulcers  in  various  phases  of 
evolution,  the  rontgen  findings  must  be  verified 
by  clinical  data  before  a  diagnosis  can  be  made. 

The  author  reiterates  that  the  test  bismuth  meal 
is  as  yet  far  from  absolute  in  diagnosis;  that  lesions 
of  the  mesogastric  region  escape  detection  far  less 
readily  than  those  at  the  inlet  and  outlet  of  the 
stomach;  and  that  it  is  around  the  outlet  that  the 
majority  of  rontgen  errors  in  diagnosis  occur. 

H.  E.  Potter. 

Lapenta,  V.  A.:  Gastropyloroduodenostomy,  with 
Excision  of  the  Ulcer-bearing  Areas  for  Acute 
Perforated  Ulcer  in  the  Pyloric  Canal.    /.  Am. 

M.  Ass.,  1915,  Ixv,  163. 

This  case  report  is  of  interest,  principally  on  ac- 
count of  the  correct  diagnosis  made  before  opera- 
tion from  the  clinical  picture  presented  by  the 
patient. 

The  patient,  aged  26  years,  while  standing  on 
the  sidewalk  in  front  of  his  residence,  talking  to 
friends,  was  seized  with  an  acute  excruciating  pain 
in  the  upper  abdomen.  So  intense  was  the  pain 
that  it  caused  him  to  fall  to  the  ground  unconscious. 
He  was  carried  into  the  house,  and  it  was  noticed 
that  he  vomited  a  small  quantity  of  blood. 


About  one  hour  after  this  happening,  he  was  seen 
and  found  pulseless  at  the  wrist,  cold  clammy  sweat 
covering  his  body,  respiration  entirely  thoracic,  and 
his  face  had  a  very  pinched  and  blanched  expression. 
He  was  found  sitting  in  bed  with  the  body  acutely 
flexed  on  the  knees.  No  information  or  clinical 
history  could  be  obtained  from  him.  All  the  facts 
on  which  to  evolve  a  working  diagnosis  had  to  be 
obtained  from  bystanders  who  had  witnessed  the 
attack  and  knew  nothing  about  the  patient. 

The  diagnosis  of  perforated  gastric  ulcer  was 
made.  Perforation  of  the  gall-bladder  was  ruled  out 
on  the  statement  of  relatives  that  the  man  had 
always  been  well  and  had  never  had  an  attack  of 
acute  abdominal  pain  before. 

The  patient  was  removed  to  the  hospital  and  an 
immediate  operation  was  performed. 

A  long  paramedian  incision  was  made  on  the 
right  epigastric  region,  extending  down  to  the 
right  iliac  fossa.  On  opening  the  peritoneum  a 
large  amount  of  blood  and  gastric  contents  escaped. 
From  the  amount  of  food  and  liquid  in  the  abdomen, 
it  was  very  evident  that  the  patient  had  had  an 
excellent  dinner  and  had  certainly  not  lacked  for 
wine.  A  careful  surgical  toilet  was  made  and 
the  examination  of  the  viscera  was  begun  at  the 
stomach.  Exactly  in  the  pyloric  ring  and  in  the 
lower  portion  of  it  a  large  perforation,  large  enough 
to  admit  the  index  finger,  was  found.  This  was 
certainly  a  fortunate  location  for  the  perforation, 
as  it  enabled  the  author  to  make  a  wide  excision  of 
the  ulcer-bearing  area,  and  it  was  possible  to  restore 
the  pyloric  end  of  the  stomach,  insuring  a  large  py- 
lorus by  employing  the  technique  of  Vidal,  affecting 
a  gastropyloroduodenostomy.  The  appendix  was 
found  to  be  acutely  inflamed,  with  a  clean  cut  per- 
foration, with  a  little  fecalith  extruding  from  it. 

The  appendix  was  removed  in  the  usual  manner. 
The  abdomen  was  properly  closed,  adequate  drain- 
age being  provided  at  the  lower  angle  of  the  incision. 
The  recovery  was  uneventful,  the  patient  leaving 
the  hospital  after  three  weeks. 

This  case  seems  to  strongly  emphasize  the  etio- 
logical role  played  by  an  appendiceal  lesion  in  the 
production  of  acute  gastric  and  duodenal  ulcers. 
Lapenta  is  inclined  to  attribute  to  the  concomitant 
acute  appendicitis  more  importance  than  that  of 
mere  coincidence. 

Dieulafoy  and  d'Antona  have  held  for  many 
years  that  an  appendiceal  lesion  can  be  the  primary 
focus  which  may  set  up  metastatically  an  ulcerative 
process  in  the  stomach  and  duodenum. 

This  view  is  also  held  by  Lapenta  and  is  sub- 
stantiated from  his  case  records  of  a  large  number 
of  acute  and  chronic  gastric  and  duodenal  ulcers. 
Chronic,  acute  and  subacute,  appendiceal  lesions 
have  been  found  to  be  present  with  remarkable 
frequency  in  most  cases  of  acute  gastric  and  duo- 
denal ulcers. 

The  author  attaches  great  significance  to  the 
relative  rarity  of  these  appendiceal  lesions  in  the 
ulcers  of  the  chronic  type,  both  of  the  stomach  and 
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duodenum.  The  suggestion  made  of  the  probable 
etiological  rdle  played  by  appendiceal  lesions  in  the 
production  of  acute  gastric  and  duodenal  ulcers 
is  well  supported  by  abundant  clinical  experience. 
This  would  seem  to  emphasize  the  necessity  of 
prompt  surgical  treatment  in  appendiceal  lesions, 
in  order  to  prevent  the  probable  development  of 
gastric  and  duodenal  ulcers. 

C.  E.  Cox. 

Black,  K.:  Two  Gases  of  Phlegmonous  Duodenitis. 

Practitioner,  Lend.,  1915,  xcv,  104. 

The  author  reports  two  cases  of  phlegmonous 
duodenitis,  and  abstracts  two  cases  found  in  the 
literature  by  the  author. 

The  first  case,  a  married  woman,  aged  2)i  years, 
had  led  a  healthy  life  with  occasional  attacks  of 
biliousness.  One  and  a  half  hours  after  eating  mut- 
ton she  was  seized  with  acute  abdominal  pain. 
Pain  continued,  she  became  feverish,  and  vomiting 
became  constant  after  a  drink.  Her  bowels  were 
opened.  The  next  morning  pain  referred  to  the 
umbilical  and  the  right  iliac  regions  was  worse  and 
vomiting  became  biliary  in  character.  Pulse  140. 
Temperature  104. 2°  F.  There  was  no  jaundice,  tongue 
was  clean  but  dry.  The  abdomen  was  slightly  dis- 
tended, particularly  the  upper  part,  and  peristalsis 
was  visible.  There  was  no  rigidity,  but  tenderness 
in  the  upper  abdomen.  The  stomach  was  dilated; 
the  spleen  and  liver  were  enlarged;  the  heart,  lungs, 
urine,  rectum,  and  vagina  were  normal.  At  opera- 
tion, recent  plastic  peritonitis  was  found  around 
the  duodenum  and  posterior  to  the  stomach.  There 
was  no  perforation.  The  patient  was  almost  mori- 
bund and  the  local  area  of  peritonitis  was  drained. 
Death  followed  shortly  afterward. 

At  autopsy  the  stomach  was  found  dilated. 
Follicular  gastritis.  The  first  2.5  inches  of  duod- 
enum were  normal.  Beyond  that  for  about  8  inches 
the  walls  of  the  duodenum  were  markedly  thickened 
and  inflamed.  On  section  the  walls  were  studded 
with  numerous  small  abscesses.  No  ulceration  or 
signs  of  old  disease  were  found  in  the  mucous  mem- 
brane, which  was  injected.  The  bile  and  pan- 
creatic ducts  and  pancreas  were  normal;  liver  and 
spleen  enlarged  and  soft.  Cultures  grown  from 
the  liver,  spleen,  and  the  wall  of  the  duodenum 
proved  the  presence  of  streptococci. 

The  second  case,  a  farmer  aged  55,  had  been 
troubled  for  six  years  with  recurring  attacks  of 
abdominal  pain  and  vomiting  of  24  to  48  hours' 
duration.  The  last  attack  occurred  six  months 
before  he  was  seen  by  the  author. 

He  had  a  bad  attack  of  abdominal  pain.  Shortly 
after  vomiting  he  had  a  rigor.  The  pulse  was  100 
and  temperature  101°  F.  Two  days  later  he  had  a 
similar  attack  followed  by  rigor. 

At  operation  the  duodenum  and  first  8  inches  of 
the  jejunum  were  swollen,  inflamed,  dark  red,  and 
in  places  black  in  color.  At  the  pylorus  the  line 
of  inflammation  was  sharply  defined,  but  ended 
gradually    in    the   jejunum.     The    duodenum    ap- 


peared solid  and  obstructed.  A  posterior  gastro- 
enterostomy was  performed;  a  drain  was  inserted 
and  the  wound  partly  closed.  The  patient  rallied, 
then  became  worse  and  died  three  hours  after  opera- 
tion.    No  autopsy. 

From  these  and  two  other  similar  cases  the  author 
concludes  that  a  substance  has  entered  the  blood 
and  been  excreted  by  the  bile  and  on  entering 
the  duodenum  has  combined  with,  or  been  split  up 
by,  certain  of  the  duodenal  contents,  and  an  intense 
irritant  poison  has  been  formed  which  has  attacked 
the  walls  of  the  duodenum,  setting  up  a  violent 
inflammation.  O.  R.  Sevin. 

Lambert,   L.:    Duodenal  Ulcer  from   a  Surgical 
Standpoint.     Med.  J.  Austral.,  1915,  ii,  8. 

Surgical  interference  in  duodenal  ulcer  must  be 
considered  when  medication  and  diet  have  failed  to 
relieve  symptoms  or  when  these  symptoms  have 
recurred  after  temporary  relief.  It  is  imperative 
when  an  ulcer  has  perforated,  when  it  is  endanger- 
ing life  by  repeated  haemorrhages  or  is  endangering 
nutrition  by  cicatricial  obstruction. 

Toxaemias  have  long  been  known  to  be  associated 
with  duodenal  or  gastric  ulceration,  particularly 
burns,  but  also  in  other  toxaemias,  such  as  sepsis, 
cholaemia,  etc.  The  reason  that  the  ulcerations 
are  confined  to  these  regions  is  in  all  probability 
the  acid  character  of  the  gastric  juice,  as  proved  by 
the  experiments  of  Bolton.  The  occurrence  of  jeju- 
nal ulceration  after  gastro-enterostomy  and  not 
after  intestinal  anastomosis,  points  to  the  acidity 
as  the  important  factor  in  the  persistence  of  the 
ulceration.  The  author  believes  that  an  excessive 
quantity  of  toxins  absorbed  from  foci  in  the  bowel, 
will  be  excreted  in  the  bile  and,  effecting  a  con- 
tinuous damage  to  the  duodenal  wall,  possibly  cause 
lesions  analogous  to  aphthous  ulcers  of  the  mouth, 
which  are  continued  by  the  combination  of  infec- 
tion and  acidity. 

Wilkie  found  that  the  duodenal  wall  in  many 
instances  was  supplied  by  what  is  virtually  an  end 
artery,  and  it  can  readily  be  understood  that  this 
relative  limitation  of  the  blood  supply  would  inter- 
fere with  the  healing  of  any  lesion  in  this  region. 

Induration  of  these  ulcers  in  the  majority  of  cases 
prevents  excision,  but  even  if  excised,  such  treat- 
ment does  not  eliminate  hyperacidity  and  so  a 
gastrojejunostomy  must  supplement  the  excision. 
If  the  latter  is  efficient  practically  no  food  leaves 
the  stomach  and  so  pyloric  exclusion  is  unnecessary. 
In  the  ordinary  case,  and  especially  when  under- 
taken for  haemorrhage  the  procedure  appealing  to 
the  author  is  autolytic  excision  by  means  of  the 
pentagonal  compression  stitch  of  Draper  and 
Carpenter,  combined  with  a  posterior  gastrojejunos- 
tomy. 

The  most  striking  complication  of  duodenal  ulcer 
is  acute  perforation,  of  which  14  cases  are  reported. 
Analysis  of  these  cases  shows  that  the  most  charac- 
teristic feature  is  the  onset  of  sudden,  overwhelming 
pain    in    the    upper    abdomen.     Vomiting    is    not 
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marked.  The  temperature  and  pulse  are  low  at 
first  but  later  the  pulse  tends  to  rise.  The  respira- 
tory movements  are  restrainefl  and  the  patient 
looks  ill.  Rigidity  is  the  most  important  factor  in 
diagnosis;  from  the  first  it  is  present  all  over  the 
abdomen,  but  early  more  marked  on  the  right  than 
on  the  left  side.  The  presence  of  movable  dullness 
and  loss  of  liver  dullness  are  relatively  unimportant. 

Perforation  must  be  difi'erentiated  from  (i)  acute 
pancreatitis,  in  which  there  is  often  cyanosis,  and 
in  which  vomiting  is  more  persistent  and  abdom- 
inal rigidity  more  marked;  (2)  appendicitis,  in 
which  rigidity  is  more  marked  in  the  right  iliac 
fossa;  (3)  strangulation  of  the  bowel,  which  is 
characterized  by  persistent  vomiting,  paroxysmal 
pain,  distention,  and  absence  of  rigidity;  and  (4) 
ruptured  ectopic  pregnancy,  in  which  rigidity  is 
absent  and  in  which  haemorrhage  soon  clears  up  the 
diagnosis. 

The  treatment  is  immediate  laparotomy,  the 
operation  never  being  delayed  in  the  hope  that  the 
patient  will  rally  from  the  shock.  This  should 
be  combatted  by  the  immediate  administration  of  a 
full  dose  of  morphine.  In  only  one  of  the  14  cases 
was  the  ulcer  suitable  for  excision.  In  the  others 
a  deep  compression  stitch  was  placed  and  a  posterior 
gastrojejunostomy  by  the  no-loop  method  was 
done,  the  anastomosis  being  placed  as  near  the 
pylorus  and  greater  curvature  as  possible.  The 
abdominal  wound  was  closed  without  drainage 
and  no  secondary  abscesses  developed. 

E.  K.  Armstrong. 

Kirkwood,  W.  L.:  Torsion  of  the  Small  Intestine; 
Resection  of  Eight  Feet  of  Intestine;  Recur- 
rence of  Torsion.     Med.  J.  Austral.,  1915,  ii,  49. 

The  patient,  aged  60,  had  suffered  from  pain  of 
varying  intensity  for  eighteen  hours,  during  which 
time  she  had  vomited  three  times,  the  pulse  had 
ranged  from  70  to  92  and  the  temperature  had  not 
been  above  99.6°.  The  pain  was  felt  chiefly  in  the 
upper  abdomen  and  left  side,  there  was  no  local  and 
very  little  general  tenderness,  the  abdomen  had 
become  distended  and  there  was  dullness  in  the 
flanks.  After  much  delay,  the  abdomen  was  opened 
23  hours  after  the  first  symptom  was  noted.  By 
this  time  the  abdomen  was  enormously  distended 
with  fluid,  the  pulse  was  imperceptible,  and  the 
temperature  97°. 

Investigation  revealed  the  fact  that  the  mesentery 
had  undergone  torsion  and  was  discolored,  swollen, 
and  pulseless.  Many  feet  of  bowel  were  distended, 
cedematous,  without  gloss,  and  chocolate  colored. 
The  diseased  area  was  excised,  eight  feet  in  all.  After 
a  slow  convalescence  the  patient  regarded  herself 
as  well. 

Nine  months  later  there  was  a  recurrence  of  the 
previous  symptoms  with  operation  within  four 
hours,  at  which  time  there  was  again  found  a  clock- 
wise torsion  of  the  small  intestine  with  bands  of 
adhesions  between  the  various  lines  of  suture,  and 
a  marked  stenosis  at  the  line  of  intestinal  suture. 


The  torsion  was  unwound  and  the  circulation  being 
good  and  the  stenosis  not  being  deemed  responsible 
for  the  trouble,  nothing  further  was  done.  An 
uninterrupted  recovery  followed.  The  patient  is 
much  better  than  after  the  first  operation  and  has 
gained  flesh  rapidly. 

The  author  regards  the  following  p>oints  as  of 
interest:  (i)  the  occurrence  of  torsion  without 
obvious  cause,  such  as  adhesions  or  malformations; 
(2)  the  recurrence  of  the  torsion;  (3)  the  length  of  in- 
testine removed;  (4)  the  lienteric  diarrhoea  which 
followed  the  first  operation  and  which  later  ceased. 

v..  K.  ARM.STRONC. 

Callender,  G.  R.:  Gastric  Glands  in  Meckel's 
Diverticulum.     Am.  J.  M.  Sc,  1915.  cl,  69. 

The  author  reports  the  results  of  an  autopsy  on 
a  child  aged  nineteen  months,  who  died  as  a  result 
of  intestinal  haemorrhage.  There  was  a  history 
of  one  previous  attack  from  which  it  recovered,  but 
it  had  always  been  rather  weak  and  ill-nourished. 

About  75  cm.  from  the  caecum  on  the  border  of 
the  ileum  opposite  its  mesenteric  attachment  was  a 
diverticulum,  2  cm.  in  length  and  2.5  cm.  in  diameter, 
attached  to  the  posterior  wall  of  the  caecum  at  its 
apex  by  a  fibrous  band  0.4  cm.  in  width.  On 
section  there  appeared  a  punched-out,  regular  ulcer, 
0.5  cm.  in  diameter,  in  the  ileum  at  the  border  of  the 
diverticulum.  In  the  margin  of  this  ulcer  was  a 
small  vessel,  the  lumen  of  which  was  plugged  with 
pinkish  clot. 

The  walls  of  the  diverticulum  were  from  0.4  to 
0.6  cm.  in  thickness,  and  the  mucosa  resembled  that 
of  the  fundus  of  the  stomach.  The  diagnosis  was 
peptic  ulcer  of  the  ileum;  Meckel's  diverticulum, 
lined  with  mucosa  of  the  type  of  the  gastric  fundus 
glands.  Edward  L.  Cornell. 

Jessup,  D.  S.:  Carcinoma  of  the  Appendix,  a  Plea 
for  Its  Removal  Whenever  the  Abdomen  Is 
Opened.     Am.  Med.,  1915,  xxi,  560. 

The  practice  of  routine  microscopical  examina- 
tion of  appendices  has  shown  that  carcinoma  of  this 
organ  is  not  uncommon.  One  group  of  5,000 
cases  demonstrated  that  the  disease  occurs  once  in 
every  225  cases  of  chronic  appendicitis.  The 
author's  records  of  three  hospitals  show  that  car- 
cinoma occurred  four  times  in  about  2,100  ap- 
pendices. Only  one  of  the  specimens  presented  a 
gross  appearance  suggesting  tumor  formation.  The 
clinical  course  of  carcinoma  in  this  region 
points  to  a  slow  growing  and  not  very  malignant 
type  of  tumor  with  extension  outside  the  appendix 
uncommon.  In  about  half  of  the  cases  the  age 
incidence  is  under  30. 

In  the  case  reported  the  patient,  a  woman,  had 
had  five  attacks  of  appendicitis.  The  organ  pre- 
sented the  appearance  of  a  chronic  obliterating 
appendicitis,  except  that  the  color  was  yellow  after 
formalin  hardening,  instead  of  the  usual  white. 
Sections  through  the  distal  portion  showed  absence 
of  lumen,  loss  of  the  mucosal  structure  with  a  dense 
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growth  of  connective  tissue  in  which  lay  well-defined 
nests  and  strands  of  moderate  sized  cells  which  had 
invaded  the  muscularis  outward  to  the  serosa. 
It  was  the  picture  of  a  medullary  or  scirrhous 
cancer  rather  than  of  the  adenocarcinoma  so  often 
seen  in  tumors  of  the  large  gut. 

The  question  arises  whether  chronic  inflammatory 
changes  here  may  not  be  the  precursor  of  carcinoma. 
If  one  remembers  that  in  from  2  to  4  out  of  every 
1,000  appendices  there  will  be  carcinomatous 
changes,  and  this  without  reference  to  the  age  of  the 
patient,  the  appearance  of  the  organ,  or  history  of 
the  trouble,  there  seems  to  be  very  good  reason  for 
urging  the  removal  of  this  organ  whenever  there  is 
opportunity.  E.  K.  Armstrong. 

Clop  ton,  M.  B.:  Appendicitis  in  Children.     Pediat- 
rics, 1915,  xxvii,  271. 

In  the  cases  of  appendicitis  in  children  treated 
within  the  past  eighteen  months  at  the  St.  Louis 
Children's  Hospital,  9  per  cent  of  the  cases  occurred 
in  the  first  5  years  of  life,  54  per  cent  between 
5  and  10  years,  and  37  per  cent  between  10  and  15. 

The  important  feature  of  the  pathology  of  appen- 
dicitis in  children  is  the  early  development  of  gan- 
grene. In  the  author's  cases,  a  third  were  gangrenous 
throughout  or  in  part  and  perforation  accounted  for 
the  peritonitis  in  another  large  group  Only  one- 
third  of  the  cases  were  uncomplicated  acute  inflam- 
mations where  the  inflammation  was  confined  to 
the  appendix  and  permitted  a  closure  of  the  wound 
without  drainage.  One-half  of  the  cases  had  a  more 
or  less  localized  collection  of  pus  outside  the  ap- 
pendix and  one-eighth  of  the  cases  showed  a  spread- 
ing peritonitis.  The  appendix  was  retrocascal  in 
30  per  cent,  and  many  of  them  were  gangrenous. 
Several  times  a  half  twist  of  the  meso-appendix 
was  found,  which  probably  was  a  factor  in  the 
stasis  that  resulted  in  gangrene.  Twice  there  was 
definite  history  of  trauma.  Faecal  concretions  were 
found  in  a  fifth  of  the  cases.  Pinworms  were  found 
in  three  cases. 

The  comparison  of  the  results  of  operations  for 
appendicitis  in  adults  and  children  show  more 
favorable  figures  for  the  children.  The  author  has 
had  a  mortality  of  less  than  4  per  cent. 

All  cases  of  appendicitis  in  children  should  be 
operated  upon  as  soon  as  the  diagnosis  is  made. 
In  the  beginning  of  the  attack  the  infected  organ 
may  be  removed  intact  with  its  dangerous  contents 
safely  enclosed.  Under  such  circumstances  the 
mortality  is  a  negligible  quantity  and  is  dependent 
upon  accidents  over  which  the  surgeon  has  little 
control. 

The  dangerous  stage  of  appendicitis,  occurring 
between  the  third  and  the  sixth  day  with  the  in- 
fection not  circumscribed,  but  involving  the  neigh- 
boring organs  in  the  acute  inflammatory  process  or 
the  early  pathologic  changes  of  a  circumscribed 
or  general  peritonitis,  is  the  period  in  which  the 
question  of  operation  has  divided  the  surgical  world 
into  two  camps.  Edward  L.  Cornell. 


Patry,     G.:      Appendicostomy  (L'appendicostomie). 
Cor.-Bl.  f.  schwciz.  Aerzte,  1915,  xlv,  897. 

Appendicostomy  is  a  simple  operation,  consisting 
in  bringing  the  appendix  out,  suturing  it  to  the  parie- 
tal peritoneum  or  even  the  skin,  decapitating  it  and 
introducing  a  catheter  for  the  purpose  of  flushing 
out  the  intestine.  It  was  introduced  in  1895  by 
Keetley,  but  his  praise  of  it  was  so  exaggerated  that 
it  prejudiced  continental  surgeons  against  it,  and 
its  use  has  been  confined  to  England  and  America. 
Patry  thinks  it  a  very  valuable  operation  when 
properly  used.  It  is  indicated  in  colitis,  intestinal 
stasis,  intestinal  occlusion  and  peritonitis. 

He  describes  the  case  of  a  girl  of  19  who  had  taken 
bichloride  of  mercury,  and  was  suffering  from  an 
intense  bloody  diarrhoea.  He  relieved  the  pain 
and  improved  her  general  condition  by  performing 
appendicostomy  and  flushing  out  the  intestine. 

Another  case  was  in  a  man  of  60  who  had  20 
to  30  bloody  stools  per  day.  He  had  been  given 
various  treatments  for  ulcerative  colitis  without 
success.  Patry  performed  a  laparotomy  and  ex- 
amined the  whole  large  intestine  for  a  tumor,  but 
found  none.  Appendicaecostomy  was  performed 
and  the  man  was  taught  to  flush  out  his  own  colon 
with  physiological  salt  solution;  it  was  introduced 
under  sufl&cient  pressure  so  that  it  came  out  at  the 
anus  immediately.  His  condition  improved  rapidly; 
he  gained  in  weight,  the  ulcers  disappeared,  and  his 
bowel  movements  became  regular.  The  fistula 
was  finally  closed  and  he  has  been  well  ever  since — 
more  than  a  year. 

In  one  case  in  which  the  appendix  had  been 
removed  previously  the  author  practiced  Gibson's 
caecostomy,  that  is,  the  suturing  of  the  ileocascal 
valve  to  the  skin,  but  he  could  not  see  that  the  re- 
sults were  any  better  than  after  simple  appendicos- 
tomy. 

The  operations  usually  proposed  for  chronic  in- 
testinal stasis  are  very  serious,  and  at  the  same  time 
not  particularly  efficacious.  Often  a  number  of 
operations  have  to  be  performed;  Patry  has  seen 
as  many  as  five  in  one  case.  Appendicostomy  is  a 
much  simpler  operation,  and  even  if  it  is  not  success- 
ful it  can  do  no  harm,  for  it  does  not  produce  any 
changes  in  the  anatomy  or  physiology  of  the  colon. 
Irrigations  through  the  appendix  fistula  act  mechan- 
ically rather  than  chemically.  Oil  is  used  first  and 
then  physiological  salt  solution.  These  irrigations 
cleanse  the  intestine  and  then  stimulate  it  to  do  its 
own  work;  it  decreases  in  size  and  finally  returns 
to  its  normal  physiological  and  anatomical  con- 
dition. Rectal  irrigations  do  not  have  the  same 
effect  because  they  are  antiperistaltic  and  therefore 
unphysiological. 

Patry  describes  the  case  of  a  young  woman  with 
severe  intestinal  stasis,  who  had  not  had  a  bowel 
movement  for  years  except  after  enemata.  Part 
of  the  transverse  colon  was  resected  and  a  colopexy 
performed;  but  the  condition  soon  returned,  and  her 
general  health  was  becoming  very  poor.  Appendi- 
costomy was  performed,  and  200  gms.  of  olive  oil 
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followed  by  salt  solution  were  given  through  the 
fistula.  After  awhile  daily  stools  could  be  obtained 
without  any  pain.  Then  the  intervals  between  the 
irrigations  were  increased,  till  finally  only  two  a 
week  were  given.  This  was  kept  up  for  four  months 
before  the  fistula  closed.  The  patient  is  now  in 
excellent  health  and  has  regained  her  normal  weight. 
Successful  cases  of  two  other  authors  are  cited. 

Appendicostomy  has  also  been  used  success- 
fully in  Hirschsprung's  disease.  It  is  also  indicated 
in  chronic  intestinal  obstruction,  but  not  in  acute. 
The  intestine  regains  its  normal  function  very 
rapidly  after  appendicostomy  for  peritonitis.  The 
alternate  filling  and  emptying  of  the  intestine  stimu- 
lates peristalsis.  A.  Goss. 

Taylor,  J.  M.:  Visceral  Stasis,  Mechanical  Ob- 
structions, and  Their  Effects,  Relievable  by 
Rational  Measures.     N.  Y.  M.  J.,  1915,  cii,  231. 

Fifteen  years  ago  Taylor  began  experimenting 
by  manipulation  in  cases  presenting  visceral  ob- 
structions and  disturbances  of  tone,  combining 
stimulus  to  vasomotor  subcenters  with  pressure  on 
the  abdomen  in  lower  quadrants,  along  the  lines 
of  Bourcart  of  Geneva  and  H.  F.  Graham. 

The  objective  and  subjective  symptoms  may  be 
sketched  as  follows: 

1.  Objective:  A  pull  on  well  relaxed  abdominal 
walls  affects  the  structures  beneath,  and  membranes, 
veils,  or  adhesions  yield  to  repeated  tractions. 

2.  Subjective:  In  a  normal  abdomen  there  is  only  a 
moderate  discomfort  to  these  manipulations,  but 
where  abnormalities  exist  various  subjective  sen- 
sations are  obtained.  Subacute  or  chronic  ap- 
pendicitis gives  a  severe  tenderness  on  dragging 
toward  the  umbilicus.  Any  adhesion  gives  a  dull 
sickening  pain,  often  a  transitory  nausea.  Post- 
operative adhesions  cause  less  severe  pain.  In  pelvic 
or  bladder  diseases  umbilical  traction  is  painful. 

The  treatment  consists  of  the  following  measures: 

1.  Mechanical  pressure  and  traction  on  paraver- 
tebral structures. 

2.  Gentle,  slow  pressure  from  near  the  anterior 
superior  spines  toward  the  diaphragm,  which  re- 
laxes spasm  and  increases  peristalsis. 

3.  Two-hand  compression  lateral  and  upward, 
which  stimulates  peristalsis. 

4.  A  slow,  lifting  pull  on  the  abdominal  walls 
following  the  diagram  by  H.  F.  Graham. 

5.  A  voluntary  compression  and  elevation  of  the 
abdominal  walls,  enhancing  the  muscular  power  of 
raising  the  viscera. 

6.  Lifting  the  head  while  lying  prone  and  thrust- 
ing arms  to  the  right,  then  to  the  left,  which  de- 
velops transversalis. 

These  procedures  occupy  about  ten  minutes  and 
are  repeated  every  third  day.    PmLLiPS  M.  Chase. 

Burke,  J.:   Diagnosis  of  Colon  Cancer.     N.  Y.  St. 

J.  Med.,  1915,  XV,  263. 

The  symptoms  and  signs  of  colon  cancer  depend 
upon  three  definite  pathologic  factors:     (i)  stenosis 


of  the  bowel;  (2)  the  accompanying  intestinal 
catarrh;  and  (3)  ulceration  of  the  mucous  membrane, 
or  the  tumor  extending  into  some  other  organ  or  into  / 
the  peritoneal  cavity.  When  stenosis  is  the  single 
feature,  a  patient  can  carry  a  carcinoma  of  the 
colon  without  giving  marked  clinical  evidence  of 
its  presence  until  acute  stenosis  intervenes. 

When  an  anaemic  patient  who  enjoyed  perfect 
health  up  to  a  certain  given  moment,  particularly 
as  regards  his  digestion,  suddenly  with  or  without 
dietary  indiscretion  begins  to  suffer  with  colicky 
pains,  with  rumbling  noises  in  his  abdomen  and  radi- 
ation of  pains  toward  the  anus,  accompanied  by  rectal 
tenesmus,  and  either  in  addition  to  obstinate  con- 
stipation or  diarrhoea  notices  a  great  loss  of  weight 
and  increasing  muscular  weakness,  cancer  of  some 
part  of  the  bowel  should  be  immediately  suspected. 
When  the  stools  contain  blood,  mucus,  or  pus, 
or  all  three  at  one  time  the  further  suspicion  of 
cancer  is  strengthened;  and  if  a  mass  is  also  found 
in  any  part  of  the  abdomen  with  or  without  visible 
peristalsis  or  intestinal  rigidity,  a  positive  diagno- 
sis of  cancer  is  assumed.  The  pains  of  intestinal 
cancer  are  localized  around  the  umbilicus  or  spread 
diffusely  in  the  lower  abdomen.  These  pains  while 
occurring  frequently  at  the  height  of  obstipation 
sometimes  occur  when  there  is  fairly  regular  bowel 
movement;  therefore,  they  do  not  depend  upon 
intestinal  rigidity  but  may  sometimes  be  due  to 
local  peritonitis.  The  absence  of  colics,  there- 
fore, can  never  be  construed  against  the  diagnosis 
of  a  possible  carcinoma  of  the  large  intestine.  Pro- 
fuse haemorrhage  from  the  bowel  seldom  occurs 
in  colon  carcinoma;  small  flecks  of  blood  are  very 
frequent.  Tarry  stools  never  occur  in  carcinoma  of 
the  colon.  The  copious  evacuations  which  occur 
in  the  late  stages  of  cancer  of  the  bowel,  are  scarcely 
ever  influenced  by  therapeutic  measures  directed 
against  chronic  intestinal  catarrh,  such  as  diet, 
opium,  etc.  In  carcinomata  which  affect  the 
descending  colon  and  sigmoid  flexure,  there  are 
symptoms  somewhat  peculiar  to  them,  namely, 
of  the  rectum;  either  alone  or  combined  with 
bladder  tenesmus;  and  when  these  symptoms  are 
present  in  an  otherwise  obscure  case  cancer  of  the 
large  bowel  must  be  thought  of  as  a  possible  cause. 
There  are  cases  in  which  the  differential  diagnosis 
between  caecum,  carcinoma,  and '  appendicitis  in 
old  people  give  rise  to  great  speculation,  when  there 
exist  elevation  of  temperature  and  sometimes  re- 
peated chills,  as  well  as  acute  local  pain.  The 
differentiation  between  bowel  carcinoma  and  ap- 
pendicitis in  elderly  people  depends  more  upon  the 
previous  history  of  the  patient  than  upon  the  tem- 
perature. In  differentiating  cancer  from  tuberculo- 
sis of  the  caecum,  however,  most  careful  examination 
of  both  lung  apices  for  healed  tubercular  processes, 
the  presence  of  Diazo  reaction,  the  finding  of 
tubercle  bacilli  in  the  stool,  and  the  positive  von 
Pirquet  reaction,  should  guide  the  surgeon  in  the 
right  direction.  The  chief  cause  of  error  in  differen- 
tial diagnosis  of  the  hepatic  flexure  carcinoma  are 
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gall-bladder  and  liver  neoplasms  and  kidney  tumors 
and  occasionally  duodenal  induration.  In  malignant 
diseases  of  the  sigmoid  where  the  early  pains  are 
referred  to  the  bladder  and  the  left  testicle,  the 
error  of  confounding  it  with  nephrolithiasis  can 
obviously  be  made;  but  in  the  absence  of  pathological 
urinary  changes,  blood,  pus,  etc.,  the  negative  X- 
ray  findings  as  regards  stone  in  the  kidney  or  ureter, 
would  exclude  kidney  colic  at  once.  The  differen- 
tial diagnosis  between  carcinoma  of  the  sigmoid 
and  diverticuhtis  is  very  difTicult.  In  active  sig- 
moid diverticulitis  there  is  always  a  palpable  mass, 
and  with  muscular  rigidity  as  against  carcinoma 
unless  the  peritoneal  cavity  is  involved.  A  mass 
therefore,  that  appears  suddenly  in  a  patient  who 
has  complained  a  long  time  of  pain  and  tenderness 
especially  occurring  in  attacks,  speaks  for  an  in- 
flammatory character  of  the  process  and  against 
carcinoma;  if  the  mass  disappears  and  after  a  time 
returns,  an  inflammatory  process  is  almost  positive. 
In  cancer  there  is  secondary  anaemia  and  great 
loss  of  weight  and  strength;  in  most  cases  of  diverti- 
culitis, the  patients  have  been  well  nourished,  of 
good  color  and  sound  musculature,  and  the  weight 
loss  very  slight;  frequently  these  patients  are  obese. 
The  author  concludes  as  follows: 

1.  Early  diagnosis  in  colon  cancer  is  the  surest 
means  to  a  surgical  cure. 

2.  In  cases  of  unexplained  loss  of  weight  and 
diminished  muscular  strength,  with  secondary 
anaemia  in  any  adult  above  forty  years,  particularly 
if  gastro-intestinal  symptoms  are  present,  cancer  of 
the  colon  should  be  carefully  considered. 

3.  Where  a  tumor  is  present  in  any  of  the  four 
corners  of  the  abdomen  colon  cancer  must  be 
thought  of. 

4.  When  peritoneal  friction  sounds  are  heard 
over  the  tumor  it  speaks  positively  for  its  intraperi- 
toneal origin. 

5.  In  sudden  profuse  haemorrhage  from  the  bowel 
the  colon  should  be  diligently  investigated  for  cancer, 
particularly  the  sigmoid  flexure. 

6.  When  an  adult  complains  of  colicky  pains  in 
the  abdomen,  particularly  when  accompanied  by 
disturbances  of  bowel  function,  colon  cancer 
should  be  thought  of  as  the  probable  cause. 

7.  In.  cases  of  suspected  acute  appendicitis  in 
elderly  people,  cancer  of  the  csecum  must  not  be 
lost  sight  of  in  the  diagnostic  deliberations. 

8.  In  all  cases  where  there  is  the  slightest  sus- 
picion of  colonic  derangement  the  X-ray  should 
never  be  omitted  in  the  examination. 

9.  In  all  cases  of  suspected  cancer  of  the  bowel, 
X-ray  examination  should  always  be  made. 

C.  G.  Heyd. 

Tolken,  R.:  Ekehorn's  Operation  for  Prolapse  of 
the  Rectum  in  Children  (Die  Ekehornsche  Opera- 
tion des  Mastdarmvorfalls  bei  Kindern).  Deutsche 
med.  Wchnschr.,  1915,  xli,  427. 

Prolapse  of  the  rectum  in  adults  is  a  permanent 
pathological  condition,  while  in  young  children  if 


the  predisposing  factors  are  eliminated  it  tends  to 
recover  spontaneously,  so  that  it  may  be  treated 
by  simpler  methods  than  in  adults,  Tolken  warmly 
recommends  Ekehorn's  operation.  The  child  is 
anaesthetized  and  the  prolapse  replaced.  With  the 
left  index  finger  in  the  rectum,  a  needle  is  passed 
through  the  skin  at  the  lower  part  of  the  sacrum  and 
into  the  rectum ;  it  is  threaded  with  strong  silk  and 
drawn  out  again;  the  same  process  is  repeated  on  the 
other  side  with  the  other  end  of  the  thread,  and  the 
two  ends  are  tied  together  over  the  sacrum.  The 
rectum  is  thus  suspended  in  a  sling.  The  suture  can 
be  removed  after  about  two  weeks.  It  is  the  sim- 
plest possible  operation,  but  the  results  have  been 
permanent,  not  only  in  the  9  cases,  of  which  the 
histories  are  given  by  the  author,  but  in  all  of  the 
14  that  have  thus  far  been  reported  in  the  literature. 
The  only  objection  to  be  urged  against  it  is  the 
possibility  of  infection,  but  this  has  not  occurred  in 
any  of  the  published  cases.  A.  Goss. 

Back,  I.:   The  Correct  Life-History  of  Fistula-in- 
Ano.     Praclilioner,  Lend.,  1915,  xcv,  31. 

The  author  attempts  to  destroy  misleading  ideas 
of  the  causation  of  fistula-in-ano  other  than  tuber- 
culosis (5  per  cent,  the  author),  and  to  explain  the 
cause  of  fistula-in-ano  on  anatomical  grounds. 
He  cites  the  usual  classification  of  causes  in  most 
textbooks  of  surgery,  and  gives  his  idea  of  the 
origin. 

The  morphological  development  of  the  rectum 
and  anus  is  completed  about  the  twelfth  week  of  in- 
tra-uterine  life  by  the  junction  of  the  proctodaeum 
and  the  hind-gut.  At  the  level  of  this  junction,  and 
situated  exactly  between  the  two  anal  sphincters 
are  the  anal  papillae,  five  to  eight  soft  whitish  pyra- 
midal protuberances  above  the  surface  of  the  mucous 
membrane.  During  the  passage  of  a  constipated 
stool  one  or  more  of  these  papillae  are  torn  down,  a 
fissure  resulting.  The  loose  portion  of  mucous 
membrane  becomes  infiltrated  with  granulation 
tissue  leaving  a  "sentinel  pile."  No  deeper  infec- 
tion results  because  the  whole  area  is  exposed  and 
natural  drainage  has  been  established. 

When,  however,  instead  of  being  torn  right  down 
the  papilla  is  only  detached  from  its  base,  an  in- 
adequately drained  opening  is  made  in  the  mucous 
membrane,  infection  follows,  which  leads  to  sup- 
puration and  a  fistula.  Since  the  papillae  are  sit- 
uated between  the  internal  and  external  sphincters 
the  internal  opening  of  every  complete  fistula  is 
likewise  to  be  found  there. 

The  formation  of  the  various  kinds  of  fistula  is  as 
follows : 

1.  In  the  perianal  fistula  the  pus  makes  its  way 
to  the  surface  in  the  perianal  skin  without  involving 
the  ischiorectal  fossa  proper. 

2.  In  ischiorectal  fistulae  the  infection  follows 
the  line  of  least  resistance,  which  is  submucously 
down  toward  the  margin  of  the  anus,  and  thence 
upward  into  the  ischiorectal  fossa,  forming  an 
ischiorectal    abscess.     Then    the    tract    makes    its 
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way  through  the  skin,  a  complete  fistula-in-ano 
developing. 

3.  In  fistula-in-ano,  with  high  internal  opening, 
the  pus  travels,  as  in  an  ordinary  fistula-in-ano, 
downward;  but  at  the  same  times  it  ascends  from 
the  original  opening  and  makes  its  way  into  the 
rectum. 

Pelvirectal  fistula;,  which  have  nothing  to  do  with 
the  rectum,  are  the  late  result  of  a  primary  focus 
of  infection  above  the  pelvic  diaphragm,  the  pus 
making  its  way  to  the  surface  in  the  ischiorectal 
fossa  by  passing  through  the  levator  ani  muscle  and 
traveling  by  the  side  of  the  rectum. 

Granted  the  fact  that  the  tract  of  a  fistula-in-ano 
does  not  pass  above,  but  below  the  external  sphinc- 
ter, the  author  thinks  it  unnecessary  in  operating 
to  cut  this  muscle.  O.  R.  Sevin. 

LIVER,  PANCREAS,  AND  SPLEEN 

Schultze:  Surgery  of  Acute  Cholecystitis  (Zur 
Chirurgie  der  akuten  Cholecystitis).  Bcitr.  z.  kiln. 
Chir.,  191S,  xcv,  494. 

Cholecystitis  is  not  a  clinical  entity.  There  is  a 
group  of  cases  of  acute  cholecystitis  caused  by 
stones,  and  another  caused  by  primary  disease  of 
the  walls  of  the  gall-bladder,  a  diffuse  phlegmon 
entirely  independent  of  the  presence  of  stones. 
Between  these  two  forms  are  intermediate  stages. 

It  has  not  been  long  since  acute  cholecystitis  was 
regarded  as  a  purely  medical  condition,  but  now 
many  surgeons  think  that  early  surgical  operation 
is  indicated,  just  as  in  acute  appendicitis;  but 
there  is  great  difference  of  opinion  as  to  the  operation 
of  choice.  In  Germany  cholecystectomy  is  pre- 
ferred by  most  surgeons,  while  foreign  surgeons, 
especially  English  and  American,  prefer  cholecystos- 
tomy.  The  latter  group  of  surgeons  hold  that 
cholecystostomy  is  sufficient  in  most  cases.  The 
technique  of  cholecystectomy  is  more  difficult 
and  the  operation  more  serious,  the  gall-bladder 
should  be  preserved  as  it  may  become  necessary  in 
later  operations  for  the  formation  of  anastomoses, 
and  the  loss  of  the  gall-bladder  involves  serious 
physiological  disturbances. 

Schultze  takes  up  a  detailed  refutation  of  each 
of  these  arguments  and  says  that  experience  has 
shown  that  none  of  them  is  valid.  He  advocates 
early  operation  for  acute  cholecystitis,  generally 
by  cholecystectomy.  Cholecystostomy  should  be 
reserved  for  exceptionally  severe  cases  in  which 
the  patient's  general  condition  is  very  bad.  He  has 
operated  upon  25  cases,  the  operation  being  cystec- 
tomy in  21.  All  of  the  21  cases  recovered,  those  in 
which  the  common  duct  was  not  drained  in  an 
average  time  of  29  days,  those  in  which  it  was 
drained  in  32  days.  The  common  duct  should  be 
drained  only  in  case  it  contains  stones  or  abnormal 
bile,  or  its  walls  show  dilatation. 

Autoplastic  transplantation  of  omentum  is  the 
best  method  of  stopping  haemorrhage  from  the  liver. 

A.  Goss. 


Thring,  E.  T.:  Five  Gases  of  Gail-Bladder  Surgery. 

Med.  J.  Austral.,  1915,  ii,  95. 
The  author  describes  five  cases  of  gall-bladder 
surgery  which  were  of  particular  interest  from  the 
viewpoint  of  diagnosis  and  treatment.  The  first 
case  gave  a  history  of  typical  attacks  of  biliary 
colic,  but  when  the  abdomen  was  opened  no  calculi 
were  found,  either  in  the  gall-bladder  or  in  the 
ducts.  The  gall-bladder  was  drained,  however,  but 
the  author  believes  it  would  have  been  wiser  to 
excise  the  gall-bladder  instead  of  simply  draining  it. 
On  the  whole,  Thring  is  much  more  inclined  to  do 
cholecystectomy  than  cholecystostomy. 

C.  G.  Heyd. 

Crohn,  B.  B.:  The  Early  Diagnosis  of  Carcinoma  of 
the  Bile  and  Pancreatic  Ducts.     Am.  J.  Surg., 

1915,  xxix,  270. 

The  author  describes  a  useful  diagnostic  method 
in  cancer  of  the  bile  and  pancreatic  ducts  that  will 
enable  an  earlier  diagnosis  to  be  made  and  better 
treatment  instituted. 

Only  recently  have  surgeons  attempted  anything 
radical  in  the  treatment  of  cancer  of  this  region. 
As  a  rule  the  cases  are  allowed  to  progress  until  the 
hopeless  stage  is  reached,  before  a  diagnosis  is  made. 

Cancers  in  this  region  originate  from:  (i)  the 
common  bile-duct — fairly  common;  (2)  the  am- 
pulla of  Vater — rare;  (3)  the  duct  of  Wirsung — rare; 
(4)  the  papilla  of  Vater  and  neighboring  duodenal 
mucosa — fairly  common;  (5)  the  head  of  the  pan- 
creas— less  common;  (6)  from  neighboring  organs — 
fairly  common. 

The  first  four  groups  consist  of  tumors  of  small 
size,  usually  adenocarcinomata,  which  grow  slowly 
and  produce  metastases  late.  Early,  however, 
they  obstruct  the  lumen  of  the  ducts.  Later,  by 
ulceration,  these  ducts  become  somewhat  patent. 

Crohn  considers  the  duodenal  tube  as  a  means 
par  excellence  of  early  diagnosis.  In  tumors  of 
these  ducts  examination  of  the  duodenal  secretion 
shows  an  absence  of  bile.  In  addition,  the  ab- 
sence of  pancreatic  ferments  locates  the  tumor  at  or 
about  the  head  of  the  pancreas.  In  17  cases  of  neo- 
plasms, 94  per  cent  gave  the  above  results.  No 
other  condition  will  give  this  finding,  as  Crohn's 
reports  show. 

Those  cases  not  showing  this  result  were  those 
in  which  ulceration  had  occurred,  allowing  the 
secretions  to  escape.  In  these  cases  the  diagnosis 
must  be  made  from  clinical  evidence.  History  will 
show  a  sudden  clearing  of  the  icterus  which  was  of 
long-standing,  rapid  emaciation,  septic  tempera- 
ture from  ulceration,  leukocytosis,  and  blood  in 
the  intestinal  contents. 

In  diagnosing  chronic  pancreatitis,  the  duodenal 
contents  will  show  the  presence  of  pancreatic 
enzymes  but  in  distinctly  diminished  quantity, 
and  the  presence  of  bile.  This  will  occur  before 
the  characteristic  stool  or  other  evidences  of  disease. 

An  excellent  diagnostic  table  based  on  the  above 
findings  is  given. 
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In  closing,  Crohn  recommends  the  two-slage 
Kausch  operation  as  the  best  procedure  in  this 
condition.  The  operative  mortality,  however,  is 
43  per  cent,  with  a  permanent  cure  of  19,5  per  cent. 

Philmi's  M.  Chase. 

Einhorn,    M.:     A   Clinical   Contribution    to   Our 
Knowledge  of  Chronic  Pancreatitis.    J.   Am. 

M.  Ass.,  1915,  Ixv,  149. 

It  is  only  recently  that  exact  diagnoses  of  chronic 
pancreatitis  have  been  made.  An  increasing  num- 
ber of  operations  and  functional  tests  have  been 
the  chief  source  of  aid. 

Einhorn  presents  a  series  of  cases  in  which  the 
diagnosis  was  based  upon  the  newer  functional  tests 
of  the  pancreas  and  of  the  digestive  tract.  The 
diagnosis  was  twice  confirmed  in  three  operative 
cases.  The  cases  are  grouped  according  to  the 
symptomatology,  as  follows:  (i)  main  symptom 
diarrhoea;  (2)  gastralgia,  constipation,  and  weakness; 
(3)  diabetes  mellitus,  dyspepsia,  and  weakness. 

Representative  of  group  one,  four  cases  are 
cited.  Diarrhoea,  loss  of  weight,  weakness,  epigastric 
pain,  and  vomiting  were  the  chief  symptoms.  The 
diagnosis  was  based  upon  the  clinical  syndrome, 
the  foecal  examination,  presence  of  fat,  starch,  and 


food  remnants;  and  upon  the  diminution  or  absence 
of  the  pancreatic  secretions  as  shown  by  the  ex- 
amination of  the  duodenal  contents.  In  several 
cases  a  therapeutic  response  to  pancreon,  alkalies, 
and  diasta.se  was  shown. 

Representative  of  group  two,  characterized  by 
gastralgia,  constipation,  and  weakness,  four  cases 
are  cited.  As  in  the  first  group,  the  clinical  syn- 
drome plus  the  examination  of  the  stools  and  of  the 
duodenal  contents  made  the  diagnosis.  In  two 
cases  of  this  group  a  hard  and  enlarged  pancreas 
was  found  at  operation. 

Two  cases  belonged  to  group  three.  The  combina- 
tion of  diabetes  and  the  diminution  in  the  pancre- 
atic secretions  established  the  diagnosis. 

The  prognosis  is  always  grave,  but  depends  up)on 
the  cause  of  the  disease.  The  most  favorable 
cases  are  those  due  to  gall-stones  in  which  the 
gall-bladder  has  been  drained. 

The  most  important  points  in  the  treatment  are: 
(i)  the  removal  of  the  cause  where  possible;  (2)  the 
procuring  of  better  food  assimilation  by  means  of 
diatetic  treatment;  (3)  aiding  the  impaired  function 
of  the  gland  by  giving  some  of  its  prepared  extracts 
such  as  pancreon  or  pancreatin. 

J.  R.  BUCHBINDER. 
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DISEASES  OF  THE  BONES,  JOINTS,  MUSCLES, 

TENDONS.     CONDITIONS  COMMONLY 

FOUND  IN  THE  EXTREMITIES 

Davis,  J.  S.,  and  Hunnicutt,  J.  A. :  The  Osteogenic 
Power  of  Periosteum;  a  Note  on  Bone  Trans- 
plantation.    Ann.  Surg.,  Phila.,  1915,  Ixi,  672. 

The  authors  carried  out  a  number  of  experiments 
to  determine  the  osteogenic  power  of  the  periosteum. 
They  divided  their  experiments  into  10  group: 

Group  I.  a.  The  transplantation  of  free  flaps  of 
periosteum  without  bone  particles  into  the  muscles 
or  subcutaneous  tissue  of  the  same  animal. 

b.  The  transplantation  of  free  periosteum,  with- 
out bone  particles  into  the  muscles  or  subcutaneous 
tissue  of  another  animal  of  the  same  species. 

c.  The  injection  into  the  soft  parts  of  small 
bits  of  periosteum  without  bone  particles  in  sus- 
pension. 

d.  The  transplantation  of  free  periosteum  with 
thin  bone  shavings  attached,  into  soft  parts  of  the 
same  animal. 

e.  The  transplantation  of  free  periosteum  with- 
out bone  particles,  congealed  in  a  blood-clot,  into 
the  subcutaneous  tissue  of  the  same  animal. 

Group  2.  a.  The  transplantation  of  peduncu- 
lated flaps  of  periosteum  without  bone  particles 
into,  or  around,  adjacent  muscles. 

b.  The  transplantation  of  pedunculated  flaps  of 
periosteum,  with  a  thin  film  of  bone  attached,  into 
adjacent  soft  parts. 


Group  3.  The  subperiosteal  resection  of  bone, 
leaving  the  periosteal  tube  undisturbed,  as  far  as 
possible. 

Group  4.  The  transplantation  of  bone  and  other 
substances  with  the  periosteal  tube  after  a  partial 
subperiosteal  resection  of  a  rib. 

Group  5.     Silver  wire  experiments. 

Group  6.  The  implantation  of  bone  and  also 
periosteum  into  prepared  defects  in  the  skull. 

Group  7.     Autobone  in  soft  parts. 

Group  8.     Isobone  in  soft  parts. 

Group  9.     Autobone  in  bone  defects. 

Group  10.     Isobone  in  bone  defects. 

A  number  of  radiograms  taken  at  intervals  show 
the  workings  of  the  transplants. 

The  authors  give  the  following  summary: 

1.  Free  periosteal  transplants  did  not  produce 
bone  in  the  large  majority  of  experiments,  even 
though  osteoblasts  were  adherent  to  the  trans- 
plants. 

2.  Pedunculated  flaps  of  periosteum  did  not  pro- 
duce new  bone. 

3.  Free  periosteal  transplants  and  pedunculated 
periosteal  flaps  with  bone  shavings  attached  pro- 
duced bone  in  each  experiment.  From  this  it 
might  be  surmised  that  bone  particles  had  been 
accidentally  transplanted  in  those  experiments  in 
which  bone  was  found  after  the  transplantation  of 
the  free  periosteum. 

4.  The  removal  of  periosteum  had  little,  if  any, 
effect  on  the  nutrition  of  a  bone. 
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5.  The  surface  from  which  the  periosteum  was 
removed  showed  very  little  overgrowth  of  bone, 
unless  there  had  been  considerable  irritation  of 
that  surface,  either  by  trauma  or  by  infection. 
The  area  from  which  the  periosteum  was  taken 
was  covered  by  a  thin,  very  adherent  fibrous  mem- 
brane, or  the  muscle  tissue  was  adherent  to  the 
denuded  area.  J.  O.  VVallack. 

Kisch,  E.:  Treatment  of  Surgical  Tuberculosis  at 
Low  Altitudes  (tJber  eine  Behandlungsmethode 
der  chirurgischen  Tuberkulose  in  der  Ebcne). 
Arch.  f.  klin.  Chir.,  1915,  cvi,  706. 

In  view  of  the  brilliant  results  obtained  by 
Rollier  and  others  in  the  treatment  of  surgical  tuber- 
culosis at  high  altitudes  by  heliotherapy,  Kisch 
thought  it  well  to  try  the  results  of  similar  methods 
at  the  lower  level  of  Berlin.  He  reports  20  cases, 
with  numerous  illustrations  showing  the  progress 
made.  His  method  combines  sunshine  treatment 
with  Bier's  method  of  passive  hyperaemia,  and  he 
concludes  that  with  these  two  methods  combined 
patients  can  be  treated  as  well  at  home  as  at  the 
mountains,  provided  they  are  in  an  atmosphere 
that  is  reasonably  free  from  dust,  for  he  finds  that 
the  action  of  the  sun's  rays  depends  to  a  con- 
siderable extent  on  the  air's  freedom  from  dust. 
Passive  and  active  exercise  of  the  joints  is  also  an 
indispensable  factor  in  the  treatment.  This  is 
comparatively  easy  to  carry  out,  as  the  constric- 
tion of  the  limb  for  hyperasmia  makes  the  move- 
ments painless.  In  cases  with  fistulae  there  is  first 
an  increase  in  the  secretion  and  then  a  gradual 
decrease  and  finally  cessation.  Some  cases  with 
severe  fistulae  healed  in  from  four  to  six  months. 
One  case  of  severe  lupus  of  the  face  and  neck  re- 
covered completely  in  four  months.  Particularly 
good  functional  results  were  attained  by  the  treat- 
ment. A.  Goss. 

Bryant,  W.  S. :  Acute  Articular  Synovitis  of  Cryptic, 
Nasopharyngeal  Origin.  /.  Am.  M.  Ass.,  191 5, 
Ixv,  163. 

Bryant  cites  a  case  of  acute  polyarticular  effusive 
sinovitis  involving  the  right  hip,  knee,  and  ankle. 
With  a  history  of  6  weeks  of  joint  inflammation, 
the  patient  was  unable  to  stand  or  walk  and  was 
generally  run  down.  Throat  examination  showed 
a  red  pharynx,  and  an  enlarged  soft  adenoid  which 
bled  very  readily.  Treatment  consisted  of  anti- 
septic post-nasal  applications,  which  brought  about 
recovery  of  the  hip  in  five  days,  and  of  the  other 
joints  in  23  days.  Bryant  concludes  that  when 
in  acute  articular  inflammation,  the  primary  infec- 
tion is  not  obvious,  a  cryptic  infection  probably 
thrives  in  the  oesophagus.  R.  G.  Packard. 

Cotton,  F.  J.:  A  New  Procedure  for  the  Cure  of 
Chronic  Synovitis.  Surg.,  Gynec.  &•  ObsL,  1915, 
xxi,  104. 

Cotton  has  applied  the  theory  of  the  filtering 
scar,  used  in  eye  work,  etc.,  to  the  cure  of  chronic 


joint  hydrops  of  a  type  showing  no  underlying 
constitutional  or  local  cause.  The  technique  of 
this  includes  an  eversion  of  the  edges  all  around  the 
opening,  which  is  made  in  the  quadriceps  bursal 
portion  of  the  knee-joint ;  an  eversion  which  renders 
any  epithelialization  of  the  scar  impossible.  This 
operation  has  been  successful  in  two  cases  as 
follows: 

The  first  was  a  case  of  intermittent  hydrops  in 
which  the  effusion  did  not  occur  after  operation, 
though  the  intermittent  pain,  previously  preceding 
efifusion,  still  persisted. 

The  second  case  was  a  chronic  hydrops,  pure  and 
simple,  in  which  both  knees  were  operated  upon 
with  the  result  that  the  fluid  disappeared.  An 
occasional  reappearance  of  a  small  amount  of  fluid 
on  overexertion  was  readily  dealt  with,  the  fluid 
absorbing  quickly  under  a  slight  compressive 
bandage  which  had  been  of  no  use  previous  to  the 
establishment  of  the  filtering  scar. 

Hanks,  M.  E.:     Damaged  Pelvic  Joints.  .  /.  Am. 

Inst.  Homoeop.,  1915,  vii,  1408. 

The  general  belief  that  the  pelvic  joints  are  im- 
movable has  been  disproven,  and  it  is  claimed  that 
these  joints  are  more  liable  to  injury  than  any 
other.     The  following  facts  support  this  claim: 

The  bones  are  simply  in  apposition,  therefore, 
easily  displaced.  The  inter-bone  surfaces  are 
nearly  smooth,  and  the  strength  of  the  joint  de- 
pends almost  entirely  upon  the  ligaments  and  the 
neighboring  muscles;  the  position  of  the  pelvis 
renders  it  more  vulnerable  to  trauma. 

When  we  speak  of  a  displacement,  or  dislocation 
of  the  joint,  it  must  be  understood  that  there  is  not 
often  a  wide  separation  of  the  articular  surfaces. 
The  X-ray  does  not  always  reveal  a  deformity,  but 
the  bones  slip  enough  so  that  irritation  of  the  inter- 
bone  surfaces  results,  or  so  that  their  relationship 
is  disturbed,  which,  in  turn,  disturbs  the  relation 
between  other  structures.  When  the  strength  and 
stability  of  the  joints  are  disturbed,  the  pelvis  tilts 
and  the  whole  body  is  thrown  out  of  liiie,  which 
necessitates  a  constant  muscular  effort  to  maintain 
the  equilibrium  of  the  body  and  leads  to  prostrating 
fatigue  and  a  state  of  general  iU  health  which  to  the 
inexperienced  may  seem  to  be  out  of  all  proportion 
to  the  physical  findings.  The  muscular  strain  and 
fatigue  are  communicated  to  the  muscles  of  the 
back,  the  thighs,  and  even  to  the  feet.  The  rela- 
tion of  the  feet  to  the  back  is  a  very  close  one,  and 
weakened  arches  or  flat-foot  are  found  in  many 
of  these  cases.  More  than  that,  the  large  nerves 
which  pass  over  the  sacro-iliac  joints  are  frequently 
irritated,  as  can  easily  be  understood.  Branches 
from  the  sacral  plexus  and  from  the  lumbar  plexus 
cross  the  sacro-iliac  synchrondoses. 

The  cases  of  this  condition  are  either  physiological, 
traumatic,  or  postural.  Pregnancy,  menstruation, 
and  the  atonic  condition  following  severe  illnesses 
come  under  the  first  heading.  Under  traumatic 
causes  are  direct  blows  to  the  pelvis,  twists  of  the 
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back,  and  heavy  strains.  Under  the  third  heading 
come  the  muscular  strains  caused  by  faulty  position, 
dress,  or  shoes.  Pain  is  the  most  common  symp- 
tom; it  is  worse  after  exercise  on  the  affected 
side.  It  may  be  referred  to  the  area  over  which 
the  irritated  nerves  arc  distributed;  sleep  is 
usually  interfered  with,  and  the  patient  assumes 
certain  characteristic  attitudes  and  habits  of  stand- 
ing and  walking.  Relaxation  or  subluxation  of 
the  pelvic  joints  often  causes  neurosis  of  the  pelvic 
organs. 

In  treating  these  cases,  the  author  suggests  first 
the  use  of  adhesive  strips  applied  tightly  to  the 
lower  spine  to  limit  motion.  Front-laced  corsets 
are  also  of  great  aid,  if  tight  around  the  pelvis  and 
loose  over  the  abdomen  and  waist.  If  the  case  has 
developed  spinal  deformities,  a  brace  supporting 
the  spine  and  shoulder  girdle  as  well  as  the  pelvis 
is  often  helpful.  Exercise  is  extremely  important. 
These  exercises  should  strengthen  the  gluteal  and 
back  muscles.  DeForest  P.  Willakd. 

Brickner,  W.  M.:  Prevalent  Fallacies  Concerning 
Subacromial  Bursitis;  Its  Pathogenesis  and 
Rational  Operative  Treatment.  Am.  J.  M.  Sc, 
igiS,  cxiix,  351. 

The  author  refutes  the  current  misconceptions 
concerning  subacromial  bursitis,  and  sets  forth 
his  conclusions,  based  on  the  careful  study  and 
treatment  of  a  large  number  of  cases,  that  there  is 
no  diagnostic  point  of  tenderness;  most  often  the 
tenderness  is  anteriorly,  over  the  lesser  tuberosity; 
there  is  usually  little  or  no  swelling;  the  shadow  seen 
radiographically  is  due,  not  to  thickening  of  the 
bursal  wall,  but  to  a  calcareous  deposit  found  in 
or  on  the  supraspinatus  or  infraspinatus  tendon, 
and  therefore  beneath,  never  within  the  bursa; 
not  only  is  the  removal  of  the  bursa  unnecessary, 
but  its  complete  excision  as  some  books  recommend, 
is  impossible  without  mutilating  dissection;  sub- 
acromial bursitis  is  traumatic,  resulting  from  the 
bruising  of  the  bursa  and  the  underlying  tendon, 
by  external  violence  or,  more  often,  by  an  un- 
duly vigorous  active  or  passive  abduction  of  the 
arm;  it  does  not  arise  from  bacterial  or  toxic  irri- 
tation. 

The  calcareous  deposit  appears  early,  even  in  a 
few  days  after  trauma.  Whether  seen  early  or  late, 
within  or  upon  the  tendon,  it  may  be  semifluid  or 
solid,  small  or  large,  single  or  multiple.  It  does  not 
come  from  the  bone. 

He  describes  the  technique  of  the  operation  he 
employs,  which  experience  has  shown  him  to  be  the 
"surest  means  of  early  cure."  The  patient  is 
placed  partly  on  his  side  with  a  cushion  under  the 
affected  shoulder.  From  the  outer  border  of  the 
acromion  downward  over  the  greater  tuberosity, 
a  two  and  one-half  or  three-inch  vertical  incision 
is  made,  exposing  the  deltoid  muscle,  which,  having 
been  split,  is  retracted.  This  discloses  the  roof 
of  the  bursa,  which  is  drawn  up  with  forceps  away 
from  the  floor,  incised,  and  retracted,  exposing  the 


interior  of  the  sac.  After  all  adhesions  have  been 
divided,  the  bursa  is  explored  with  curved  scissors 
and  the  finger,  while  the  arm  is  manipulated  if 
necessary.  Next,  the  bursal  floor  is  incised  in  the 
same  line,  and  dissected  up  from  the  supraspinatus 
tendon.  If  a  deposit  is  thus  found  it  is  removed  with 
a  blunt  spoon.  The  tendon  usually  reveals  a  small 
transverse  tear,  within  which  is  more  of  the  deposit. 
Should  no  extratendinous  deposit  be  found,  the  sup- 
raspinatus tendon  is  opened  axially  at  the  site  in- 
dicated by  the  radiograph,  and  the  deposit  is 
spooned  out.  In  either  case,  frayed  edges  of  tendon 
and  adhering  granules  of  lime  are  removed,  and 
the  tendon  wound  sutured  with  vertical  or  trans- 
verse chromicized  catgut  stitches,  according  as  the 
deposit  is  extra-  or  intratendinous.  If  the  deposit 
is  not  found  in  the  supraspinatus  tendon,  it  is  re- 
moved from  the  infraspinatus  tendon.  The  floor 
of  the  bursa  is  reconstructed  with  a  fine  suture  of 
catgut;  the  interior  of  the  bursal  sac  is  thinly 
anointed  with  vaseline;  its  roof  is  sutured;  the 
muscle  and  skin  being  closed  without  drainage. 

The  arm  is  dressed  in  abduction  of  about  120° 
in  a  light  plaster  of  Paris  bandage,  and  remains  so 
until  the  first  dressing — about  eight  days.  The 
post-operative  treatment  consists  in  abducting  the 
arm,  especially  at  night,  and  exercises,  gentle  at 
first,  but  increasing  in  vigor  about  the  third  week, 
as  necessity  dictates.  The  restoration  to  full 
function  varies  in  time,  depending  on  how  long  the 
patient  has  been  suffering  from  the  malady  previous 
to  operation. 

Moschcowitz,  E.:  Histopathology  of  Calcification 
of  the  Spinatus  Tendons  as  Associated  with 
Subacromial  Bursitis.  Am.  J.  M.  Sc,  1915, 
cl,  115. 

The  author  describes  the  histological  findings  in  a 
study  of  four  cases  of  calcareous  deposits  in  and 
upon  the  supra-  and  infraspinatus  tendons  associa- 
ted with  adhesive  subacromial  bursitis.  Each 
case  is  discussed  in  some  detail  as  to  the  history  of 
the  case  and  the  various  histological  findings. 

In  all  cases  the  findings  can  be  briefly  summarized 
under  the  following  heads: 

1 .  Tendinitis :  The  amount  of  granulation  tissue 
in  the  tendon  fibers  corresponds  in  a  general  way  to 
the  duration  of  the  illness. 

2.  Necrosis:  Necrotic  tissue  was  found  in  all 
four  cases.  The  author  believes  necrosis  is  due 
to  actual  death  of  the  tendon  due  to  impaired 
blood  supply. 

3.  Calcification:  Lime  is  found  in  small  sand 
patches  in  necrosed  tissue  or  diffuse  massive  calcifi- 
cation of  necrosed  tissue  and  isolated  in  discrete 
sharply  defined  nodules  embedded  in  the  tendon  or 
granulation  tissue. 

The  author  believes  that  as  yet  there  is  no  satis- 
factory explanation  as  to  the  cause  of  the  appearance 
of  lime,  although  many  theories  have  been  advanced. 
These  theories  are  discussed  in  some  detail. 

C.  C.  Chatterton. 
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Graef,  W.:  Schlatter's  Disease  (Uber  Schlatter'sche 
Krankheit).    Bcitr.  z.  klin.  Chir.,  1915,  xcv,  647. 

Schlatter  in  1903  described  a  disease  characterized 
by  thickening  of  the  tuberosity  of  the  tibia.  He 
himself  was  inclined  to  think  it  traumatic  in  origin, 
but  the  majority  of  other  authors  think  it  is  inflam- 
matory or  dystrophic.  Schullze  has  recently  shown 
in  his  cases  from  the  Bier  clinic  that  most  of  the 
cases  are  bilateral,  and  that  there  are  also  thicken- 
ings of  the  periosteum  at  the  insertion  of  other 
muscles  and  ligaments.  He  concludes  from  this 
that  Schlatter's  disease  is  a  systemic  disease,  con- 
sisting of  weakness  of  the  connective  tissue  and  in- 
creased tendency  to  thickening  of  the  periosteum 
at  the  points  of  insertion  of  muscles  and  tendons. 
Rost  recently  found  a  positive  antistaphylolysin 
reaction  in  a  case  of  Schlatter's  disease. 

Graef  gives  the  history  of  a  case  in  a  16-year-old 
boy,  in  which  the  antistaphylolysin  reaction  was 
also  positive.  While  of  course  so  few  cases  are  not 
conclusive,  the  results  in  these  two  cases  would  in- 
dicate that  the  disease  is  due  to  a  staphylococcic 
infection.  A.  Goss. 

Bernheitn,  B.  M.:  Threatened  and  Real  Gangrene 
of  the  Extremities  as  Seen  by  the  Moidern 
Surgeon;  Its  Causes  and  Treatment.  South. 
M.  J.,  1915,  viii,  512. 

Different  types  of  gangrene  are  discussed  and 
their  relief  by  arteriovenous  anastomosis. 

The  septic  embolic  type  of  gangrene  is  passed 
over  with  the  presentation  of  a  case  instructive  in 
its  suggestions  of  treatment,  and  emphatic  in  the 
belief  that  the  vascular  system  is  not  the  primary 
cause  of  the  resulting  gangrene. 

In  traumatic  gangrene,  blood-vessel  suture 
or  transplantation  is  recommended  when  possible. 
Those  cases  which  can  be  aided  best  by  "reversal 
of  the  circulation,"  cases  "consequent  upon  a  syste- 
matic circulatory  lapse,"  cases  caused  by  sclerosis, 
or  some  spastic  vascular  process,  lend  themselves 
best  to  surgery  of  the  vessels. 

Cases  of  thrombosis  are  grouped  separately  from 
the  thrombo-angiitis  of  Buerger.  In  the  former 
the  thrombus  may  be  removed,  relieving  the  pain 
supposedly  caused  by  the  muscular  contraction 
of  the  blood-vessel  wall  around  it.  In  the  latter 
the  vein  is  involved  and  organized  tissue  and  a  part 
of  the  vessel  wall  so  attached  that  removal  is  im- 
possible. In  threatened  gangrene  of  an  extremity 
from  arteriosclerosis,  temporary  resuscitation  may 
be  gained  by  arteriovenous  anastomosis. 

H.  B.  Thomas. 


FRACTURES  AND  DISLOCATIONS 

Glaybrook,  E.  B. :  Position  of  Stability  in  the  Treat- 
ment of  Fractures.  Surg.,  Gynec.  6-  Obst.,  1915, 
xxi,  130. 

The  great  weak  point  in  the  literature  on  the  treat- 
ment of  fractures,  that  has  not  been  remedied  by 


the  recent  flood  of  papers  on  the  subject,  is  that  no 
one  has  told  how  to  reduce  a  fracture  and  know 
that  it  is  satisfactorily  reduced,  by  the  closed 
method.  This  can  be  done  by  testing  for  a  position 
of  stability  as  follows:  Extend  the  limb  and  manipu- 
late the  ends  and  when  they  seem  to  be  in  good 
position,  gently  relax  the  traction,  carefully  support- 
ing the  limb.  If  no  slipping  by  results,  make  gentle 
pressure  on  the  lower  fragment  toward  the  body; 
if  still  no  slipping  occurs  the  pressure  should  be 
increased  to  a  considerable  extent  and  the  serrated 
ends  engaged  and  slightly  impacted.  If  no  slip- 
ping occurs,  a  good  result  will  be  secured  if  align- 
ment is  maintained  and  axial  rotation  prevented. 
The  splints  do  not  have  to  be  tight  to  accomplish 
this.  If  after  repeated  efforts  no  fKJsition  of  stability 
can  be  secured,  then  it  is  assured  that  a  good  result 
cannot  be  secured  without  direct  fixation  by  plates  or 
otherwise,  as  the  ends  are  too  oblique  or  soft  parts 
are  interposed. 

If  the  theory  of  a  position  of  stability  is  correct, 
then  the  theory  of  extension  is  untenable,  as  it 
defeats  the  purpose  and  breaks  up  the  position 
of  stability.  Extension  does  not  fulfill  its  alleged 
function  of  maintaining  the  length  of  the  limb. 

The  bone  itself  is  the  best  thing  to  maintain  the 
length  of  the  limb,  and  even  if  it  has  been  broken  if 
the  ends  are  brought  together  and  kept  together 
there  can  be  no  shortening.  If  all  fractures  are 
carefully  tested  out  and  treated  this  way  only  from 
5  to  10  per  cent  will  need  direct  fixation. 

Frankel,  M.:  Treatment  of  Severe  Fractures  with 
Stimulating  Rontgen  Doses  (Zur  Heilung  von 
schweren  Knochenbriichen  mittels  Rontgenreiz- 
dosen).     Med.   Klin.,  Berl.,  1915,  xi,  211. 

Bernhard  states  that  in  his  dry  mountain  district 
burns  heal  remarkably  quickly,  the  sunshine  and 
dry  air  evidently  promoting  healing.  Aimes  found 
that  an  extensive  burned  area,  which  for  months 
had  refused  to  heal,  soon  healed  completely  under 
exposure  to  the  direct  sunlight.  These  and  similar 
experiences  by  others  justify  the  application  of  the 
chemical  rays  in  all  old  torpid  lesions. 

Frankel  applied  stimulating  doses  of  the  rontgen 
rays  in  several  cases  of  old  fractures  that  refused  to 
consolidate.  The  patients  were  4  children,  3  women 
between  18  and  35,  and  2  men  of  7,2,  and  46.  The 
results  confirm  the  value  of  the  chemical  rays  in 
starting  the  regeneration  of  bone  tissue  and  prompt- 
ly healing  the  fracture.  The  dosage  in  such  cases 
must  be  merely  stimulating,  as  the  tissues  are  other- 
wise sound  and  their  further  growth  must  not  be 
interfered  with.  A.  Goss. 

McQueen,  R.,  and  Boothby,  L.  H.:  Treatment  of 
Septic  Compound  Fractures  and  Wounds  by 
Ionization  of  Salicylate  of  Sodium.  Lancet, 
Lend.,  191 5,  clxxxix,  69. 

The  observations  of  the  authors  as  to  the  above 
method    of    treating    septic    gunshot    wounds    are 
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based  on  their  experience  in  50  cases  of  the  worst 
nature,  beginning  48  hours  from  the  time  of  injury. 

Ionization  with  sodium  salt  produced  marked 
abatement  of  suppuration.  One  application  per 
day  caused  the  wound  to  look  healthy,  the  dis- 
charge to  diminish;  and  the  patients  were  free 
from  pain  in  3  to  4  days. 

Application  of  the  sodium  salicylate  in  solution 
,  alone,  without  ionization,  was  invariably  followed 
by  recurrence  of  suppuration,  and  in  a  few  days  the 
wounds  were  as  septic  as  ever.  When  application 
of  ionization  with  the  sodium  salt  was  again  tried  the 
same  improvement  in  the  symptoms  was  noted. 

Ionization  of  various  other  solutions  failed  to  give 
as  good  results  as  the  salicylate  of  sodium. 

The  method  employed  is  to  first  clean  and  syringe 
the  wounds  with  sterilized  water,  or  preferably 
with  a  4  per  cent  solution  of  sodium  salicylate,  and 
if  necessary  to  swab  the  wounds,  sterilized  swabs 
dipped  into  the  solution  being  used.  After  the 
wound  is  thoroughly  cleaned  it  is  plugged  firmly 
and  even  tightly  with  sterilized  gauze,  or  ribbon 
gauze  for  the  small  cavities  or  pockets,  soaked  in  a 
warm  8  per  cent  solution  of  sodium  salicylate,  then 
over  all  is  laid  a  gauze  pad  soaked  in  the  solution; 
again,  over  this  is  placed  a  piece  of  lint,  saturated 
with  the  solution  and  folded  four  times.  This 
pad  is  pinned  to  a  copper  mail  chain  electrode 
attached  to  the  positive  pole  of  a  galvanic  battery, 
and  a  current  of  from  5  to  30  milliamperes  is  passed 
for  at  least  a  quarter  of  an  hour.  The  chain  electrode 
and  pad  are  removed  and  a  dry  piece  of  gauze  is  put 
over  the  wet  dressings  with  some  wool  and  kept  in 
position  by  a  few  turns  of  a  bandage. 

No  other  antiseptic  should  be  used,  not  even  solu- 
tion of  boric  acid.  The  wound  should  be  washed 
out  with  sterilized  water  only  before  using  the  so- 
dium salicylate.  All  cavities  leading  off  from  the 
main  wound  and  spaces  between  broken  and 
splintered  bone  must  be  packed  with  the  gauze,  and 
if  separate  pieces  of  gauze  are  used  they  must  all 
be  in  contact  with  the  main  plug.  The  gauze 
must  be  plain,  sterile  gauze  and  must  not  be  pre- 
pared with  any  antiseptics,  such  as  mercuric 
cyanide  or  sal  alembroth.  The  current  should  be 
gradually  increased  and  diminished  and  not  turned 
on  and  off  suddenly.  The  solution  of  sodium 
salicylate  should  be  warm. 

Relief  from  pain  is  so  marked  that  by  the  fourth 
day  patients  are  free  from  pain;  granulative  tissue 
starts  about  the  fourth  day,  and  big  cavities  fill  up 
in  a  very  short  time.  From  the  favorable  account 
given  the  method  is  certainly  worthy  of  trial. 

Louis  A.  Lagarde. 

Fiedler,  O.:    Colles'  Fracture.     Wis.  M.  J.,   1915, 
xiv,  42. 

The  author  discusses  fractures  in  and  about  the 
wrist-joint  and  describes  in  detail  the  fracture  of 
the  lower  end  of  the  radius  to  which  Colles  first 
called  attention  one  hundred  years  ago. 

Fiedler  maintains  that  the  results  of  treatment 


are  unsatisfactory  in  from  85  to  g2  per  cent  of 
cases  of  this  injury,  which  must  be  due  to  ignorance 
or  carelessness  on  the  part  of  the  surgeon. 

Colics'  fractures  are  always  impacted  and  this 
impaction  should  always  be  broken  up  in  order  to 
secure  an  accurate  reposition  of  the  fragments  and 
ideal  healing  results.  Stiffness  and  contractures 
are  the  results  of  bad  treatment.  Immobilization 
should  not  be  continued  for  more  than  ten  to  four- 
teen days.  Old  ununited  Colles'  fractures  call  for 
the  open  method  of  treatment,  with  either  plating 
or  nailing  of  the  fragments.  R.  B.  Cofield. 

Fairchild,  W.  E.:  Fractures  in  the  Region  of  the 
Elbow.     Wis.  M.  J.,  191 5,  xiv,  46. 

Fairfield  criticizes  the  old  school  method  of 
handling  fractures  involving  the  elbow-joint.  He 
discusses  each  fracture  separately  and  gives  his 
idea  as  to  the  proper  treatment.  Errors  in  hand- 
ling this  accident  are  often  due  to  a  failure  to  recall 
the  character  of  the  elbow-joint  and  a  lack  of  knowl- 
edge of  the  landmarks  in  the  normal  elbow. 

There  are  two  injuries  in  the  region  of  the  elbow- 
joint  where  an  open  operation  may  unhesitatingly 
be  undertaken  by  any  surgeon  possessing  ordinary 
skill  and  equipment:  one  is  a  fracture  of  the  ole- 
cranon and  the  other  is  a  displacement  of  the  head 
of  the  radius.  R.  B.  Cofield. 

Albee,  F.  H. :  The  Bone-Graft  Peg  in  the  Treatment 
of  Fractures  of  Neck  of  Femur.  Ann.  Surg., 
Phila.,  191 5,  Ixii,  85. 

The  author  advocates  the  use  of  bone-pegs  cut 
from  the  tibia  for  use  in  holding  together  the  frag- 
ments of  bone  in  fracture  of  the  neck  of  the  femur. 
The  metal  nails  hitherto  used  have,  as  foreign 
bodies,  proven  a  hindrance  rather  than  an  aid  to 
union.  They  tend  to  prevent  the  formation  of 
callus  and  become  loose  and  useless  because  of 
necrosis  of  the  surrounding  bone  which  they  pro- 
duce. A  bone-peg,  on  the  other  hand,  acts  not 
only  as  a  support  but  as  a  stimulus  to  callus  forma- 
tion. 

As  to  technique,  two  incisions  are  made,  one 
anterior  to  the  fractured  neck  and  another  over  the 
great  trochanter.  A  slender  piece  of  bone  of 
sufficient  length  is  cut  from  the  tibial  crest  and 
shaped  into  a  round  peg  by  means  of  a  dowel 
attachment  to  the  motor  drill  with  the  leg  in  abduc- 
tion. A  drill  hole  is  then  made  longitudinally 
through  the  neck  of  the  femur,  the  depth  into  the 
head  being  gauged  by  marks  on  the  drill.  The  hole 
is  made  a  trifle  larger  than  the  peg  which  insures 
a  snug  fit  yet  prevents  necrosis  from  too  much 
pressure. 

The  leg  is  maintained  in  abduction  in  a  plaster 
spica  extending  from  the  toes  to  the  axilla  for  six 
weeks,  the  wounds  being  dressed  through  windows 
cut  in  the  cast.  A  shorter  spica  is  then  worn  six 
weeks  longer.  This  operation  is  believed  to  be  in- 
dicated in  all  ununited  fractures  of  the  neck  of  the 
femur.  W.  A.  Clark. 
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Barber,  G.   H.:    A  Useful  Splint  for  Compound 

Fractures  of  the  Leg.    Brit.  M.  J.,  1915,  ii,  47. 

The  splint  is  made  of  a  6-inch  board,  2  feet  8  inches 
long;  at  one  end  is  a  small  piece  7  inches  by  14  inches, 
at  the  sides  of  which  are  two  other  smaller  pieces 
forming  a  box  for  the  foot;  between  the  sides  is 
fastened  a  small  heel-rest.  On  each  side  of  the 
knee  are  two  upright  pieces  9  inches  wide  and  13 
inches  high,  between  which  is  a  double  inclined 
plane  to  go  under  the  knee.  A  T-shaped  piece 
21  inches  long,  with  the  top  of  the  T  resting  on  the 
top  of  the  knee-box  and  the  small  end  fastened  to 
the  board  at  the  bottom  of  the  foot  with  a  peg  to 
answer  as  a  pivot,  is  used  to  fasten  slings  to  in 
which  the  leg  is  suspended.  This  piece  can  be 
moved  aside  when  dressings  are  being  applied. 
Adhesive  strips  at  the  knee  extend  around  the 
proximal  side  of  the  knee-box.  Other  strips  of 
adhesive  at  the  ankle  are  pulled  through  two  slots 
in  the  footboard  and  around  a  wedge  of  wood.  By 
adjusting  the  wedge,  any  desired  amount  of  ex- 
tension can  be  obtained.  C.  A.  Stone. 

Kohler,  H.:  Arthritis  Deformans  in  Subluxation  of 

the  Hip    (Die  Arthritis  deformans  bei  subluxatio 
Coxae).    Ztschr.  f.  orthop.  Chir.,  1915,  xxxv,  89. 

There  have  been  various  theories  as  to  the  causa- 
tion of  arthritis  deformans.  Preiser  holds  that  it  is 
due  to  an  anomalous  position  of  the  acetabulum, 
causing  abnormal  static  conditions.  The  pelvis, 
femur,  leg,  and  foot  normally  form  a  static  unit. 
If  this  unity  is  interferred  with  there  is  a  patholog- 
ical lack  of  coaptation  of  the  joint  surfaces.  Through 
primary  variations  in  the  position  of  the  acetabulum 
parts  of  the  articular  surface  are  not  in  articulation 
as  they  should  be.  Atrophy  occurs  in  the  part  of 
the  articular  surface  that  is  not  in  contact,  leading 
to  arthritis  deformans.  The  anomalous  position 
of  the  acetabulum  is  the  cause  of  an  abnormally 
high  position  of  the  trochanter. 

Kohler  agrees  with  Preiser  that  arthritis  defor- 
mans is  generally  due  to  disturbance  of  this  static 
unity.  To  be  sure  acute  or  chronic  infections  may 
lead  to  changes  in  the  form  of  the  joint,  but  this 
is  of  only  secondary  importance  as  a  cause  of  the 
condition.  He  describes  cases  in  support  of  his 
view:  5  of  congenital  subluxation  of  the  hip  with 
arthritis  deformans,  with  special  reference  to  the 
formation  of  osteophytes,  5  of  non-operative  re- 
placement of  a  displaced  hip-joint,  followed  by 
arthritis  deformans,  and  one  of  operative  replace- 
ment with  the  same  sequela.  A.  Goss. 

SURGERY  OF  THE  BONES,  JOINTS,  ETC. 

Savariaud,  M.:  Injection  of  Salt  Solution  into  the 
Femoral  Vein  During  Amputation  of  the  Femur 
and  Disarticulation  of  the  Hip  (L'injection 
massive  de  serum  dans  la  veine  femorale  au  cours  de 
I'amputation  de  cuisse  et  la  desarticulation  de  la 
hanche).    Bull.  Acad.  de.  mSd.,  Par.,  1915,  Ixxiv,  59. 

There  is  great  danger  in  amputating  the  lower 
limb  in  cases  where  there  has  already  been  a  great 


loss  of  blood ;  the  danger  increases  as  the  upper  end 
of  the  femur  is  approached  and  is  greatest  in  exar- 
ticulation  of  the  hip-joint,  especially  in  patients 
with  gangrenous  septicaemia  who  have  scarcely  any 
pulse.  Alany  surgeons  refuse  to  operate  in  such 
cases,  but  Savariaud  has  found  that  he  can  operate 
with  safety  since  he  has  adopted  the  plan  of  in- 
jecting a  large  quantity  of  physiological  salt  solu- 
tion directly  into  the  femoral  vein.  As  much  as 
1,500  ccm.  can  be  injected  in  two  or  three  minutes; 
whereas  the  injection  of  as  large  a  quantity  sub- 
cutaneously  would  require  so  much  time  that  it 
would  be  of  no  practical  value  in  the  operation. 

Savariaud  has  never  lost  a  patient  from  shock;  on 
the  other  hand,  the  pulse  improves  so  much  during 
the  operation  that  an  observer  who  had  noted  the 
pulse  before  the  operation  would  almost  believe 
on  returning  and  noting  it  after  the  operation 
that  another  patient  had  been  substituted.  As 
the  ligated  femoral  is  under  the  surgeon's  eyes 
he  can  see  the  rise  in  blood-pressure  during  the 
operation.  In  addition  to  being  more  rapid  the 
intravenous  injection  is  three  times  as  efficacious 
as  the  subcutaneous  injection;  and  the  size  of  the 
femoral  vein  makes  injection  into  it  preferable  to 
that  of  any  of  the  smaller  veins.  Another  advan- 
tage of  the  rapid  injection  is  that  it  makes  the 
smaller  arteries  bleed,  so  that  it  is  easy  to  locate 
and  ligate  them.  At  first  the  author  feared  that 
air  would  get  into  the  veins,  but  he  has  found  that 
the  small  amount  that  does  get  in  is  absorbed  on  its 
way  to  the  heart  without  doing  any  damage. 

It  has  been  objected  that  the  method  might 
produce  embolism,  but  Savariaud  cites  a  case  in 
which  the  patient  had  gangrene  of  the  whole  lower 
limb  and  the  iliac  veins  contained  a  clot  12  cm. 
long,  which  he  extracted  and  finished  the  injection 
without  any  signs  of  embolism  appearing.    A.  Goss. 

ORTHOPEDICS  IN  GENERAL 

Young,     J.     K.:    Orthopedic    Technique.     Surg., 
Gynec.  &*  Obst.,  1915,  xx,  729. 

Young  describes  at  length  a  special  technique  that 
he  used  in  some  of  his  orthopedic  work  and  offers 
the  following  selected  cases  as  illustrative  of  the 
methods  employed: 

Total  excision  of  the  clavicle.  The  patient  suf- 
fered from  osteomyelitis  of  both  clavicles,  from  dis- 
charge, abscess,  presence  of  staphylococci,  and 
necrosis  by  the  X-rays.  The  clavicle  was  detached 
at  both  extremities  by  an  incision  made  over  the 
distal  and  proximal  ends,  grasping  the  bone  with 
forceps  and  dissecting  free  with  an  Allis  dissector. 
The  periosteum  w-as  thickened  and  preserved  in  the 
dissection.  The  cavity  was  gently  curetted  and 
packed  with  sterile  gauze.  Abscesses  were  evacu- 
ated and  catgut  drainage  inserted  and  the  periosteum 
brought  together,  except  at  the  center,  with  catgut 
and  the  skin  closed  with  silkworm-gut.  The  op- 
eration was  followed  by  perfect  restoration  of 
function. 


GENERAL  SURGERY  —  SURGERY  OF  THE  EXTREMITIES 


SOI 


Forcible  reduction  of  dislocation  of  the  ilium. 
Young  mentions  the  case  of  a  young  carpenter, 
who  while  reaching  for  a  heavy  piece  of  timber  ex- 
perienced severe  pain  in  the  lumbar  region  and 
later  down  the  leg.  The  anterior  portion  of  the 
ilium,  on  the  right  side,  in  front  was  prominent; 
the  posterior  superior  spinous  process  on  the  right 
side  was  depressed  one  inch;  and  the  lumbar  spine 
acutely  curved  to  the  right.  X-ray  showed  separa- 
tion of  the  pubis,  some  separation  between  the  last 
lumbar  vertebra  and  the  sacrum.  Buck's  exten- 
sion was  applied  to  the  left  leg  for  ten  days;  the 
patient  was  then  placed  on  the  right  side,  and  under 
ether  the  trunk  was  fixed  and  strong  traction  made 
downward  and  forward.  A  plaster  of  Paris  cast  was 
applied  and  he  was  returned  to  bed,  and  leg  exten- 
sion continued  for  ten  days.  He  left  the  hospital 
with  the  deformity  corrected,  and  wearing  a  spine 
brace.   The  deformity  has  not  recurred. 

Early  operation  for  psoas  abscess.  Young  follows 
the  method  of  Treves  until  he  reaches  the  quadratus 
lumborum  muscle.  Treves  divides  the  latter  as 
close  as  possible  to  the  transverse  processes,  the 
incision  being  made  to  the  full  extent  of  the  skin 
incision.  He  inserts  a  blunt  dissector  into  the 
fibers  of  the  quadratus  to  the  outer  side  of  the  ex- 
tremity of  the  transverse  process  of  the  third  lum- 
bar vertebra,  which  he  uses  as  a  guide,  and  separates 
the  fibers  sufficiently  to  avoid  wounding  the  abdom- 
inal branches  of  the  lumbar  arteries. 

Spina  bifida  —  excision  of  the  sac.  The  case  was 
a  two-weeks'  old  child,  with  a  multilocular  meningo- 
cele that  had  ruptured  but  was  not  infected.  Six 
months  later  the  author  devised  a  special  technique. 
Two  fluid  ounces  of  cerebrospinal  fluid  were  re- 
moved from  the  cyst  and  preserved  warm  in  a 
syringe  in  case  convulsions  should  occur  from  ex- 
cessive loss  of  fluid.  A  large  incision  was  made 
extending  into  the  sound  skin,  dissected  up,  and 
the  adherent  part  of  the  sac  removed.  No  flaps 
of  bone  were  used  to  close  the  opening,  the  latter 
being  closed  by  through-and-through  catgut  sutures 
through  its  base  and  a  purse-string  catgut  suture. 
A  flap  was  made  from  the  surrounding  parts  and  the 
skin-flaps  brought  together  with  silkworm.  One 
ounce  of  fluid  was  returned  to  the  spinal  canal. 
Infection  was  prevented  by  a  rubber  dam  attached 
to  the  skin  by  collodion  below  the  line  of  incision. 
Broad  strips  of  adhesive  plaster  were  placed  over 
the  gauze  dressing  to  prevent  tension  on  the  stitches; 
the  strips  were  kept  on  the  face  for  two  weeks. 
The  infant  was  nursed  by  the  mother;  enemata  were 
given — no  voluntary  bowel  movement  being  allowed. 
Primary  union  resulted.     The  child  still  lives. 

New  operation  for  recurrent  dislocation  of  the 
shoulder.  The  bicipital  groove  was  exposed,  the 
cephalic  vein  displaced  outward;  the  lower  half  of 
the  pectoralis  major  divided  close  to  and  so  separated 
from  its  attachment  that  leverage  action  on  the 
humeral  shaft  was  diminished  so  that  it  could  no 
longer  be  dislocated.  The  same  was  done  to  the 
trapezius.     On  the  particular  patient  mentioned  by 


Young,  the  insertion  of  the  trapezius  could  not  be 
reached  through  the  same  wound,  so  an  additional 
incision  was  made  in  the  axilla.  Deep  catgut  was 
used  for  the  pectoralis  major  and  deltoid;  the  skin 
edges  were  closed  with  continuous  suture;  and  the 
arm  dressed  in  extension  on  a  triangular  splint. 
Extension   was   maintained   for  two  weeks. 

Arthrotomy  of  the  knee.  In  some  cases  the  author 
advises  a  semicircular  incision,  as  affording  a 
thorough  exposure  of  the  joint.  He  employs  three 
knives.  With  the  first  knife  he  makes  a  skin  in- 
cision sHghtly  below  the  patellar  ligament;  with  the 
second  he  divides  the  patellar  ligament,  taking  care 
not  to  divide  the  lateral  ligaments;  with  the  third 
knife  he  divides  the  ligamentum  mucosa  and  ex- 
poses the  joint.  The  synovial  membrane  is  brought 
together  with  fine  chromacized  gut;  the  patellar 
ligament  is  sutured  with  kangaroo  tendon  and  the 
skin  incision  with  silkworm  gut.  Dry  gauze  dress- 
ing and  a  posterior  bracketed  splint  are  applied. 
Massage,  mechanical  devices,  etc.,  complete  the 
treatment.  The  extension  remained  completed  after 
operation,  and  there  has  been  no  recurrence. 

Anastomosis  of  the  external  and  internal  popliteal 
nerves  for  infantile  palsy.  A  diagonal  incision  was 
made  across  the  popliteal  space,  from  the  inner 
side  above  to  the  outer  side  below.  The  sciatic 
nerve  was  located  at  the  upper  part  of  the  incision, 
the  internal  popliteal  near  the  median  line,  the  ex- 
ternal popliteal  on  the  outer  side.  The  external 
popliteal  was  divided  near  the  upper  part  of  the 
internal  popliteal,  carried  across,  and  a  long  in- 
cision made  in  the  internal  popliteal.  The  proximal 
extremity  was  inserted  in  this  cut,  so  that  the  axis 
cylinder  pointed  in  the  direction  of  the  body,  and 
was  held  in  place  by  three  sutures.  The  proximal 
extremity  of  the  divided  nerve  was  covered  with  a 
flap  of  fascia,  and  sutured  down  so  as  to  prevent  the 
formation  of  a  neuroma.  The  limb  was  encased  in 
plaster  before  the  patient  recovered  from  the  an- 
ccsthetic.  Sensation  returned  in  24  hours.  The 
reactions  of  degeneration  at  once  contra-indicate 
the  thought  of  surgical  interference. 

Tubby,  A.  H.:    Orthopedic  Surgery.     Practitioner, 
Lend.,  1915,  xcv,  96. 

The  more  common  orthopedic  affections  which 
come  to  the  attention  of  the  physician  in  general 
practice  are:  limping  in  children,  lateral  curvature 
,of  the  spine,  and  infantile  paralysis.  Limping 
in  children  may  be  due  to  the  hip,  knee,  or  ankle, 
(tuberculosis)  to  congenital  dislocation  of  the  hip, 
coxa  vara,  rachitis,  or  fracture  of  the  femoral  neck. 
Lateral  curvature  may  be  manifested  by  one 
shoulder  being  higher  than  the  other  or  by  one  hip 
being  larger  than  the  other.  The  scoliosis  may 
be  postural  or  structural.  Cases  of  the  former  may 
be  corrected  by  exercises  but  those  of  the  latter 
require  instrumental  support. 

Infantile  paralysis  in  the  acute  stages  should  be 
treated  by  absolute  rest  and  free  purgation.  Later 
the  muscles  should  have  gentle  massage  and  pro- 
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tection  by  braces  to  prevent  contractures.  The 
use  of  silk  ligaments  to  replace  paralyzed  muscles 
and  support  a  flail-joint  is  satisfactory  if  infection 
is  avoided.  The  silk  may  be  fastened  to  perios- 
teum or  to  bone.  Lovett  prefers  the  bone  method. 
It  is  most  frequently  used  to  support  the  foot  in 
toe-drop.  The  silk  extends  from  the  tarsus  under 
the  annular  ligament  to  the  lower  third  of  the  tibia 
through  drill-holes  in  the  bone.  The  silk  induces  a 
growth  of  fibrous  tissue  which  serves  as  a  ligament, 
the  silk  alone  not  being  depended  upon  for  per- 
manent function.  W.  A.  Clark. 

Fiske,  E.  W.:  The  Prognosis  of  Congenital  Glub- 
Foot  and  Its  Relation  to  Non-Operative  Treat- 
ment.   J .  Am.  M.  Ass.,  1915,  Ixv,  375. 

Fiske  draws  his  conclusions  from  the  records  of 
about  two  hundred  cases  of  congenital  club-foot 


treated  in  the  Children's  Hospital,  Boston,  between 
September,  1907  and  January,  1913. 

Important  factors  in  the  prognosis  of  congenital 
club-foot  are:  (1)  the  age  of  the  patient,  (2)  rigidity 
of  the  foot,  and  (3)  the  method  of  treatment  em- 
ployed. The  prognosis  varies  in  proportion  to  the 
flexibility  of  the  foot,  which  is  usually  in  direct  pro- 
portion to  the  age  of  the  child. 

The  results  in  calcaneovalgus  are  not  so  good  as 
in  equinovarus,  largely  because  of  delay  in  diagnosis 
and  failure  to  maintain  overcorrection.  Absolute 
overcorrection  of  the  foot  and  constant  surveillance 
of  this  position  until  the  structures  have  become 
permanently  readjusted  are  absolutely  essential. 

The  manipulative  treatment  is  almost  twice  as 
successful  in  producing  satisfactory  results  as  the 
treatment  in  which  operative  procedures  have  been 
instituted.  R.  B.  Cofield. 


SURGERY  OF  THE   SPINAL   COLUMN  AND   CORD 


Young,   J.   K,:    Treatment  of  Scoliosis.     Am.  J. 

M.  Sc,  191S,  cl,  109. 

The  author  briefly  describes  the  various  types  of 
scoliosis,  suggests  methods  of  examining  cases,  and 
presents  elaborate  treatment  for  the  so-called 
functional  form. 

He  believes  that  the  treatment  of  the  functional 
or  static  form  has  been  overlooked,  because  of  the 
increased  attention  of  late  to  the  treatment  of 
the  rotary  or  organic  type. 

It  is  necessary  to  distinguish  the  functional  type 
from  the  rotary  type,  and  this  can  be  done  in  the 
following  manner: 

1.  The  history  of  the  case  is  important  as  the 
cause  should  always  be  considered. 

2.  The  examination  of  the  patient  in  the  Adam's 
position. 

3.  The  dififerentiation  of  the  functional  form 
from  the  lateral  bending  of  the  English  type. 

The  functional  type  is  classified  as  to  the  etiology : 
The  first  is  habitual,  the  second  static,  the  third 
occupational. 

In  the  organic  form  true  rotation  exists,  and  the 
diagnosis  is  made  by  X-ray  examinations,  exam- 
ination in  the  Adam's  position  where  the  curve  per- 
sists on  the  convex  side,  and  third,  where  by 
suspension  the  curve  is  only  slightly  affected. 

The  organic  group  should  be  treated  by  forcible 
methods.  The  functional  group  has  been  treated 
with  much  success  by  exercises  and  corrective 
measures,  as  follows:  (i)  development  of  the  weak 
muscles  by  exercises;  (2)  slight  overdevelopment  of 
the  weak  muscles;  (3)  uniform  development  of  all 
muscles;  (4)  employment  of  special  movements  to 
prevent  relapse. 

A  description  of  how  the  treatment  should  be 
carried  on  is  given  in  some  detail.  Apparatus 
such  as  rings,  ladders,  and  trapeze  are  used.  Braces 
are    unnecessary    in    mild    cases.     A    light    corset 


support  may  be  used  to  help  the  more  severe  cases. 
Visual  errors,  such  as  flat-foot,  and  asymmetry 
in  the  lower  limbs,  should  receive  attention  before 
the  treatment  is  begun.  C.  C.  Chatterton. 

Patry,  G.:  Surgical  Treatment  of  the  Gastric 
Crises  of  Tabes  (Le  traitement  chirurgical  des 
crises  gastriques  du  tabes).  Rev.  mid.  de  la  Suisse 
Rom.,  1915,  XXXV,  297. 

Patry  reviews  the  results  of  operation  for  gastric 
crises  in  tabes  and  describes  in  detail  a  case  of  his 
own.  He  concludes  that  the  operation  is  justified 
in  spite  of  its  high  mortality  and  the  risk  of  recur- 
rence, because  the  crises  are  incurable  without 
operation  and  they  are  often  for  years  the  only 
manifestation  of  tabes.  He  thinks  that  Guleke's 
method  is  the  operation  of  choice,  for  though  it  is 
more  difficult  it  guards  against  some  of  the  com- 
plications met  with  in  other  methods.  Though  the 
operative  mortality  is  higher  the  ultimate  results 
are  better  than  with  Forster's  original  method. 

The  operation  proposed  by  Sauve  and  Tinel 
seems  to  promise  still  better  results,  but  it  has  only 
been  worked  out  experimentally  thus  far,  so  no 
clinical  results  are  available.  They  propose  the 
ligation  of  the  intercostal  nerves  between  the  ganglion 
and  the  dura. 

In  Patry 's  patient,  a  man  of  53,  the  seventh, 
eighth,  and  ninth  pairs  of  posterior  roots  were 
resected;  while  the  tenth  pair  was  being  resected 
the  pulse  and  respiration  stopped  suddenly,  but 
heart  action  was  resumed  spontaneously  in  a  few 
seconds  and  pressure  on  the  thorax  started  respira- 
tion. This  complication  can  be  avoided  by  deaden- 
ing the  sensibility  of  each  nerve  just  before  it  is  cut. 
There  was  great  improvement  in  this  man's  general 
condition  and  cessation  of  the  pains  during  the  six 
weeks  he  was  in  the  hospital,  but  nothing  has  been 
heard  of  him  since  then.  A.  Goss. 
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SURGERY  OF  THE  NERVOUS  SYSTEM 


Schoppe,   W.:    Operative  Treatment   of  Sciatica 

(Die   operative   Therapie    bci   Ischias).    Zenlralbl. 
J.  d.  Grenzgch.  d.  Med.  u.  Chir.,  1915,  xix,  i. 

Schoppe  reviews  35  articles  on  this  subject  and 
discusses  the  technique  and  results  of  several  methods 
of  operative  treatment,  including  severing  the 
nerve,  exposing  and  stretching  it;  neurolysis  by 
Bardenhauer's  method,  which  consists  in  em- 
bedding the  nerve-roots  in  the  soft  tissues;  Holscher's 
method  of  dissecting  the  nerve  free  from  the  sur- 
rounding connective  tissue  and  placing  a  carbolic 
acid  tampon  around  it  for  three  days;  and  Stoffel's 
method,  which  suggests  that  sciatica  is  not  a  clinical 
entity,  but  that  different  cases  result  from  neuralgias 
of  various  motor  and  sensory  nerve  bundles  in 
the  sciatic  region.  He  cites  cases  in  which  recovery 
resulted  from  the  resection  of  parts  of  various 
nerve   bundles;   his   method    necessitates   a   closer 


study  of  the  anatomical  conditions  in  the  sciatic 
region  and  an  adaptation  of  surgical  treatment  to 
the  findings. 

The  author  concludes  (i)  that  all  of  these  surgical 
procedures  should  be  renounced  more  and  more  in 
favor  of  physical  methods  and  injection  of  the 
nerve;  (2)  that  surgical  methods  are  uncertain  in 
their  results  and  there  is  great  danger  from  some 
of  them,  while  on  the  other  hand  there  has  been 
great  improvement  in  the  results  from  injection; 
(3)  that  neurolysis  and  Stoffel's  methods  may  have 
some  value  in  the  future,  but  efforts  should  be  de- 
voted rather  to  improving  non-operative  methods 
and  rendering  operation  unnecessary.  A  table 
is  given  showing  the  results  in  all  the  published 
cases  of  nerve  stretching.  In  many  cases  stretch- 
ing not  only  did  no  good,  but  caused  serious  and  per- 
manent injury.  A.  Goss. 


SURGERY  OF  THE   SKIN,   FASCIA,  AND  APPENDAGES 


PoUitzer,  S.:    Cancer  of  the  Sliin.     N.   Y.  M.  J. 

1915,  cii,  16. 

The  author  discusses  briefly  the  well-known 
local  manifestations  of  cancer  in  skin  and  tongue 
lesions.  He  calls  attention  to  the  need  of  dis- 
tinguishing between  secondary  skin  cancer  and 
epithelioma.  Skin  cancer  not  epithelioma  is  always 
secondary.  He  calls  attention  to  the  frequency 
of  the  failure  to  make  a  diagnosis  of  the  early  lesion 
of  the  different  forms  of  skin  cancer.  He  gives 
a  description  of  the  points  which  make  for  a  dif- 
ferential diagnosis  of  the  different  forms. 

Cancers  of  the  skin  secondary  to  visceral  lesions 
usually  occur  on  the  upper  part  of  the  trunk;  are 
few  in  number  and  may  be  only  one.  Skin  lesions 
secondary  to  mammary  growths  are  common.  The 
primary  growth  may  be  small. 

Cancer  en  cuirasse  is  secondary,  extremely  rare, 
and  is  marked  by  the  boardlike  hardness  of  the 
affected  area,  slow  extension,  presence  of  pinhead, 
shining,  lesions  that  resemble  lichen  planus  papules, 
and  by  itching  and  oedema  of  the  arm  on  the  af- 
fected side. 

Epitheliomata  are  classified  under  two  groups: 
superficial,  flat  or  discoidal;  and  deep  or  nodular. 

The  rodent  ulcer  is  a  modification  of  the  super- 
ficial variety  according  to  English  writers. 

Paget's  disease  of  the  nipple  sometimes  occurs 
in  the  scrotum,  thighs,  buttocks,  abdomen,  etc. 
A  better  term  is  malignant  papillary  dermatitis. 
Superficial  lesions  remain  stationary  for  many 
years.  The  deep  or  nodular  varieties  are  more  apt 
to  extend  rapidly.  The  involvement  of  any  persis- 
tent crusted  or  ulcerated  lesion  of  the  face  or 
hands  in  a  patient  at  or  after  middle  age  is  probably 


epithelioma.  The  hard,  raised,  waxy  border,  the 
hard  nodular  base,  the  tendency  to  bleed  on  re- 
moval of  the  crust,  a  history  of  gradual  develop- 
ment of  a  pre vious ."  existing  fleshy  mole,"  or  of  a 
long-continued  scaling  or  warty  patch  are  sufficient 
to  warrant  a  diagnosis  of  epithelioma. 

Differential  diagnosis  is  from  lupus,  chancre, 
and  ulcerating  gumma. 

Lupus  is  a  disease  that  has  its  inception  in  child- 
hood. Epithelioma  is  a  disease  of  advancing  years. 
The  profuse  secretion  of  ulcerating  gumma  dif- 
ferentiates it  easily. 

The  Wassermann  reaction  tends  to  cause  confu- 
sion, as  epitheliomata  may  develop  in  a  specific. 

Epitheliomata  are  more  frequent  in  males  than 
iemales,  as  statistics  of  the  American  Dermatological 
Association  show.  The  reports  cover  observations 
on  700,000  cases  of  skin  disease  seen  by  the  associa- 
tion during  a  period  of  thirty-four  years. 

During  the  first  fourteen  years  the  ratio  of 
epithelioma  to  other  skin  diseases  was  87  in  10,000 
cases;  the  next  ten  years,  109  in  10,000:  the  last 
ten  years,  190  in  10,000.  Therefore  the  incidence 
of  cancer  of  the  skin  has  more  than  doubled  in  the 
practice  of  American  dermatologists  in  the  last 
period  as  compared  with  the  first.  Seventy-five 
per  cent  of  these  occur  on  the  face,  probably  due  to 
exposure  to  traumata  of  all  kinds. 

Chimney-sweep's  cancer  has  been  eUminated  in 
England  by  the  passage  of  a  law  forbidding  the 
cleaning  of  chimneys  by  men  climbing  through 
them. 

Any  condition  of  the  skin  or  mucous  membranes 
which  results  in  a  loss  of  the  normal  elasticity  of 
the    surface    epithelium    may    cause    epithelioma 
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through  the  tendency  to  repeated  small  lesions  of 
the  epidermis  due  to  its  altered  conditions.  The 
syphilitic  is  prone  to  develop  epithelioma. 

The  author  says  the  treatment  of  epidermic 
moles  by  electrolysis,  caustics,  freezing,  etc.,  should 
be  stopped,  as  he  has  seen  three  cases  of  epithelioma 
develop  from  moles  so  treated. 

He  advises  excision  of  the  early  lesion  by  the  knife, 
and  where  this  is  not  possible,  by  reason  of  the 
situation  of  the  lesion,  their  removal  by  the  de- 
structive agents,  X-ray,  radium,  chemical  caustics, 
etc.  Whatever  the  method,  thoroughness  of  re- 
moval is  the  keynote  to  success.  Donald  Gordon. 

Schalek,  A.,  and  Schultz,  O.  T.:  An  Unusual  Case 
of  Generalized  Non- pigmented  Sarcoma  of  the 
Skin.    J.  Am.  M.  Ass.,  1915,  Ixiv,  1901. 

The  author  states  that  as  a  rule  there  is  a  great 
deal  of  confusion  between  non-pigmented  sarcoma 
of  the  skin  and  mycosis  fungoides.  The  latter, 
however,  has  a  premycotic  stage,  subjective  symp- 
tons,  and  a  tendency  to  ulcerate,  which  the  former 
does  not  exhibit. 

The  authors  report  an  interesting  case  of  a  white 
patient,  a  laborer,  aged  39,  with  negative  family, 
past,  and  venereal  histories.  Three  weeks  previous 
to  examination  he  had  observed  a  small  subcu- 
taneous nodule  in  the  skin  of  the  left  forearm  at 
the  site  of  a  pigmented  papilloma.  Nodules  ap- 
peared from  then  on  over  the  entire  surface  of  the 
body,  except  the  lower  extremities.  There  were 
more  than  500  tumors  counted,  from  the  size  of  a 


filbert  to  that  of  an  orange.  At  first  the  tumors  were 
movable,  later  they  were  adherent  to  surrounding 
structures,  were  hard,  and  had  no  tendency  to 
ulcerate.  No  subjective  symptoms  were  present, 
but  there  was  considerable  cachexia,  and  loss  of 
weight.  Blood,  urine,  and  stomach  examinations 
were  negative. 

Sixteen  days  later  the  patient  died.  There  had 
been  considerable  dyspnaa  and  cyanosis  present 
for  two  days. 

At  post-mortem  tumors  were  found  in  the  omen- 
tum, mesentery,  retroperitoneal  tissue,  beneath  the 
capsule  of  the  liver,  in  the  heart  muscle,  intestinal 
wall,  and  a  large  mass  completely  filled  the  space 
behind  the  manubrium.  They  were  all  sharply 
defined,  pale,  succulent,  and  translucent. 

A  complete  microscopical  description  is  given 
of  the  tumors  removed,  which  in  the  majority  of 
cases  showed  typical  sarcoma  structure. 

The  origin  of  these  tumors  may  be  primarily  in 
the  skin  or  in  the  internal  organs  with  metastases 
into  the  skin.  It  is  very  easy  to  confuse  mycosis 
fungoides  with  this  condition.  The  tumors  are 
very  numerous  as  a  rule. 

The  [internal  tumors  in  the  case  cited  were  found 
chiefly  outside  the  parenchyma  of  the  internal 
organs  and  lymph-vessels.  The  primary  lesion  de- 
veloped from  a  papilloma  in  the  skin  of  the  elbow. 
The  case  was  characterized  by  very  rapid  develop- 
ment. The  first  change  was  noticed  in  the  pre- 
viously benign  papillomata  three  weeks  before 
admission ;  death  followed  in  16  days.    P.  M.  Chase. 


MISCELLANEOUS 


CLINICAL  ENTITIES  —  TUMORS,  ULCERS, 
ABSCESSES,  ETC. 

Bulkley,  L.  D.:  Precancerous  Conditions.     Interst. 
M.  J.,  1915,  xxii,  730. 

The  author  attributes  the  increasing  prevalence 
of  cancer  to  the  fact  that  there  is  some  metabolic 
change  existing  in  the  body  favoring  the  transition 
from  the  normal  growing  epithelium  into  the  lawless 
cancer.  Up  to  the  present  time  cancer  has  been 
regarded  as  a  purely  local  affair  and  the  causes 
which  lead  up  to  the  transformation  of  previously 
normal  tissue  have  not  been  fully  investigated.  The 
theory  of  embryonic  rests  has  not  fully  satisfied 
the  clinical  observations  that  have  been  recorded. 
He  holds  that  local  irritation  cannot  account  for  the 
persistent  malignant  action,  or  other  injuries  in 
cancerous  cases,  because  other  wounds  heal  kindly. 
The  death-rate  of  cancer  has  risen  from  65  per  cent 
in  1900  to  80  per  cent  in  1913. 

He  quotes  Mayo  and  Murphy  in  expressing  his 
pessimism  in  regard  to  the  cure  of  cancer  in  those 
who  are  fat  with  lax  tissue,  that  is,  exhibiting  evi- 
dence of  imperfect  metabolism.  Up  to  this  time 
little  work  has  been  done  on  the  metabolic  errors 


leading  up  to  cancer.  Along  this  line  the  author 
points  out  that  volumetric  analysis  of  the  urine  of 
cancerous  patients  is  rarely  that  of  perfect  health. 
There  have  been  errors  in  nitrogen  partition  and  he 
quotes  Reid  of  the  Cancer  Research  Laboratory  of 
Manchester,  England,  as  stating  that  he  found  an 
increase  in  amino-acid  nitrogen  in  practically  every 
case  of  cancer  examined.  The  author,  however, 
has  found  this  only  in  well-developed  cases.  He 
quotes  Blumenthal  who  states  that  the  oxyproteinic 
acids  are  increased  in  very  early  cancer  independent 
of  the  size  of  the  tumor.  The  author  finds  the 
total  output  of  urinary  solids  is  deficient  in  cancer 
patients  even  in  the  very  beginning  of  the  disease. 
He  holds  that  any  variation  in  the  total  quantity 
of  solids,  the  volumetric  acidity,  the  urea,  chlorides, 
phosphates,  sulphates,  and  indican  call  attention 
to  the  possibility  of  oncoming  cancer.  He  seldom 
finds  a  cancer  patient  with  normal  excretion  from 
the  bowels.  In  most  instances  he  finds  an  abnormal 
constipation  with  dependence  on  laxatives.  The 
retention  of  faeces  tends  to  the  formation  of  enor- 
mous bacterial  growths  whose  toxins  are  absorbed 
and  are  an  essential  element  in  perverted  nutrition 
of  cancer.     He  thinks  that  cancer  arises  from  im- 
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perfect  metabolism  resulting  from  some  chemico- 
physiological  derangement  of  the  blood  stream.  In 
England  the  yearly  consumption  of  meat  has  dou- 
bled in  the  past  50  years  and  the  mortality  from 
cancer  has  increased  fourfold.  Errors  in  diet  how- 
ever are  only  a  part  of  the  elements  in  modern  civil- 
ization which  contribute  to  the  steady  increase  ot 
cancer.  The  increase  of  cancer  goes  hand  in  hand 
with  the  increase  in  Bright's  disease,  and  in  general 
may  be  blamed  on  modern  civilization,  principally 
along  the  line  of  erroneous  eating  and  drinking. 

In  closing  he  draws  attention  to  the  negligence 
in  investigating  along  suggested  lines  in  order  to 
discover  some  underlying  metabolic  cause  for  the 
malignant  change.  Harry  G.  Sloan. 

Bloodgood,  J.  C:    Cancer  Problem.    South  M.  J., 
191S,  viii,  557. 

Bloodgood  sounds  a  series  of  warnings  to  the 
profession  in  regard  to  the  cancer  problem  of  to- 
day, the  keynote  being  "early,  thorough  examina- 
tion." 

Of  the  fully  developed  cancers,  25  per  cent  have 
been  cured  by  surgery,  and  good  surgery  should 
promise  100  per  cent  cures  when  the  carcinoma  is 
still  a  local  growth. 

Delay  after  first  warning,  or  trifling  with  any 
treatment  but  good  surgery  is  gambling  with  death. 
The  main  fault  of  the  profession  is  that,  while  the 
warnings  are  well  known,  there  is  often  a  lack  of 
courage  or  ability  to  present  this  evidence  to  the 
patients  in  a  sufficiently  convincing  manner  to  cause 
them  to  take  immediate  action. 

In  the  skin,  warts,  moles,  naevi,  ulcers,  or  any 
area  of  hypertrophy  or  destruction  may  serve  as  a 
beginning  for  cancer.  All  do  not,  but  no  one  can 
determine  which,  until  too  late;  therefore  excision 
is  the  safest  plan. 

All  subcutaneous  nodules  should  be  considered 
as  possible  malignancies,  especially  in  the  breast 
and  neck,  below  the  parotid  gland. 

Menstrual  irregularity,  discharge  between  periods, 
and  reappearance  after  the  menopause  are  suspicious 
symptoms  and  should  be  rigidly  investigated  at  once. 

While  simple  indigestion,  slight  colic,  alternating 
diarrhoea  and  constipation  may  mean  nothing  seri- 
ous, yet  these  may  be  the  first  warnings  of  intestinal 
malignancy  and  should  be  so  borne  in  mind. 

In  the  kidney  conditions,  while  the  cases  as  a  rule 
formerly  came  early  for  care,  unfortunately,  diagno- 
sis and  treatment  developed  late,  thus  preventing 
exact  study  and  treatment.  This  condition  has 
changed,  however. 

Today,  with  the  X-rays,  bone  conditions  should 
never  escape  diagnosis,  and  sarcoma  of  the  bones 
should  be  detected  in  its  incipiency. 

Unfortunately  pain,  which  is  the  main  stimulus 
that  forces  one  to  early  treatment,  is  lacking,  as  a 
rule,  in  cancer;  hence  education  must  take  its  place. 

Surgery,  first  and  all  the  time,  is  the  only  method 
worthy  of  consideration,  and  the  only  one  to  show 
any  appreciable  results.  PmLLips  M.  Chase. 


Slye,  M.:  The  Influence  of  Heredity  upon  the  Oc- 
currence of  Spontaneous  Cancer.  Inlerst.  M. 
J.,  1915,  xxii,  692. 

The  author  gives  a  lucid  description  of  extensive 
experiments  tending  to  prove  that  carcinoma  in 
mice  can  be  bred  into  or  out  of  a  strain.  Cancer, 
per  se,  is  not  really  inherited,  only  the  tendency  of 
the  tissues  under  a  given  provocation  to  produce 
malignant  growths.  In  collecting  human  statistics 
on  cancer  it  must  be  remembered  that  the  offsprings 
of  two  individuals  are  not  merely  a  compound  of 
these  two,  but  rather  belong  to  the  general  law  of 
inheritance  with  possibilities  of  possessing  charac- 
teristics of  their  grandparents.  Characteristics  pos- 
sessed by  either  mate  in  a  union  in  every  instance 
determine  which  potentialities  any  offspring  may 
possess. 

Similar  human  records  are  well  nigh  impossible 
owing  to  the  inability  to  get  accurate  ancestral 
records. 

The  author's  experiments  were  done  on  a  pedi- 
greed stock  of  5,000  mice  and  her  observations 
extended  over  a  period  of  eight  years. 

Cancer  structures  in  mice  are  identical  with 
those  in  man  and  behave  in  the  same  way.  As 
to  the  behavior  of  characteristics  in  heredity  in 
mouse  breeding  she  lays  down  the  following  general 
rules : 

1.  If  a  pure-bred  house-mouse  (gray)  is  crossed 
with  a  pure-bred  albino  (white)  the  first  filial  gen- 
eration will  all  be  gray.  If,  however,  these  grays 
are  bred  out,  three  types  of  mice  will  result: 
(i)  Pure  breeding  house-mice  (heterozygotes) ; 
(2)  pure  breeding  albinos;  (3)  mixed  grays,  which 
if  inbred  will  yield  the  same  three  types  in  about 
the  proportion  of  one  pure  gray  to  one  pure 
albino  to  two  mixed  grays. 

2.  If  a  pure  bred  albino  is  mated  with  a  mixed 
gray  (heterozygote)  the  immediate  offspring  wiO 
include  albinos  and  heterozygous  grays  in  about 
equal  ratio.  These  albinos  will  breed  true,  and 
again,  the  heterozygotes,  if  inbred,  will  yield  the 
same  three  types  of  mice:  pure  breeding  house- 
mice,  pure  breeding^  albinos,  and  heterozygous 
grays. 

In  testing  for  the  inheritability  of  any  character,, 
it  is  necessary  first,  to  inbreed  individuals  who. 
express  these  characters  in  themselves.  If  the 
character  is  transmitted  through  one  generation: 
after  another  to  all  the  offspring,  it  is  proved  to  be- 
an inheritable  one.  The  mice  must  be  allowed  to 
live  until  the  cancer  age  of  the  mouse.  The  poten- 
tial may  be  present  in  the  mouse  but  the  animal 
may  die  from  some  disease  before  reaching  the 
cancer  age,  so  that  the  inheritability  cannot  be 
determined  by  inbreeding  alone. 

For  a  cross  check  the  author  used  the  hybridiza- 
tion test.  If  both  the  individuals  that  express  can- 
cer and  those  that  do  not  still  carry  it  into  the  strain 
with  which  they  are  hybridized  with  the  same 
certainty  that  albinism  is,  and  if  from  such  hybrid- 
izing processes   one   can   extract   lines  of   cancer- 
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bearing  individuals  that  breed  through  and  in  turn 
carry  strains  with  those  in  which  they  are  hybrid- 
ized and  also  in  non-cancer-bearing  individuals, 
the  inheritability  of  cancer  is  proved  beyond  a 
doubt,  provided  all  possible  control  tests  are  used 
at  the  same  time.  As  controls  the  author  has  used 
the  following  for  years:  (i)  house-mice  and  other 
mice  of  proved  non-tumorous  strains  when  kept 
in  the  same  cage  with  cancerous  mice.  (2)  When 
a  cancerous  mouse  dies,  non-tumorous  mice  are 
given  the  soiled  cage  in  which  the  cancerous  mouse 
died,  with  all  the  debris  and  old  food  soiled  by  the 
dead  mouse. 

3.  The  young  of  carcinomatous  mothers  are  fed 
and  reared  by  non-tumorous  mothers;  and  the 
young  of  non-tumorous  mothers  are  fed  and  reared 
by  cancerous  mothers.  The  author  never  had  a  case 
of  contagion  in  any  of  these  tests. 

4.  Over  and  over  again  the  cancers  of  mice 
have  been  eaten  by  their  mates  or  by  mice  placed 
with  them  as  controls. 

5.  Portions  of  the  cancer  and  of  the  viscera  of 
dead  cancerous  mice  have  been  fed  systematically 
to  mice  in  control  cages.  The  author  never  had 
a  case  of  cancer  in  such  mates  or  in  such  con- 
trols. 

All  materials  used  in  the  work — cages,  boxes, 
dishes — are  kept  as  nearly  as  possible  sterile. 
Materials  used  for  cancerous  mice  are  not  used  for 
non-cancerous  mice.  The  hands  of  all  workers  are 
sterilized  before  passing  from  tumorous  to  non- 
tumorous  stock. 

These  contagion  tests  show  that  cancer  is  no  more 
contracted  by  contact  than  albinism  is,  and  con- 
tagion is  therefore  ruled  out  as  a  factor  in  the 
transmission  of  cancer. 

The  same  principles  of  inheritance  of  leukaemia 
and  pseudoleukaemia  in  mice  hold  good  as  in  cancer. 
Leukaemic  individuals  have  transmitted  cancer 
with  the  same  certainty  as  carcinomatous  individ- 
uals in  the  cancer  strains  and  the  age  incidence  of 
leukaemia  is  closely  parallel  with  that  of  carcinoma. 
The  author  has  never  seen  a  case  of  leukaemia  under 
eight  months.  No  one  has  so  far  been  able  to  infect 
a  mouse  with  leukaemia. 

It  is  possible  by  proper  breeding  to  eliminate 
cancer  from  a  strain.  As  cancerous  ancestry  deep- 
ens behind  a  generation  the  individuals  of  that 
generation  become  more  completely  cancerous  and 
multiple  tumors  are  more  common.  The  latest 
product  of  a  highly  cancerous  stock  is  full  of  cancer- 
ous growths.  In  no  strain  throughout  these  ex- 
periments has  cancer  ever  been  bred  in  where 
it  has  not  appeared  in  the  progeny,  if  the  mice 
have  lived  to  cancer  age.  The  results  obtained 
from  the  author's  series  of  experiments  have 
shown  beyond  a  doubt  the  tendency  to  produce 
neoplasms,  under  the  right  provocation,  when 
transmitted  from  generation  to  generation  with 
the  same  inevitableness  as  the  transmission  of 
albinism. 

Cancer  communities  in  humans  may  be  explained 


on  the  same  principle  in  breeding  as  in  mice.  In- 
breeding has  nothing  to  do  with  the  transmission  of 
cancer.  Non-cancerous  mice  have  been  inbred 
for  21  generations  without  the  appearance  of  can- 
cer. Just  what  is  transmitted  in  cancer  cannot 
be  said  any  more  than  is  known  what  is  transmitted 
in  albinism.  All  that  we  can  say  is  that  in  the 
germ  plasm  there  resides  the  potentiality  that  will 
eventuate  in  cancer  developing  under  proper  trau- 
matic or  chronic  irritation.  Overirritation  in  a 
cancerous  mouse  of  any  locality  tends  to  cause  a 
cancer  to  originate  there.  Forced  breeding  and 
suckling  of  young  in  a  vigorous  female  of  cancerous 
ancestry  results  in  a  cancer  of  the  mammary  tissue 
and  in  the  mamma  most  constantly  used.  The 
same  suckling  in  the  non-cancerous  strain  produces 
no  cancer.  Fighting  cancerous  mice  frequently 
show  neoplastic  growths  in  their  wounds  received 
in  battle.  Irregular  teeth  or  a  wound  in  that  region 
is  a  constant  finding  when  carcinoma  has  occurred 
in  the  mouth  of  a  mouse.  Elimination  of  the  chronic 
focus  of  irritation  in  the  author's  mice  reduced  the 
cancer  incidence. 

All  mice,  both  cancerous  and  non-cancerous,  were 
subjected  to  the  same  visitation  of  bedbugs  and 
cockroaches.  The  vermin  did  not  diflferentiate 
between  the  different  strains,  but  resided  with 
equal  familiarity  with  each. 

When  cancer  is  first  put  into  a  strain  where  it  has 
not  occurred  before,  it  tends  to  appear  in  the  form  of 
sarcoma,  later  in  the  third  and  fourth  generation 
becoming  carcinoma.  In  other  words  the  more 
embryonal  tissues  yield  first  to  the  formless  pro- 
liferation of  cancer,  but  as  the  cancer  becomes 
more  deeply  seated  in  the  strain  the  more  highly 
differentiated  tissues  become  affected  first  and 
carcinoma  becomes  the  predominant  form  of 
neoplastic  growth. 

Inbreeding  cancer  strains  in  mice  tends  to  kill 
off  the  strain.  In  the  latter  generations  of  markedly 
cancerous  strains  animals  eventuate  whose  growth 
processes  tend  to  run  almost  whoUy  to  cancer  and 
not  to  reproduction.  The  animals  of  the  cancerous 
strain  which  show  cancer  are  some  of  the  largest, 
strongest  mice  in  the  strain.  Only  rarely  does  a 
weak  mouse  develop  the  cancer.  The  decrease 
in  food  to  the  point  which  produces  emaciation 
lowers  the  cancer  rate  in  the  strain,  but  it  increases 
the  number  of  deaths  from  common  infection.  It 
also  lowers  the  rate  of  reproduction,  therefore 
it  lowers  the  tumor  growth  and  the  normal  growth. 
The  tumor  appearing  in  the  individual  whose  nor- 
mal growth  processes  are  poor  is  also  of  small  growth. 
The  small  growth  in  old  individuals  also  supports 
this  theory.  The  presence  of  a  tapeworm  in  the 
cancerous  mouse  retards  the  growth  of  the  tumor 
by  withdrawing  the  food  supply.  Constant  repro- 
duction in  cancerous  females  in  the  prime  of  life 
in  every  instance  has  retarded  tumor  growth. 
When  a  strong  cancerous  female  is  not  reproductive 
her  tumor  grows  with  great  rapidity.  Infection 
takes    the    weak    individuals,    cancer    selects    the 
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strong  ones.  A  very  slight  infection  would  kill 
a  pregnant  female,  but  a  tumor  is  retarded  by 
pregnancy.  Infections  are  easily  spread  and  are 
highly  contagious,  but  not  in  a  single  case  was  can- 
cer transmitted  by  contact.  Infection  is  a  disease 
of  early  life,  cancer  of  middle  and  advanced  age 
when  the  normal  growth  processes  are  confined 
to  regeneratioii  and  reproduction. 

In  conclusion,  the  author  questions  the  possibility 
of  proving  cancer  an  infection.  It  can  be  bred  into 
and  out  of  strains  at  will,  and  follows  the  laws  of 
heredity  with  an  inevitableness  which  makes  it  a 
character  that  can  be  manipulated.  Cancer  is  not 
transmitted  as  such,  but  rather  as  a  tendency  to 
occur  from  a  given  provocation,  in  some  form  of 
overirritation.  The  author  suggests  the  elimination 
as  far  as  possible  of  causes  of  the  irritation,  and 
a  eugenic  control  of  matings  in  order  to  eventuate 
a  considerable  decrease  in  the  frequency  of  cancer. 

Harry  G.  Sloan. 

Wood,  F.  C:  Cancer:  What  We  Know  About  It 
and  What  We  Can  Do  For  It.  Ohio  St.  M.  J., 
1915,  xi,  425. 

The  existence  of  cancer  has  been  recognized  from 
the  earliest  times,  the  first  recorded  observations 
going  back  to  2000  B.  C.  The  early  methods  of 
treatment  were  much  the  same  as  those  now  em- 
ployed, the  Egyptians  using  caustics  containing 
arsenic  and  other  metals.  Even  as  early  as 
Roman  times  operations  for  cancer  of  the  breast 
were  described  and  probably  performed.  In  1606 
Fabricus  gave  the  first  detailed  account  of  an  opera- 
tion for  carcinoma  of  the  breast;  removal  of  the 
axillary  nodes  being  recommended  as  the  first 
stage,  to  be  followed  by  excision  of  the  entire 
gland. 

With  the  invention  of  the  microscope  in  the  early 
part  of  the  nineteenth  century  there  began  a  fresh 
period  of  study  which  has  led  to  many  important 
conclusions,  both  as  to  diagnosis  and  prognosis; 
but  the  limitations  of  this  method  have  been  reached 
and  further  advances  must  be  made  by  experimental 
observations.  This  does  not  mean  that  valuable 
information  can  not  still  be  obtained  by  the  collec- 
tion of  series  of  cases,  well  observed  and  accurately 
diagnosed,  in  order  to  learn  the  biology  of  human 
cancer.  We  know  little  enough  at  the  present 
time  about  the  prognosis  of  the  various  types  of 
cancer,  and  only  by  study  on  human  beings  can 
these  obscurities  be  elucidated.  For  the  past 
twenty  years  the  experimental  method  has  been 
employed,  and  many  interesting  facts  have  been 
discovered.  Heredity,  even  in  animals,  has 
been  shown  to  be  an  unimportant  factor  in  the  pro- 
duction of  carcinoma,  the  most  intense  inbreeding 
only  doubling  the  percentage  of  incidence  in  certain 
strains  of  mice.  These  results  can  not  be  applied 
to  human  beings,  since  inbreeding  in  man  is  never 
as  close  as  it  can  be  in  animals. 

The  experimental  method  has  shown  that  an 
animal  bearing  a  primary  tumor  is  extremely  sus- 


ceptible to  inoculation  with  its  own  tumor  and 
resistant  to  inoculation  with  tumor  material  from 
other  animals.  The  same  phenomenon  has  unfor- 
tunately been  observed  in  man,  for  in  treating  pa- 
tients with  vaccine  made  from  tumor-cells,  as  has 
recently  been  recommended,  cases  of  inoculation 
carcinoma  have  been  produced.  This  danger  should 
have  been  recognized,  for  every  metastasis  is 
really  an  inoculation  into  the  body  of  the  host  of 
the  original  tumor.  This  point  emphasizes  the 
necessity  of  avoiding  the  handling  and  manipulation 
of  tumors  in  any  way  before  operation,  and  also  of 
avoiding  all  unnecessary  manipulations  during 
operation,  as  otherwise  particles  of  tumor  may  be 
distributed  through  the  vessels. 

No  immunity  can  be  produced  to  a  growing 
tumor,  although  experimentally  it  has  been  possible 
to  immunize  against  transplanted  tumors  before 
inoculation — an  entirely  different  thing.  No  thera- 
peutic agent  has  been  discovered  which  in  the 
slightest  degree  influences  primary  carcinoma  in 
animals.  It  is  impossible  to  cure  such  a  tumor, 
which  corresponds  exactly  to  that  appearing  in 
human  beings,  by  radium  or  X-ray,  although  meta- 
static nodules  can  be  cured  in  animals  just  as  in  man, 
by  radium. 

None  of  the  so-called  cancer  cures  or  treatments, 
of  either  vegetable  or  animal  nature,  has  been 
shown  to  be  of  the  slightest  value  in  the  cure  of 
primary  tumors  of  animals,  or,  consequently,  of 
human  beings.  Such  cures  as  are  reported  are  mere- 
ly evidence  of  incorrect  diagnosis  or  of  the  spon- 
taneous disappearance  of  tumors,  which  occurs  not 
only  in  mice,  but  also  in  man. 

The  only  known  way  to  effectively  treat  a  cancer 
at  the  present  time  is  to  make  an  early  diagnosis  and 
remove  the  growth  by  surgical  procedures.  Al- 
though certain  of  the  non-malignant  or  very  slightly 
malignant  growths,  such  as  epulides  and  basal-celled 
epitheliomata  of  the  face,  have  been  cured  by 
liquid  air,  radium.  X-rays,  or  caustics,  the  applica- 
tion of  these  substances  should  be  limited  to  tumors 
which  cannot  be  removed  by  operation;  in  other 
words,  every  removable  tumor  should  be  operated 
on  as  soon  as  its  nature  is  determined. 

Klein,  G.:  Combined  Treatment  of  Carcinoma 
with  Mesothorium,  Rontgen  Rays,  and  Intra- 
venous Injection  (Kombinierte  Carcinom- 
behandlung  mit  Mesothorium,  Rontgenstrahlen,  and 
intravenosen  Injektionen) .  Beitr.  z.  klin.  Chir., 
1915,  xcv,  593. 

Klein  has  used  his  method  of  actinotherapy  in 
47  cases  of  gynecological  carcinoma  and  in  32 
surgical  carcinomata.  The  results  were  not  very 
satisfactory  in  internal  carcinomata,  but  in  those 
of  the  lips,  face,  and  breast  the  results  were  excellent. 
He  describes  one  particularly  striking  case  of  cancer 
of  the  breast  that  had  recurred  several  times.  All 
cancer  nodules  disappeared  after  his  treatment, 
and  there  has  been  no  recurrence,  now  more  than 
3  years  later. 
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His  technique  is  as  follows:  Mesothorium  is 
applied  for  some  days  for  intervals  of  2,  3,  or  12 
hours,  depending  on  the  size  and  location  of  the 
carcinoma.  During  this  time  two  intravenous 
injections  are  made,  in  some  cases  of  borcholin, 
in  others  of  radium-barium  selenate.  He  thinks 
the  latter  preparation  is  the  most  effective.  The 
dosage  and  duration  of  irradiation  must  be  closely 
watched  and  varied  to  suit  the  individual  case. 
Between  each  series  of  two  mesothorium  treatments 
intensive  rontgen  treatment  is  given.  Only  medium 
doses  of  mesothorium  are  used,  50  to  100  mg.  Bumm 
at  first  used  too  large  doses  and  produced  necrosis 
of  neighboring  tissues  and  in  some  cases  even  death. 
On  the  contrary  very  high  doses  of  filtered  rontgen 
rays  are  given.  The  rays  are  more  effective  if 
given  over  a  few  large  fields  than  over  many  small 
ones.  A.  Goss. 

Schepeltnann,    E.:     Trauma    and    New-Growths 

(Trauma  und  Gewachse).     Med.  i^T/iw.,  Berl.,  1915, 
xi,  741. 

No  one  has  succeeded  in  proving  experimentally 
that  trauma  produces  new-growths.  Clinical  ex- 
perience seems  to  show,  however,  that  continued 
mechanical  irritation  is  a  factor  in  their  production, 
as  evidenced  in  breast  cancer  from  irritation  by 
corset  stays,  cancer  of  the  cheek  from  jagged  teeth, 
cancer  of  the  lips  in  pipe-smokers,  etc.  In  spite  of 
these  facts,  however,  it  seems  that  not  more  than 
2  per  cent  of  new-growths  show  a  history  of  pre- 
ceding trauma.  Lubarsch  says  that  not  a  single 
authentic  case  has  been  reported  in  which  a  single 
trauma  gave  rise  to  a  malignant  new-growth.  In 
many  of  the  cases  reported  it  is  probable  that  the 
injury  only  revealed  the  presence  of  a  tumor  that  al- 
ready existed.  It  is  well  known  that  tumors 
may  grow  to  quite  a  large  size  without  causing 
any  symptoms.  Moreover,  the  regions  that  are 
most  exposed  to  injury,  as  the  fingers,  elbows, 
and  legs,  show  the  smallest  number  of  cancers. 
There  is  no  possibility  of  a  neoplasm  having  been 
caused  by  an  injury  if  the  interval  between  the 
accident  and  the  development  of  the  tumor  is 
more  than  three  or  four  weeks. 

Though  single  traumas  do  not  cause  cancers, 
they  may  hasten  their  development.  Bruising 
a  tumor  may  cause  haemorrhage  and  necrosis,  which 
lead  to  changes  in  metabolism  and  hasten  develop- 
ment. Lubarsch  thinks,  however,  that  even  this 
is  unusual  and  he  will  not  admit  that  tumor  growth 
has  been  hastened  by  an  injury  unless  histological 
examination  shows  traces  of  injury  in  the  tumor 
tissue,  such  as  haemorrhage  and  necrosis,  and  signs 
of  accelerated  growth.  But  it  is  not  unusual  for 
a  single  injury  to  give  rise  to  metastases.  The 
injury  of  the  primary  tumor  may  cause  cancer-cells 
to  break  into  the  blood  or  lymph-vessels  and  be 
carried  through  the  body  or  to  the  neighboring 
lymph-glands.  They  are  particularly  liable  to 
lodge  and  develop  in  the  more  vascular  regions, 
such   as   the   bone-marrow   and   liver.     It   is   not 


known  whether  trauma  is  capable  of  changing 
a  benign  into  a  malignant  tumor,  but  if  Cohn- 
heim's  theory  is  true  that  all  tumors  are  benign  at 
first  and  only  become  malignant  from  the  removal 
of  inhibiting  influences,  this  would  seem  very 
probable.  Rupture  of  cystic  tumors  and  haemor- 
rhage or  torsion  of  the  pedicle  of  new-growths  may 
be  caused  by  trauma.  A.  Goss. 

Nicoll,  M.,  Jr.:  Intraspinal  Administration  of 
Antitoxin  in  Tetanus.  /.  Am.  M.  Ass.,  1915, 
Ixiv,  1982. 

The  results  obtained  in  this  series  of  cases,  taken 
indiscriminately  and  regardless  of  clinical  conditions, 
with  the  low  death-rate  of  20  per  cent,  Nicoll  claims 
is  due  largely  to  the  intraspinal  dosage.  He  recom- 
mends the  following  method  of  administration: 

1.  Using  3,000  to  5,000  units  an  injection  is 
made  into  the  lumbar  region  of  the  spinal  canal, 
preferably  under  an  anaesthetic,  the  volume  of  the 
fluid  being  brought  up  to  10  to  15  cubic  centimeters 
by  the  addition  of  sterile  normal  saline,  the  exact 
amount  being  regulated  according  to  the  age  of  the 
patient  and  the  amount  of  spinal  fluid  withdrawn. 

2.  Ten  thousand  units  are  used  intravenously  at 
the  same  time. 

3.  The  intraspinal  dose  is  repeated  in  twenty- 
four  hours. 

4.  A  subcutaneous  dose  of  10,000  units  is  given 
three  or  four  days  later. 

Nicoll  strongly  urges  the  adoption  of  the  well 
recognized  adjuvants  to  specific  treatment,  as 
quiet,  subdued  light,  sedatives,  etc. 

The  histories  of  the  20  cases  treated  by  this 
method  show  that  the  period  of  incubation  ranged 
from  7  to  II  days;  in  4  of  the  cases  this  period  was 
undeterminable.  In  each  case  the  serum  was  given 
intraspinally  and,  when  the  symptoms  indicated, 
was  repeated  in  24  hours.  It  is  interesting  to  note 
that  in  one  case,  a  male,  period  of  incubation  14 
days,  after  5,000  units  had  been  given  intraspinally 
and  10,000  units  intravenously,  there  developed 
marked  anaphylaxis,  with  general  urticaria  and 
oedema  of  the  glottis  and  lungs.  This,  however, 
passed  away  after  the  administration  of  epinephrin. 
Forty-eight  hours  afterward  the  intraspinal  dose 
was  repeated  with  less  reaction.  This  patient  is 
among  the  cured.  The  four  fatal  cases  died  sud- 
denly, probably  due  to  a  short  incubation  and  the 
long  delay  in  beginning  the  treatment.  One 
developed  tetanus  after  a  herniotomy,  and  though 
he  was  able  to  take  fluids  by  mouth,  and  the  con- 
vulsions had  ceased,  he  died  from  pulmonary 
oedema. 

Nicoll  believes  that  without  doubt  a  few  of 
these  cases  would  undoubtedly  have  recovered  if 
the  intraspinal  injection  had  not  been  given,  but 
the  results  obtained  are  so  much  more  favorable 
than  when  large  doses  are  used  by  the  intravenous 
and  intramuscular  methods  that  he  cannot  help  but 
claim  better  results  from  this  method. 

L.  B.  Crawford. 
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Kempf ,  F. :  Treatment  of  Tetanus  by  Endoneural 
Injection  of  Antitetanus  Serum  and  Drainage 
of  the  Nerve  (Die  BchandluriK  dcs  Tetanus  mit 
endoneuraler  Scruminjcktion  und  Nervendrainage). 
Arch.  f.  klin.  Chir.,  1915,  cvi,  769. 

Kempf  thinks  tetanus  can  be  treated  much  more 
effectively  than  it  is  at  present  by  injecting  the  anti- 
toxin directly  into  the  nerve-trunks.  He  describes 
two  cases  in  which  he  has  used  this  method.  They 
were  quite  severe  cases  with  pronounced  trismus, 
difficulty  in  swallowing,  stiffening  of  the  muscles,  and 
attacks  of  dyspnaa.  The  incubation  period  was  18  to 
20  days,  but  he  is  not  convinced  that  the  prognosis 
is  dependent  on  the  length  of  the  incubation  period. 
The  injections  should  be  made  into  the  nerve-trunks 
of  the  motor  nerve  of  the  limb  affected,  in  his  case 
the  nerves  of  the  axilla.  In  wounds  of  the  head 
the  trifacial  and  facial  should  be  injected,  and  in 
wounds  of  the  trunk  any  anatomical  atlas  will  show 
what  nerves  supply  the  region. 

The  endoneural  injection  blocks  the  nerve  for  any 
toxin  that  may  be  produced  later  and  also  sends  anti- 
toxin to  the  motor  centers  in  the  medulla  to  over- 
come the  toxin  that  is  already  anchored  there. 
Endoneural  injection,  he  thinks  is  both  less  danger- 
ous and  more  effective  than  subdural  injection. 
The  injection  needle  is  pushed  into  the  nerve-trunk 
toward  the  center  and  the  fluid  emptied  by  slight 
pressure.  The  nerve  distends  and  the  distention 
subsides  as  the  serum  is  taken  up  by  the  nerve, 
leaving  very  little  at  the  site  of  injection.  The 
eye  can  follow  the  progress  of  the  antitoxin  upward 
in  the  nerve. 

In  Kempf's  second  case,  in  order  to  strengthen 
the  effect  of  the  injection,  he  drained  the  nerve,  the 
object  being  to  drain  the  toxin  from  the  body.  He 
used  metal  tubes  fastened  with  catgut  into  a  longi- 
tudinal slit  in  the  nerve.  It  would  be  better  to 
use  tubes  bent  at  right  angles,  one  arm  being  in- 
serted into  the  nerve,  the  other  projecting  out  of 
the  wound.  The  tubes  should  be  of  soft  metal 
so  they  can  be  bent  at  any  desired  point,  and 
they  should  be  almost  as  large  in  diameter  as  the 
nerve,  so  there  will  be  no  danger  of  their  being 
occluded. 

In  cases  where  the  above  method  fails  he  pro- 
poses to  cut  the  motor  nerves  of  the  region  and 
sew  the  ends  into  the  skin  wound.  In  this  way 
the  toxin  that  is  formed  will  be  discharged  from 
the  peripheral  end,  and  injections  of  serum  can  be 
made  into  the  central  end.  It  is  worth  while  to 
risk  the  resulting  paralysis  for  the  sake  of  saving 
the  patient's  life,  and  the  nerves  can  be  sutured 
together  again  after  the  patient  is  well  and  motion 
restored. 

Experimental  work  has  been  done  showing  that 
animals  in  whom  tetanus  toxin  has  been  injected 
do  not  have  convulsions  if  the  motor  nerves  have 
been  cut  previously.  At  least  200  ccm.  of  antitoxin 
should  be  injected.  The  injection  should  be  made 
slowly  and  when  one  nerve  becomes  very  much 
distended    the    needle    should    be   changed    until 


the  distention  subsides.  His  injections  were  made 
under  general  anaesthesia,  and  both  patients 
recovered.  A.  Goss. 

SERA,  VACCINES,  AND  FERMENTS 

Burnham,  A.  C:  Tuberculin  in  Surgical  Tuber- 
culosis, witii  Special  Reference  to  the  Use  of 
Sensitized  Bacillary  Emulsion.  J.  Am.  M.  Asx., 
1915,  Ixv,  146. 

Burnham  shows  the  value  of  sensitized  bacillary 
emulsion  of  tubercle  bacilli  in  both  localized  and 
pulmonary  tuberculosis.  The  emulsion  is  pre- 
pared by  growing  tubercle  bacilli  in  an  antitubercu- 
lous  serum,  and  then  washing  the  bacilli  to  remove 
the  excess  of  serum,  after  which  the  bacilli  are 
prepared  in  an  emulsion,  i  ccm.  containing  the 
equivalent  of  5  mg.  of  dried  bacilli.  Burnham 
begins  with  very  small  doses  (about  one  millionth 
of  a  ccm.  or  less),  increasing  very  slowly,  and 
administering  every  5  to  8  days.  Of  14  cases  of 
surgical  tuberculosis  treated,  4  showed  marked  im- 
provement, 6  showed  fair  improvement,  3  showed 
no  change,  and  one  grew  worse. 

Of  16  cases  of  pulmonary  tuberculosis  treated, 
3  showed  marked  improvement,  4  showed  fair 
improvement,  4  showed  no  change,  and  5  grew 
worse. 

Burnham  concludes  that  the  sensitized  tubercu- 
lin has  the  same  clinical  action  as  the  ordinary 
emulsion  and  that  the  best  results  follow  the  use  of 
small  doses  administered  not  oftener  than  every 
5  days.  R.  G.  Packard. 

Feldner,  J.:  Diagnostic  Value  of  Urobilinuria  in 
Surgery  (Die  diagnostische  Bedeutung  der  Uro- 
bilinurie  fur  die  Chirurgie).  Zeniralbl.  f.  d.  Grenzgeb. 
d.  Med.  u.  Chir.,  1915,  xix,  163. 

Surgeons  have  heretofore  paid  little  attention  to 
urobilinuria  as  a  means  of  diagnosis,  but  it  is  really 
of  great  importance  in  a  number  of  surgical  con- 
ditions. Urobilin  originates  from  bilirubin  which 
is  a  product  of  disintegration  of  red  blood-cells. 
Urobilin  is  formed  by  the  action  of  reducing  bacteria, 
the  reduction  taking  place  in  the  intestine  under 
normal  conditions,  and  in  pathological  cases  in 
the  liver.  The  urobilin  formed  in  the  intestines 
is  carried  by  the  portal  vein  to  the  liver  where  it  is 
passed  along  in  the  form  of  bilirubin  if  the  liver 
is  competent;  the  appearance  of  urobilin  in  the  urine 
indicates  a  relative  insufficiency  of  the  liver.  There- 
fore urobilinuria  may  indicate  one  of  three  things: 
there  is  excessive  bacterial  action  either  in  the 
intestines  or  bile  passages;  there  is  increased  haemoly- 
sis to  such  an  extent  that  the  liver  cannot  handle  all 
of  the  material  and  relative  insufficiency  results; 
or  there  is  disease  of  the  liver,  preventing  it  from 
taking  care  of  even  the  normal  amount  of  urobilin. 

If  the  hepatic  or  common  bile-duct  is  completely 
obstructed,  icterus  appears  and  there  is  bilirubin  in 
the  urine,  showing  that  the  bile  is  backed  up  into 
the  blood,  but  there  is  no  urobilin  in  the  urine  be- 
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cause  no  bile  gets  into  the  intestines.  As  soon  as 
the  stone  passes  on  the  bile  rushes  into  the  intestine 
and  there  is  so  much  urobilin  that  the  liver  cannot 
take  care  of  it  and  it  appears  in  the  urine.  This 
alternation  of  positive  and  negative  urobilin  find- 
ings is  valuable  in  making  a  differential  diagnosis 
between  obstruction  by  bile-stones  and  by  malig- 
nant new-growths.  Stones  in  the  gall-bladder  do 
not  in  themselves  cause  urobilinuria,  but  if  there  is 
bacterial  inilammation  there  is  pronounced  urobili- 
nuria as  the  results  of  a  septic  process  in  the  liver 
which  leads  to  reduction  of  the  bilirubin  within  the 
liver.  Thus  urobilinuria  may  give  warning  of 
beginning  infection  of  the  bile  tract  in  general  in- 
fections such  as  typhoid,  where  the  symptoms  of 
cholecystitis  are  masked  by  the  typhoid.  Urobili- 
nuria is  also  of  value  in  making  a  diagnosis  of  malig- 
nant metastasis  in  the  liver;  the  conditions  with 
which  it  is  apt  to  be  confused  —  gastric  ulcer  and 
cancer  —  do  not  produce  urobilinuria,  while  in- 
volvement of  the  liver  does.  Cirrhosis  and  other 
diseases  of  the  liver  also  cause  urobilinuria.  Fever 
in  itself  does  not  cause  urobilinuria,  but  it  is  apt  to 
be  present  in  febrile  cases,  because  of  hepatitis 
caused  by  the  bacteria  producing  the  infection.  In 
cases  where  urobilinuria  is  present  it  is  best  not  to 
give  chloroform  as  an  anaesthetic,  as  it  is  well 
known  that  chloroform  is  very  toxic  for  the  liver- 
cells. 

Urobilinuria  is  particularly  important  in  anasmic 
conditions.  Its  presence  shows  that  the  anaemia 
is  due  to  excessive  haemolysis  and  that  therefore 
splenectomy  is  indicated.  In  chlorosis  there  is  not 
a  trace  of  urobilinuria  for  there  is  too  little  blood 
formed;  but  in  the  hasmolytic  anaemias,  such  as 
pernicious  anaemia,  it  is  present  and  indicates 
operation.  Urobilinuria  is  particularly  intense  in 
hasmolytic  cirrhosis,  for  in  this  condition  there  is 
not  only  increased  destruction  of  red  cells  but 
also  a  process  of  destruction  going  on  in  the  liver 
parenchyma.  Removal  of  the  spleen  puts  a  stop 
to  both  these  processes.  In  cases  of  catarrhal 
jaundice  accompanied  by  urobilinuria  acute  yellow 
atrophy  is  threatened.  Eppinger  reports  a  case  in 
which  some  of  the  signs  of  the  latter  condition  had 
developed,  but  which  was  saved  by  early  splenec- 
tomy. In  cases  of  acute  insufficiency  of  the  liver, 
such  as  that  due  to  phosphorus  poisoning,  the  liver- 
cells  are  destroyed  so  completely  that  no  bile  is 
produced  and  consequently  there  is  no  urobilinuria. 
In  cases  of  tumors  of  the  upper  abdomen  an  ex- 
amination for  urobilinuria  wiU  show  whether  the 
spleen-liver  circle  is  involved  and  therefore  whether 
splenectomy  is  indicated. 

Of  course  urobilinuria  is  so  frequent  that  no 
far  reaching  conclusions  can  be  drawn  from  it  alone, 
but  in  conjunction  with  other  symptoms  such  as 
jaundice  or  abdominal  tumor  it  becomes  instruc- 
tive. The  aldehyde  test  for  urobilinuria  is  so  simple 
and  easy  that  surgeons  can  easily  apply  it,  and 
in  important  cases  it  can  be  confirmed  by  the  fluores- 
cent  test.     Still   finer   points  in  diagnosis  can  be 


settled  by  examination  of  the  duodenal  contents 
for  bile  pigments  by  means  of  Einhorn's  duodenal 
tube.  In  this  way  urobilinuria  due  to  polycholia 
can  be  distinguished  from  that  due  to  cholangitis. 

A.  Goss. 

BLOOD 

Stewart,  G.  N.:  A  Study  of  Inequalities  in  the 
Blood  Flow  in  the  Two  Hands  (or  Feet)  Due  to 
Mechanical  Causes,  etc.  J.  Exp.  Med.,  191 5, 
xxii,  I. 

In  a  careful  and  painstaking  study  of  this  subject 
Stewart  has  determined  that  in  cases  in  which 
great  inequalities  in  the  blood  flow  in  the  two  hands 
were  produced  by  mechanical  causes — ligation  or 
compression  of  vessels,  embolism — the  stability 
of  the  ratio  of  the  flows,  in  successive  measure- 
ments at  short  intervals,  was  found  to  be  charac- 
teristic. Over  long  intervals  the  opening  up  of 
collateral  circulation  or  the  progressive  increase  of 
the  block— in  a  case  of  multiple  embolism  with 
thrombosis — was  followed  by  changes  in  the  ratio  of 
the  blood  flow  in  the  normal  and  the  affected  part. 
Another  criterion  of  these  conditions  was  found 
to  be  that  the  inequality  was  not  abolished  by 
producing  general  vasomotor  changes;  e.g.,  by  alter- 
ing the  external  temperature. 

Also,  in  certain  cases  inequalities  in  the  blood  flow 
in  the  two  hands  or  feet  were  found  which  were  not 
stable  from  day  to  day,  and  which  could  be  abolished, 
reduced,  increased,  or  reversed  by  alterations  in  the 
external  conditions  which  bring  about  general  vaso- 
motor changes.  These  inequalities,  not  associated 
with  clinically  recognizable  differences  between  the 
parts  compared,  were  interpreted  as  due  to  unequal 
activity  of  the  vasomotor  mechanism  on  the  two 
sides.  The  condition  appeared  to  be  most  frequent 
in  certain  groups  of  neurological  cases. 

George  E.  Beilby. 

Hess,  A.  T.:  The  Blood  and  the  Blood-Vessels  in 
Hsemophilia  and  Other  Hsemorrhagic  Diseases. 

Bull.  Johns  Hopkins  Hosp.,  1915,  xxvi,  264. 

The  author  states  that  it  is  impossible  at  the 
present  time  to  classify  the  haemorrhagic  diseases. 
However  he  recognizes  two  main  groups,  haemo- 
philia and  purpura.  By  haemophilia  is  meant 
the  type  of  disease  which  is  characterized  by 
its  hereditary  nature  and  by  the  fact  that  it  is 
transmitted  almost  always  to  the  male,  the  fe- 
male showing  no  manifestations  of  the  disease. 
Clinically,  its  main  criterion  is  the  great  delay  in 
the  coagulation  of  the  blood.  The  purpuras,  on  the 
other  hand,  show  an  almost  normal  coagulation 
time  of  the  blood,  and  the  condition  occurs  in 
females  as  frequently  as  in  males.  This  group  is 
characterized  by  a  diminished  number  of  the 
blood  platelets,  which  are  normal  in  haemophilia; 
by  an  increase  in  the  bleeding  time;  by  the  occur- 
rence of  haemorrhage  at  the  site  of  subcutaneous 
puncture;  by  the  appearance  of  many  small  petechial 
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spots;  and  by  the  freedom  of  the  joints  from  haemor- 
rhagic  involvement.  In  addition  to  these  signs, 
Hess  describes  what  may  be  termed  the  capillary 
resistance  test,  which  is  chiefly  present  in  the 
purpuric  conditions  and  has  been  found  to  be  absent 
in  haemophilia.  By  this  is  meant  the  phenomenon 
of  the  appearance  of  petechial  spots  on  the  forearm 
following  the  application  of  a  tourniquet  for  a 
definite  period  to  the  upper  arm;  in  other  words, 
after  subjection  of  the  vessel  walls  to  the  increase 
in  pressure. 

Hess  states  that  the  defect  leading  to  haemo- 
philia is  not  definitely  known.  It  has  been  general- 
ly determined  that  there  is  no  deficiency  of  calcium, 
although  in  some  instances  a  definite  deficiency  of 
calcium  was  established.  This  was  determined  by 
means  of  the  calcium  estimations  of  the  blood,  by 
the  hastening  of  coagulation  following  the  addition 
of  minimal  amounts  of  calcium  to  the  blood  (a 
procedure  which  delays  or  does  not  hasten  the 
coagulation  of  normal  blood),  and  by  metabolism 
studies. 

From  a  clinical  standpoint  the  author  thinks 
that  too  much  stress  is  at  present  being  laid  upon 
the  coagulation  time  of  the  blood  and  even  from 
blood  obtained  not  directly  from  the  blood-vessels 
and  that  operations  are  undertaken  if  the  clotting 
time  is  reported  as  normal.  This  leads  to  serious 
or  fatal  consequences.  It  is  far  more  important 
from  this  point  of  view  to  ascertain  the  number 
of  platelets,  the  bleeding  time,  and  the  appearance  or 
absence  of  haemorrhage  following  subcutaneous  punc- 
ture. George  E.  Beilby. 

Lewisohn,  R.:    Blood  Transfusion  by  the  Citrate 
Method.    Surg.,Gynec.  &"  Obst.,  1915,  xxi,  37. 

This  work  was  begun  with  the  object  of  simplify- 
ing the  technique  of  blood  transfusion.  The  method 
of  vessel-anastomosis  and  the  syringe  method  are  too 
complicated  for  general  use.  The  object  of  this 
work  was  to  find  an  atoxic  anticoagulant  which 
would  prevent  the  blood  from  clotting  during  the 
transfer  from  donor  to  recipient.  From  a  series 
of  animal  experiments  the  following  facts  were 
elucidated : 

1.  Sodium  citrate  mixed  with  blood  in  the  ratio 
of  0.2  per  cent  will  prevent  the  blood  from  clotting 
for  two  to  three  days. 

2.  The  coagulation  time  of  the  recipient's  blood, 
tested  after  the  transfusion  of  citrated  blood,  is 
shortened.  After  a  few  hours  the  coagulation  time 
again  becomes  normal. 

3.  Sodium  citrate  is  only  conditionally  atoxic. 
Animal  experiments  show  that  if  i  per  cent  instead 
of  0.2  per  cent  citrate  is  present  in  the  blood, 
transfusions  of  large  amounts  of  citrated  blood  are 
fatal. 

The  author  gives  detailed  reports  of  22  blood 
transfusions  performed  by  his  method.  The  largest 
amount  transfused  at  one  time  was  1,000  ccm.  In 
one  case  1,600  ccm.  were  given  to  a  patient  within 
twenty-four  hours. 


No  untoward  symptoms  occurred  in  any  of  the 
cases.  Some  cases  showed  a  moderate  polyuria — 
caused  by  the  introduction  of  the  citrate.  There 
were  no  macroscopical  or  microscopical  changes  in 
the  urine.  The  technique  is  extremely  simple. 
The  donor's  vein  is  punctured  and  the  blood  col- 
lected in  a  glass  jar  and  mixed  with  a  2  per  cent 
sterilized  solution  of  sodium  citrate  in  the  ratio  of 
I  :io.  The  recipient's  vein  is  then  either  punctured  or 
exposed  and  the  citrated  blood  is  introduced  through 
a  salvarsan  flask  or  an  ordinary  glass  funnel. 
Haemoglobin  tests  taken  a  few  days  after  the  trans- 
fusion show  that  the  citrated  blood  is  clinically  as 
valuable  as  unmixed  blood.  Even  haemorrhagic 
conditions  are  no  contra-indication  against  the 
use  of  this  method,  as  the  coagulation  time  of  the 
recipient's  blood  is  shortened  after  the  transfusion 
of  citrated  blood. 

The  new  method  offers  the  following  advantages 
as  compared  with  the  older  methods: 

1.  The  citrate  method  is  technically  as  easy  as 
an  ordinary  saline  infusion,  therefore  it  does  not 
require  any  special  technical  skill. 

2.  Donor  and  recipient  are  not  in  the  same  room, 
which  lessens  the  psychical  shock  for  the  patient. 
Furthermore  it  eliminates  the  risk  of  infecting  the 
donor  in  cases  of  sepsis. 

Ottenberg,  R.,  and  Libman,  E. :  Blood  Transfusion : 
Indications;   Results;   General  Management. 

Am.  J.  M.  Sc,  1915,  cl,  36. 

Blood  transfusion,  until  recently,  was  expected 
to  be  a  cure-all,  and  was  tried  in  almost  every  kind 
of  desperate  condition.  As  the  result  of  a  large 
amount  of  work  done  since  Crile's  introduction  of 
a  successful  technique  for  direct  blood  transfusion, 
the  real  indications  for  transfusion  have  become 
better  understood  and  more  sharply  defined. 

Crile's  statement  of  the  indications  have  for  the 
most  part  remained  valid,  but  subsequent  experience 
has  altered  the  authors'  views  in  regard  to  many  of 
them.  In  particular  the  indications  for  transfusion 
have  been  extended  by  two  facts:  transfusion  has 
become  safe,  and  transfusion  has  become  a  much 
less  serious  procedure  for  both  patient  and  donor. 

In  the  present  paper  the  authors  have  made  a 
clinical  study  of  212  blood  transfusions  in  189 
cases  which  they  have  had  the  opportunity  of  observ- 
ing either  in  the  hospital  or  in  private  practice. 
These  transfusions  were  done  by  a  number  of  dif- 
ferent surgeons,  and  for  a  great  variety  of  different 
conditions. 

There  were  42  cases  in  which  transfusion  saved 
life.  Of  these,  29  subsequently  recovered  entirely 
and  were  discharged  well  or  have  continued  under 
observation  up  to  the  present  time;  13  were  saved 
from  immediate  death  but  have  continued  to  suffer 
from  some  chronic  condition  which  could  not  have 
been  cured  by  transfusion,  such  as  pernicious 
anaemia,  leukaemia,  etc.  These  cases  fall  under 
four  main  headings:  (i)  acute  anaemia  from 
haemorrhage,    (2)    haemorrhagic   diathesis,   whether 


512 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


hereditary  or  acquired,  (3)  grave  chronic  anaemias, 
and  (4)  poisoning. 

Of  cases  cured  or  greatly  benefited,  not  in  a 
desperate  condition  at  the  time  of  transfusion, 
there  were  43  in  which  transfusion  was  not  an 
emergency  measure  but  was  performed  on  patients 
whose  general  condition  had  been  seriously  impaired 
by  chronic  disease.  Most  of  these  patients  ulti- 
mately made  complete  recoveries,  others  continued 
to  suffer  from  chronic  illness.  In  all  there  was 
great  improvement  following  the  transfusion. 

Of  the  189  transfusion  cases,  85,  45  per  cent,  were 
successful  in  that  the  condition  of  the  patient  was 
greatly  improved,   and   42    of   these   transfusions, 

22  per  cent,  were  life-saving. 

There  were  altogether  104  cases  in  which  trans- 
fusion did  no  good  or  in  which  the  continuation  of 
the  original  disease  caused  death. - 

1.  The  first  was  a  group  of  28  cases  which  im- 
proved for  a  short  time  but  died  subsequently  from 
continuation  of  the  original  disease.  These  cases 
included  a  considerable  variety  of  diseases,  chief 
among  which  were  malignant  tumors,  pernicious 
anaemia,  subacute  streptococcus  endocarditis,  dysen- 
tery, typhoid  fever,  and  pyogenic  infections.  These 
were  all  cases  which  lived  from  several  days  to  one 
and  a  half  years  after  transfusion. 

2.  The  second  group  of  the  cases  which  died 
consisted  of  23  cases  of  some  disease  of  itself  so 
grave  that  transfusion  could  not  have  been  expected 
to  do  much  good,  and  was  only  resorted  to  as  a 
desperate  measure.  These  included  3  cases  of 
acute  lymphatic  leukaemia,  i  case  of  typhoid  per- 
foration, I  case  of  brain  tumor,  3  cases  of  diabetic 
coma,  I  case  of  uraemia,  and  i  case  of  haemorrhagic 
diphtheria. 

3.  The  third  group  of  fatal  cases  consisted  of 

23  patients  in  whom  transfusion  might  have  been 
expected  to  be  beneficial,  but  actually  did  little  or 
no  good.  Of  these  the  most  disappointing  were  4 
cases  of  post-operative  shock  and  6  cases  of  patho- 
logical haemorrhage,  including  4  of  cholaemia  and 
2  of  purpura  haemorrhagica.  In  these  cases,  con- 
trary to  expectation,  the  haemorrhages  were  not 
influenced  by  transfusion.  There  were  also  3  cases 
of  haemorrhage  in  typhoid  fever. 

Finally,  there  were  2  cases — i  of  pernicious 
anaemia  and  i  of  subacute  streptococcus  endo- 
carditis— in  which  the  unfavorable  outcome  was 
hastened  by  transfusion  of  excessive  amounts  of 
blood,  and  3  cases  in  which  the  fatal  result  was 
probably  due  to  transfusion  of  incompatible — 
agglutinative  and  haemolytic — blood. 

As  to  special  indications,  there  were  14  cases  of 
gastric  or  duodenal  ulcer.  Almost  all  of  these  were 
in  a  desperate  condition  at  the  time  the  transfusion 
was  done.  Of  the  14  cases  12  recovered.  The  2 
deaths  occurred  not  from  a  continuance  of  the 
haemorrhage  but  from  peritonitis  and  other  complica- 
tions following  laparotomy.  It  is  a  striking  fact 
that  in  almost  all  the  cases  of  gastric  or  duodenal 
ulcer  the  haemorrhages  stopped  after  transfusion. 


The  cases  in  which  transfusion  seems  actually  to 
check  haemorrhage  are  those  of  repeated  or  pro- 
longed bleeding. 

There  were  6  cases  of  severe  dysentery.  These 
patients  were  all  profoundly  anaemic,  due  not  only 
to  haemorrhage,  but  to  nutritional  disturbance. 
In  all  the  cases  the  immediate  results  of  the  trans- 
fusions were  very  good,  but  in  4  of  the  6  cases  the 
intestinal  disturbance  continued  and  the  patients 
ultimately  died.  In  severe  dysentery,  then,  trans- 
fusion is  worth  trying  as  a  temporizing  measure. 

There  were  9  transfusions  in  7  cases  of  typhoid 
fever.  Of  the  7  patients,  all  in  the  most  desperate 
possible  condition,  2  ultimately  recovered.  As 
the  two  patients  who  recovered  would  in  all  proba- 
bility have  died  without  transfusion,  it  is  undoubted- 
ly a  useful  method  in  the  treatment  of  severe  typhoid 
fever.  In  the  presence  of  exceedingly  large  haemor- 
rhages it  can  have,  of  course,  only  a  temporary 
stimulating  value.  In  cases  of  protracted  or 
repeated  haemorrhage  it  not  only  replaces  the  lost 
blood,  but  may  help  to  check  the  haemorrhage.  In 
all  typhoid  cases  the  first  appearance  of  blood  in 
the  stools  should  be  an  indication  to  make  pre- 
parations so  that  a  transfusion  can  be  done,  if 
needed,  on  very  short  notice. 

There  were  3  cases  of  ectopic  pregnancy  and  in 
all  the  transfusion  was  life-saving.  One  was  an 
emergency  case,  an  almost  exsanguinated  patient, 
and  a  transfusion  was  done  immediately  after  the 
operation.  Another  had  been  operated  upon,  but 
two  days  after  the  operation  she  was  doing  badly 
and  a  large  transfusion  was  done.  The  third  was 
a  case  which  bled  slowly  and  in  which  the  diagnosis 
was  at  first  uncertain.  A  transfusion  raised  the 
haemoglobin  from  25  to  50  per  cent  and  a  successful 
laparotomy  was  performed  two  days  later. 

Among  the  most  satisfactory  transfusions  in  the 
whole  series  were  some  of  those  done  preliminary  to 
operation  upon  patients  whose  desperate  condition 
would  otherwise  have  contra-indicated  any  opera- 
tion. There  were  33  such  pre-operative  transfusions 
and  in  13  of  them  the  result  was  decisive  and  the 
patients  recovered.  Three  died  of  operative  shock, 
and  their  experiences  have  not  led  the  authors  to  be- 
lieve that  transfusion  has  any  specific  effect  in  pre- 
venting shock  further  than  its  effect  in  restoring  to 
the  patient  more  or  less  of  his  original  power  of 
resistance. 

There  were  5  transfusions  for  haemorrhage  after 
operation.  In  3  of  the  cases  there  were  brilliant 
recoveries,  in  2  deaths.  In  the  2  fatal  cases — 
nephrotomy  and  operation  for  malunion  of  fractured 
femur — shock  probably  played  almost  as  large  a 
role  as  haemorrhage. 

There  were  7  transfusions  for  post-operative 
shock.  All  the  patients  died  from  within  an  hour 
to  five  days,  and  it  seems  probable  that  transfusion 
is  not  to  be  relied  upon  clinically  as  a  remedy  for 
pure  shock.  It  is  possible  that  if  the  condition  of 
shock  could  have  been  foreseen  and  transfusion 
done  immediately  after   the  operation  instead  of 
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afler  many  liours  of  delay  the  results  might  have 
been  better. 

There  were  12  transfusions  in  0  cases  of  severe 
purpura.  Of  these,  2  died,  uninfluenced  except  as 
to  temporary  replenishment  of  blood,  6  recovered 
completely,  and  i  left  the  hospital  improved. 
More  striking  than  the  statistics  was  the  prompt 
cessation  of  haemorrhage  in  most  of  the  cases. 
The  2  fatal  cases  form  a  peculiar  group,  because 
they  were  both  cases  of  post-partum  purpura  ha:mor- 
rhagica.  In  both  cases  the  haemorrhages  were  en- 
tirely uninfluenced. 

There  were  6  transfusions  in  5  haemophilia  cases. 
In  all  but  I  the  transfusion  was  only  done  after 
protracted  haemorrhage  had  failed  to  yield  to  all 
other  kinds  of  treatment,  including  serum  treat- 
ment. In  5  of  the  6  transfusions  the  haemorrhage 
was  checked  promptly  and  the  patients  regained 
their  health.  In  the  2  cases  that  could  be  followed 
for  some  time  the  tendency  to  haemorrhage  reap- 
peared after  weeks  or  months. 

Every  individual  known  to  have  haemophilia 
should  have  at  his  command  several  persons  whose 
blood  by  previous  tests  is  known  to  be  compatible 
with  his,  and  who  are  willing,  when  called  upon,  to 
give  blood  for  transfusion. 

The  prophylactic  effect  of  small  transfusions, 
25  to  50  ccm.,  repeated  at  long  intervals  of  one  to 
three  months  would  be  well  worth  trying.  The 
authors  compare  the  serum  treatment  with  trans- 
fusion and  reach  the  conclusion  that  it  is  of  little 
value  in  cases  of  haemorrhage,  except  when  used 
locally.  Nevertheless,  on  account  of  the  favorable 
reports  of  others,  and  particularly  on  account  of  the 
successes  reported  in  haemorrhagic  disease  of  the 
newborn — a  condition  with  which  the  authors 
say  they  have  had  little  experience — they  believe 
that  serum  treatment  deserves  a  further  clinical 
trial. 

There  were  18  cases  in  which  haemorrhage  fol- 
lowed some  other  condition:  3  secondary  to  in- 
fections, 5  to  leukaemia,  i  to  pernicious  anaemia,  8 
to  cholaemia  or  prolonged  jaundice,  i  to  nephritis. 
In  haemorrhages  secondary  to  infections  transfusion 
may  check  the  haemorrhage,  but  the  ultimate  result 
will  depend  upon  whether  the  body  overcomes 
the  infection. 

There  were  4  cases  of  lymphatic  leukaemia  in 
which  the  indication  for  transfusion  was  haemor- 
rhage from  the  mucous  membranes.  In  3  of  these 
cases  the  leukaemia  was  acute  and  the  haemor- 
rhages were  uninfluenced  by  transfusion.  In  the 
fourth  case  the  leukaemia  was  of  the  chronic 
type,  and  the  haemorrhages,  which  had  not  been 
so  severe  as  in  the  other  3  cases,  stopped  after 
transfusion. 

The  case  of  pernicious  anaemia  was  one  in  which 
the  haemorrhagic  tendency  only  appeared  when 
the  leucopaenia  became  marked — between  950 
and  3,000  leukocytes  per  cubic  millimeter.  Trans- 
fusion had  little  efifect. 

There  were  13  transfusions  in  12  cases  of  pro- 


longed obstructive  jaundice.  Of  these  cases  4  were 
transfused  preliminary  to  operation  to  prevent 
haemorrhage,  7  were  transfused  for  persistent  haem- 
orrhage after  operation,  and  i  was  transfused 
simply  to  improve  the  general  condition.  The 
results  were  disappointing.  In  the  25  definite 
cases  of  pernicious  anaemia  there  were  no  cures; 
14  of  them  underwent  more  or  less  prolonged 
remissions  immediately  following  transfusion,  while 
II  of  them  showed  little  or  no  effect. 

Transfusion  then  so  far  as  the  authors'  experience 
goes,  is  never  curative  in  pernicious  anaemia.  It  is 
a  symptomatic  remedy  which  with  greater  cer-, 
tainty  than  any  other  known  remedy  overcomes 
the  chief  symptom  of  the  disease — anaemia.  But 
it  does  more  than  this;  in  about  half  the  cases  it 
initiates  a  remission.  It  is  true  that  remissions 
occur  even  in  the  most  desperate-appearing  cases 
without  transfusion.  But  the  promptness  with 
which  the  remission  occurred  in  14  of  the  cases 
leaves  no  doubt  that  the  transfusion  stimulated  the 
remission.  In  two  of  the  authors'  cases  in  which 
a  first  transfusion  failed  to  produce  a  remission  a 
second  transfusion  from  a  different  donor  did. 

There  were  transfusions  in  10  cases  of  leukaemia, 

9  of  the  lymphatic,  i  of  the  myeloid  type.  Four 
of  the  cases  were  of  the  acute  variety,  with  large 
lymphocytes  predominating.  In  3  of  these  the 
transfusions  were  without  effect  and  the  patients 
died  in  a  few  days.  In  the  fourth  the  patient's 
life  was  probably  prolonged  for  three  months  by 
two  transfusions.  In  these  cases  there  were  no 
significant  changes  in  the  blood-picture  following 
transfusion.     The   authors   report   transfusions   in 

10  cases  of  infection  with  pyogenic  organisms  and 
in  4  cases  of  subacute  streptococcus  endocarditis. 
All  the  cases  were  in  the  most  desperate  possible 
condition  at  the  time  of  transfusion,  and  the  4  that 
recovered  probably  owe  their  recovery  to  the  trans- 
fusion. In  prolonged  infection,  due  attention  hav- 
ing been  paid  to  surgical  needs,  the  transfusion  of 
normal  blood  may  be  extremely  valuable  and 
should  not  be  too  long  delayed.  In  acute  infections 
the  value  of  transfusion  should  be  determined  by 
more  extensive  studies  than  have  hitherto  been 
made. 

In  severe  intoxications  transfusion  would  seem  to 
be  indicated  only  if  a  considerable  part  of  the  poison 
is  contained  in  or  has  acted  on  the  blood.  Among 
poisons  which  act  in  this  way  are  carbon  monoxide, 
hydrocyanic  acid,  benzol,  nitrobenzol,  and  possibly 
carbolic  acid.  In  such  cases,  of  course,  a  large 
phlebotomy  must  be  done  before  or  during  the 
transfusion.  In  illuminating  gas  poisoning,  trans- 
fusion is  now  accepted  as  the  best  treatment. 
Four  cases  of  diabetes  were  transfused.  Trans- 
fusion had  no  effect  on  diabetic  coma  or  on  the 
course  of  severe  diabetes. 

In  no  case  in  which  haemolysis  or  agglutination 
did  not  occur  in  the  test-tube  were  any  untoward 
symptoms  observed  which  could  be  attributed  to 
these    phenomena.      The    authors    feel    absolute 
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confidence  thai  if  the  tests  have  been  carefully 
done  nothing  whatever  need  be  feared  from  this 
source.  The  amount  of  blood  to  be  transfused 
should  be  decided  on  before  each  transfusion. 
Before  the  transfusion  it  is  wise  in  every  instance 
to  have  the.  donor  sign  a  legal  form,  relieving  the 
patient  and  the  surgeon  from  further  liability,  and 
stating  the  amount  of  money  that  he  is  to  receive. 
The  technique  of  transfusion  is  discussed.  The 
authors  believe  that  the  syringe  method,  as  prac- 
ticed by  Lindeman,  possesses  great  advantages 
over  other  methods. 

There  are  probably  many  conditions  in  which 
repeated  transfusions  would  accomplish  a  great  deal 
more  than  a  single  large  transfusion,  or  in  which 
the  repetition  of  transfusions  might  become  necessary 
at  later  stages  of  the  disease.  Some  such  conditions 
are  pernicious  anaemia,  haemophilia,  and  infections, 
whether  local  or  general.  There  is  no  danger  in 
repeated  transfusions  provided  the  tests  for  haemo- 
lysis and  agglutination  are  carefully  done. 

Edward  L.  Cornell. 

BLOOD  AND  LYMPH  VESSELS 

Bonin,  G.  von:  Gunshot  Aneurisms  and  Their 
Treatment  (Aneurysmen  durch  Schussverletzungen 
und  ihre  Behandlung).  Beitr.  z.  klin.  Chir.,  1915, 
xcvii,  146. 

The  author  gives  the  histories  of  12  cases  of 
aneurism  in  which  he  sutured  the  vessels.  One  was 
a  lateral  suture  of  the  brachial,  the  others  were 
circular  sutures  of  the  common  carotid,  axillary, 
femoral,  and  popliteal.  In  six  of  the  cases  it  was 
necessary  to  implant  segments  of  a  vein.  This  can 
be  done  safely  if  the  patient's  own  vein  is  used. 
Generally  a  segment  of  the  saphenous  vein  is  used, 
and  on  account  of  the  valves  it  should  be  reversed 
in  position  so  that  the  blood  runs  through  it  in  the 
same  direction  as  before. 

Von  Bonin  thinks  that  suture  of  the  vessel  is  the 
method  of  choice  in  uninfected  aneurisms  if  the 
conditions  are  such  that  the  operation  can  be  per- 
formed aseptically.  In  five  cases  he  ligated  the 
vessels  because  the  aneurisms  were  infected.  There 
were  no  circulatory  disturbances  after  any  of  his 
cases  of  vessel  suture.  Recovery  was  uneventful 
in  II  of  the  cases,  without  any  infection  or  sec- 
ondary haemorrhage.  The  only  unsuccessful  case 
was  one  of  suture  of  the  carotid,  in  which  there 
was  late  infection  from  a  fragment  of  shell  that 
was  not  found  and  removed.  A  table  is  given 
showing  the  results  of  various  authors  with  vessel 
suture. 

The  best  time  for  operating  on  these  aneurisms  is 
from  the  third  to  the  fifth  week  after  the  injury. 
The  external  wound  should  be  healed,  but  the 
operation  should  not  be  delayed  until  a  connective- 
tissue  sac  has  been  formed  and  until  adhesions  have 
developed  that  make  it  difiicult  to  dissect  the  vessels 
away  from  the  surrounding  tissues  and  nerves. 

A.  Goss. 


Hotz,  G. :  Surgery  of  the  Blood-Vessels  (Zur  Chir- 
urgie  der  Blutgefasse).  Beitr.  z.  klin.  Chir.,  1915, 
xcvii,  177. 

Hotz  worked  in  one  of  the  home  hospitals  and 
discusses  the  later  results  of  the  treatment  of 
vessel  injuries  at  the  front.  He  has  seldom  seen 
uneventful  recovery  after  ligation  of  the  blood- 
vessels at  the  front.  Among  6  cases  of  ligation  of 
the  carotid,  for  instance,  there  was  unilateral 
paralysis  in  5,  from  which  the  patients  have  not  re- 
covered. Among  6  ligatures  of  the  femoral,  popli- 
teal, and  axillary,  there  was  gangrene  in  4.  Among 
the  ligations  performed  in  the  home  hospitals 
he  has  seen  no  cases  of  gangrene.  This  is  due  to 
the  fact  that  the  soldiers  have  recovered  from  the 
shock  of  the  injury  and  the  fatigue  of  the  campaign, 
and  their  circulation  and  general  condition  is  much 
better.  In  view  of  these  bad  results  of  ligation  at 
the  front,  he  suggests  that  it  might  be  better  to  suture 
the  vessels. 

Capillary  haemorrhages  are  frequent  in  old  septic 
wounds,  where  the  patients  have  had  a  high  fever 
for  a  long  time.  The  granulating  surfaces  of  such 
wounds  should  be  kept  dry,  and  the  open  wounds 
subjected  to  sunlight  or  artificial  light  treatment. 
If  there  is  late  arterial  haemorrhage  from  progres- 
sive infection  the  wound  should  be  opened  up  and 
the  vessel  ligated. 

One  of  the  most  frequent  late  results  of  vessel 
injuries  is  aneurism.  Arteriovenous  aneurisms  are 
much  more  frequent  than  purely  arterial  ones — 
13  to  4.  In  the  early  stages  of  arteriovenous 
aneurism  there  is  often  no  sac;  only  an  open  com- 
munication between  the  artery  and  vein.  They  may 
remain  stationary  for  weeks  and  produce  practically 
no  symptoms,  so  that  some  surgeons  have  advised 
against  operating  for  them;  but  eventually  they 
practically  all  grow  worse  and  cause  serious  symp- 
toms, either  from  increase  in  size  of  the  tumor  or 
from  involvement  of  nerves,  and  Hotz  has  never 
seen  satisfactory  results  from  conservative  treat- 
ment. If  there  is  only  a  small  slit  in  the  vessel 
wall  lateral  suture  is  the  best  method  of  treatment, 
even  if  it  decreases  the  lumen  of  the  vessel  as  much 
as  one-third.  If  there  is  infection,  ligation  of  the 
vessel  inside  the  sac  is  the  simplest  and  best  method 
of  treatment.  Gangrene  of  the  extremity  after 
ligation  for  aneurism  is  unusual  if  sufl&cient  time 
has  elapsed  for  the  formation  of  a  collateral  circula- 
tion, but  on  account  of  rapid  growth  of  the  tumor 
and  the  severity  of  its  secondary  effects  operation 
cannot  always  be  delayed  so  long. 

In  testing  for  the  sufficiency  of  the  circulation  it 
must  be  remembered  that  it  must  be  strong  enough 
to  supply  the  limb  not  only  when  at  rest  but  when 
it  is  working.  Surgeons  sometimes  forget  that 
considerable  greater  force  is  required  to  meet  the 
latter  condition. 

Hotz  has  sutured  the  vessels  in  7  cases  of  aneur- 
ism and  implanted  segments  of  veins  in  5.  In  one 
case  he  had  to  ligate  later  on  account  of  secondary 
haemorrhage;  all  the  other  11   healed  uneventfully 
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with  good  function  and  adequate  circulation.  He 
ligated  a  number  of  infected  cases,  without  gangrene 
in  any  case,  but  in  several  with  more  or  less  pro- 
nounced circulatory  disturbances.  The  conditions 
are  not  favorable  for  early  operation,  both  because 
the  collateral  circulation  is  not  established  and  be- 
cause of  effusion  of  blood  in  the  tissues.  There  is 
a  better  collateral  circulation  in  regions  where 
large  masses  of  muscles  have  to  be  provided  for, 
than  in  regions  where  chiefly  ligaments  and  ten- 
dons are  to  be  supplied.  He  illustrates  this  by  a 
discussion  of  the  anatomical  conditions  at  the 
knee-  and  elbow-joints  and  states  that  this  accounts 
for  the  high  percentage  of  necrosis  after  ligation 
of  the  popliteal.  A.  Goss. 

Reder,  F.  R. :  The  Treatment  of  Angiomata  by  the 
Injection  of  Boiling  Water    (Wyeth  Method). 

Surg.,  Gynec.  cr  Obst.,  1915,  xxi,  61. 

The  author  states  that  from  statistics  it  must  be 
inferred  that  the  face  is  the  favorite  site  of  these 
neoplasms,  two-thirds  of  them  being  located  there. 
The  brow  and  the  cheek  seem  to  be  most  commonly 
affected.  Next  in  frequency  come  the  lips,  the  nose, 
the  ears,  and  the  eyelids.  Females  are  more  prone 
to  this  afifection  than  males,  two-thirds  of  all  cases 
occurring  in  the  former. 

When  Wyeth  advocated  the  injection  of  boiling 
water  into  angiomata  as  a  curative  agent,  the  author 
doubts  very  much  if  he  was  aware  of  the  greatness  of 
his  beneficent  advice.  In  a  series  of  some  26  cases 
subjected  to  the  treatment,  Reder  has  no  failures 
to  record.  In  every  instance  the  results  have  been 
very  gratifying.  In  most  of  the  cases  the  lesion  was 
upon  the  face  and  scalp;  in  4  it  was  upon  the  tongue, 
ranging  from  the  size  of  a  filbert  to  that  of  an  English 
walnut.  One  patient  presented  an  angioma  upon 
the  left  gluteal  region,  as  large  as  a  cocoanut,  and 
another,  a  young  man,  18  years  of  age,  had  a  fusi- 
form angiomatous  growth  upon  the  right  middle 
finger  between  the  second  phalangeal  articulation 
and  the  knuckle.    This  tumor  caused  great  pain. 

All  forms  of  operative  intervention  in  these  vas- 
cular tumors  incur  great  danger  of  haemorrhage. 
In  most  instances  this  is  alarming  and  exceedingly 
difficult  to  check. 

In  making  the  injection  certain  conveniences 
expedite  the  measure.  A  suitable  syringe  is  essen- 
tial. The  author  finds  that  an  all  glass  syringe,  with 
a  good  shoulder,  a  large  ring  on  the  piston,  and  an 
asbestos  plunger,  answers  the  purpose  better  than 
any  of  the  others  he  has  tried.  A  syringe  with  an 
all  glass  plunger  has  its  drawbacks,  inasmuch  as  the 
steam  generated  within  the  barrel  finds  its  way 
between  the  barrel  and  the  plunger,  thus  inhibiting 
the  free  and  easy  movement  of  the  piston  so  essen- 
tial to  this  procedure,  The  slip  needle  of  small 
caliber  is  preferred.  With  it  no  time  is  lost  in  the 
transference  of  the  boiling  water.  It  should  always 
be  borne  in  mind  that  the  water  must  be  injected 
at  as  near  boiling  temperature  as  possible,  and  time 
is  an  important  factor.    The  author  uses  a  pair  of 


easy  fitting  chamoisette  gloves  of  good  thickness 
to  protect  his  hands  from  the  heat.  The  little  finger 
of  the  glove  is  cut  off,  so  that  the  degree  of  heat  in 
the  tissues  can  be  judged  by  occasional  contact  with 
the  little  finger. 

The  arrangement  in  the  operating  room  should  be 
such  that  the  surgeon  stands  between  the  vessel  con- 
taining the  boiling  water,  which  is  kept  constantly 
at  the  boihng  point  over  a  flame,  and  the  patient,  at 
a  distance  that  will  not  necessitate  a  step  for  the 
transference  of  the  water  into  the  tumor.  The 
parts  not  involved  in  the  growth  should  be  protected 
with  moist  cloths,  lest  they  become  scalded  by  the 
hot  water  in  the  syringe  being  forced  out  by  the 
generated  steam. 

The  introduction  of  the  needle  and  the  force 
applied  in  injecting  the  hot  water  is  of  great  im- 
portance. Inasmuch  as  the  weak  tissues  of  the 
new-growth  do  not  offer  the  resistance  of  normal 
skin  which  overlays  the  angioma,  the  hot  water 
injected  without  great  care  might  cause  these  tissues 
to  break  down.  Injections  made  directly  into  the 
enlarged  capillaries  are  invariably  followed  by  a 
necrosis.  For  this  reason,  it  is  well  to  make  the 
initial  injections  through  the  sound  skin,  about 
one-sixteenth  and  one-eighth  inch  from  the  edge  of 
the  angioma,  well  beneath  the  neoplasm,  thus 
assuring  coagulation  of  the  deeper  parent  vessels. 
This  is  also  a  wise  precaution  against  the  dangers  of 
embolism. 

Judgment  should  be  exercised  in  introducing  the 
needle  to  prevent  the  point  from  resting  too  near  the 
opposite  wall  of  the  tumor.  To  properly  estimate 
this  procedure  it  is  well  to  first  insert  the  needle 
without  the  syringe,  and  push  it  through  the  mass 
till  it  can  be  felt  on  the  opposite  side,  then  withdraw 
it  to  the  extent  of  half  an  inch.  This  gives  a  reason- 
able assurance  that  the  boiling  water  can  be  intro- 
duced into  the  tumor  without  the  probability  of 
sloughing.  When  the  skin  begins  to  turn  grayish  in 
color,  the  injection  into  that  area  is  discontinued. 
Hyperdistension  must  be  most  carefully  guarded 
against.  The  quantity  of  water  necessary  to  cause 
this  bleaching  rests  wholly  with  the  amount  of  tissue 
under  treatment.  After  coagulation  of  this  particu- 
lar area  has  been  satisfactorily  accomplished,  the 
point  of  the  needle  is  made  to  penetrate  into  another 
and  the  hot  water  injected  there. 

The  quantity  which  is  introduced  at  one  sitting 
amounts  to  three  or  four  ounces  in  a  tumor  the  size 
of  a  hen's  egg,  the  time  consumed  in  making  the 
injection  being  about  ten  minutes.  However,  if 
the  angioma  is  of  unusual  size,  it  would  be  advisable 
to  treat  only  a  portion  of  it  at  one  time,  making  a 
subsequent  injection  two  or  three  weeks  later.  It 
is  a  wise  precaution  to  apply  ice  or  very  cold  com- 
presses to  the  tumor  and  surrounding  tissues  imme- 
diately after  the  procedure  for  the  first  four  to  six 
hours,  thereby  lessening  the  severity  of  the  oedema. 

The  course  of  an  angioma  successfully  injected  is 
one  of  gradual  diminution,  the  greatest  progress 
being  made  from  the  second  to  the  third  week.    A 
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tumor  the  size  of  a  hen's  egg  would  usually  require 
six  or  eight  weeks  for  its  disappearance.  If  the 
injection  has  been  a  fortunate  one,  that  is,  free  from 
any  accident,  such  as  cicatrization  following  slough- 
ing, the  site  that  once  harbored  the  angioma  will 
appear  healthy  and  quite  normal. 

ELECTROLOGY 

Case,  J.  T.:  Basic  Considerations  in  the  Rontgen 
Study  of  Intestinal  Stasis.  Penn.  M.  J.,  191 5, 
xviii,  683. 

Case  presents  a  lengthy  and  comprehensive 
paper,  not  as  a  demonstration  of  technicahties,  but 
as  an  endeavor  to  show  the  method  in  which  routine 
rontgenological  study  of  intestinal  stasis  should  be 
carried  out  as  an  aid  to  clinical  diagnosis.  Ront- 
genology, to  be  of  the  greatest  use  in  diagnostics, 
must  not  be  separated  from  clinical  medicine.  The 
term  "X-ray  diagnosis"  is  a  misnomer;  we  should 
refer  to  the  "X-ray  findings"  and  correlate  them 
with  the  findings  of  other  methods  of  research. 
In  intestinal  stasis  the  factors  are  mechanical,  and 
rontgen  studies  deal  only  with  mechanical  causes. 

The  author  points  out  that  in  the  diagnostics  of 
internal  medicine  the  technique  of  the  examinations 
is  far  from  being  standardized  as  in  other  branches 
of  medicine  into  which  X-ray  examinations  enter. 
Reliable  deductions  cannot  be  drawn  from  a  study 
of  plates  alone,  but  a  combined  technique  largely 
fluoroscopic  with  a  few  plate  records  for  elucidation 
of  doubtful  points  is  essential. 

The  rontgenologist  should  be  allowed  4  or  5 
days,  in  all  cases  not  immediately  urgent,  for  ad- 
equate routine  study.  Complete  alimentary  tract 
examination  is  necessary  in  every  case  even  when 
symptoms  are  localized.  A  study  of  the  function  of 
the  bowel  must  be  made  on  the  functioning  bowel. 
The  routine  studies  are  best  made  fluoroscopically 
after  the  administration  of  X-ray  test  meals  and 
injection  of  opaque  enemata. 

Case  holds  that  the  conclusions  which  may  be 
drawn  from  X-ray  pictures  alone  are  extremely 
unreliable,  and  one  may  say  almost  negligible  in 
importance.  This  is  more  particularly  true  of  the 
gastro-intestinal  tract,  and  Case  asserts  that,  with 
the  exception  of  gross  malignant  lesions,  it  may  be 
declared  dogmatically  that  there  is  no  X-ray  finding 
of  value  concerning  the  intestinal  tract  which  can- 
not be  ascertained  much  more  easily  and  more 
definitely  from  fluoroscopic  examination  than  from 
plates. 

The  author  prefers  the  horizontal  position  for 
fluoroscopic  examination,  and  enters  into  a  de- 
tailed description  of  the  findings  in  the  normal 
intestine  before  considering  pathological  conditions. 
He  pays  little  attention  to  morphology,  as  position 
and  caliber  are  constantly  changing  in  the  same 
patient. 

Case  considers  peristaltic  colonic  movements  at 
length  and  remarks  that  the  introduction  of  rontgen 
methods,   particularly   the   work   of   Cannon,   has 


thrown  much  light  on  the  subject.  The  existence 
of  a  tonic  constriction  ring  (similar  to  that  in  .the 
stomach)  in  the  right  half  of  the  colon  is  discussed, 
and  Case  refers  to  Boehm's  and  his  own  X-ray 
studies  as  being  the  only  publications  on  this 
subject.  From  his  own  as  well  as  the  observations 
of  others  Case  assumes  that  when  for  any  reason 
the  colon  is  hypertonic,  or  its  contents  increased 
through  obstruction  in  the  distal  end,  the  location 
of  the  tonic  constriction  ring,  from  which  anti- 
peristaltic waves  proceed,  moves  distalward. 

In  constipation  the  most  frequent  X-ray  finding 
is  a  marked  spasticity  of  the  left  half  of  the  colon 
especially  the  iliac  and  pelvic  colon;  and  this 
spasticity  may  be  indicated  rontgenologically  in 
several  ways  indicated  by  the  author.  Similarly 
in  the  cases  of  adhesions. 

Stasis  does  not  usually  occur  in  the  left  half  of 
the  colon  proximal  to  the  spastic  portion,  but  in 
the  ca;cum  and  ascending  colon  to  which  jxjint 
the  bowel  contents  are  carried  by  the  exaggerated 
antiperistaltic  influence  resulting  from  the  spasticity. 
Most  of  such  cases  show  signs  of  chronic  peri- 
appendicular adhesions,  which  the  author  thinks 
due  to  a  disturbance  of  function  of  a  sphincteric 
mechanism  at  the  appendicular  orifice,  the  existence 
of  which  appears  reasonable. 

Ileocascal  incompetency  is  considered  an  im- 
portant factor  in  stasis;  but,  as  regards  Lane's 
kinks,  the  author,  after  his  experience  in  observing 
several  thousand  cases  in  the  course  of  which  hun- 
dreds of  such  kinks  were  demonstrated  rontgenolog- 
ically, does  not  attach  much  importance  to  them. 

Multiple  diverticula  of  the  colon  present  char- 
acteristic rontgenologic  appearances  following  the 
passage  of  an  opaque  meal.  Small  rounded  shadows 
which  maintain  their  relative  positions  are  ob- 
served in  the  affected  areas  near  the  junction  of  the 
iliac  and  pelvic  colon. 

From  his  studies  of  the  various  factors  the  author 
is  forced  to  conclude  that  in  the  majority  of  cases  of 
constipation  the  cause  is  located  below  the  crest  of 
the  left  ileum,  and  if  not  primarily  due  to  a  spasticity 
at  least  exhibits  spasticity  as  an  important  factor. 
Atony  of  the  bowel  muscle  is  excluded,  as  it  is 
known  that  in  the  majority  of  cases  the  bowel  is 
hypertonic.  H.  E.  Potter. 

Bissell,  J.   B.:    Cancer  Destruction   by  Radium. 

Surg.,Gynec.  b'Obst.,  1915,  xxi,  98. 

The  author  collates  the  reports  of  various  path- 
ologists on  the  anatomical  and  histological  altera- 
tions in  living  tissues  affected  by  radium  applica- 
tions. Microscopical  examinations  were  made  of 
these  tissues  at  various  periods  of  time  during  the 
radium  treatment.  The  results  show  curious  and 
striking  changes.  In  epitheliomata  and  carcino- 
mata  absolute  destruction  of  the  characteristic 
malignant  cells  are  seen  in  some  cases.  The  al- 
teration shown  in  the  section  of  sarcomatous  tissue 
taken  from  time  to  time  from  various  patients  under 
repeated  applications  of  radium  shows  slow  dis- 
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appearance  of  the  characteristic  cells,  their  replace- 
ment by  embryonic  connective  tissue  and  a  final 
structure  resembling  fibroma  with  myxomatous 
changes. 

Bissell  selects  11  of  his  cases,  all  proven  malig- 
nant by  pathological  examination,  which  were 
clinically  neoplasms  of  more  or  less  malignancy  as 
well,  to  show  the  favorable  result  of  radium  treat- 
ment. All  of  these  patients  were  either  recurrences 
following  operation,  some  of  them  for  the  third  or 
fourth  time,  or  were  inoperable  from  the  location 
of  the  growth,  or  because  of  its  extent,  or  for  other 
good  reasons,  and  were  obliged  to  resort  to  radium 
as  the  last  hope.  Because  of  such  extraordinary 
favorable  results,  even  if  only  temporary,  the  author 
suggests  a  more  extensive  use  of  the  remedy,  better 
knowledge  of  its  applicability,  wider  experience, 
closer  attention  to  the  details  of  technique  such  as 
screening,  amounts  to  be  applied,  and  the  location 
thereof.  He  deprecates  the  fear  of  the  bad  effects 
following  radium  burns,  and  cites  cases  where  his 
patients  insisted  upon  it  that  they  were  more 
rapidly  cured  because  of  the  burning,  rather  than  in 
spite  of  it. 

McCoy,  J.  N.:  A  Technique  of  the  Rontgen  Ray 
Massive  Dose  for  Treatment  of  Deep-seated 
Carcinoma.    /.  Indiana  St.  M.  Ass.,  1915,  viii,  290. 

In  attacking  a  deep-seated  carcinoma  McCoy  calls 
attention  to  the  therapeutic  action  of  the  X-ray  in 
depriving  the  cells  of  excess  of  glycogen  which  is 
necessary  for  their  proliferation,  and  thereby 
causing  death  of  the  growth.  He  refers  to  the 
investigations  of  Brault  and  others  who  show 
that  malignant  formations  of  all  kinds  are  richly 
supplied  with  glycogen  and  suggest  that  cancer- 
cells  themselves  may  even  be  glycogenetic. 

The  physiologic  effect  of  X-rays  in  decreasing 
the  glycogen  in  tumors  is  known,  and  McCoy 
argues  that  if  the  deep  cancer-cells  can  be  reached 
with  a  sufficient  dose  the  glycogenic  feeding  of  these 
cells  and  all  proliferations  are  stopped. 

He  uses  heavy  dosage  from  high  vacuum  tubes; 
but,  as  he  found  none  of  the  usual  filters  sufficient 
in  themselves  to  cut  off  the  soft  rays,  he  has  com- 
bined them,  and  employs  a  filter  consisting  of 
twenty- four  layers  of  chamois  skin;  one  layer  of 
sole  leather,  wet;  and  three  millimeters  of  alumi- 
num.    Hard  rays  pass  this  in  abundance. 

For  measuring  the  X-ray  dosage  McCoy  prefers 
the  method  of  MacKee  of  New  York,  which  con- 
sists in  placing  the  reaction  piece  under  the  filter 
on  the  skin.  He  thinks  that  it  is  the  dosage  on 
the  skin  rather  than  on  the  filter  that  should  be 
gauged. 

He  reports  3  cases,  2  of  recurrence,  and  i  of  adeno- 
carcinoma, treated  by  massive  dosage  with  com- 
bination filters,  with  disappearance  of  the  cancers 
and  no  observed  signs  of  recurrence.  He  thinks 
that  this  method  secures  the  therapeutic  benefits 
of  X-rays  in  deep-seated  carcinoma  without  serious 
injury  to  the  skin.  H.  E.  Pottkr. 


Kolischer,  G. :  Modern  Radiotherapy  of  Malignant 
Tumors.     Chicago  Med.  Rec,  1915,  xxxvii,  378. 

The  intensive  technique  for  deep-seated  tumors, 
including  hard  rays,  large  ray  quantity,  absorbent 
screens,  and  cross-fire  exposures,  with  adequate 
protection  of  other  parts  is  dealt  with  briefly.  Too 
small  doses  are  found  to  stimulate  malignant 
growths,  therefore  the  maximum  safe  dose  should  be 
used.  A  two-weeks'  interval  is  considered  sufficient 
for  superficial  tissues  to  recover  their  integrity. 
Great  attention  should  be  given  to  the  measure- 
ment of  the  dose  in  order  to  get  the  maximum  thera- 
peutic effect  and  yet  avoid  burns. 

The  results  are  various  and  cannot  be  predicted 
in  a  given  case.  The  simultaneous  administration 
of  tumor  extracts  and  precipitins  are  of  service. 
Except  in  cancer  of  the  uterus  a  combination  of 
surgery  and  radiotherapy  is  advisable  for  deep- 
lying  growths.  The  preliminary  destruction  of  the 
growth  by  diathermy  is  often  most  desirable. 

H.  E.  Potter. 

Boggs,  R.  H.:   The  Treatment  of  Epithelioma  by 
Modern  Radiation.     N.  Y.  M.  J.,  1915,  cii,  38. 

Modern  radiation  consists  in  the  use  of  radium 
and  of  the  rontgen  rays  with  the  improved  technique 
of  either  the  Coolidge  or  the  hydrogen  X-ray  tube. 
By  these  means  advanced  cases  of  epithelioma, 
formerly  considered  quite  hopeless,  have  been 
cured.  By  experience,  however,  the  mild  and  half- 
hearted treatment  with  small  doses  has  proved  to 
be  useless,  but  the  massive  or  intensive  treatment 
has  demonstrated  itself  as  most  effective  and  un- 
seemingly  permanent  in  its  results. 

Epithelioma  is  carcinoma  of  the  epithelial  struc- 
tures of  the  skin  or  mucous  membranes.  The 
successful  treatment  of  it  requires  the  radical  de- 
struction of  all  the  carcinomatous  tissue.  Although 
epithelioma  is  very  common,  its  first  appearance 
and  symptoms  have  such  a  deceptively  innocent 
character  that  it  is  often  misdiagnosed  and  neg- 
lected by  the  average  physician.  It  may  be  stated 
dogmatically  that  in  a  man  more  than  40  years  of 
age,  a  persistent  skin  lesion  is  always  liable  to 
epitheliomatous  degeneration.  In  such  cases  a 
physician  who  is  not  quite  sure  of  his  ground  must 
as  a  matter  of  plain  professional  duty,  confer  with  a 
competent  consultant. 

Electrolysis,  fulguration,  carbon  dioxide,  super- 
ficial caustics,  such  as  arsenic  paste,  sulphate  of 
zinc,  and  pyrogallic  acid  have  been  used  in  the 
treatment  of  epithelioma  with  some  degree  of  suc- 
cess in  particularly  favorable  cases,  but  they  are 
irritating  agents  and,  in  so  far,  commonly  dangerous. 
As  far  as  present  experience  and  knowledge  go  no 
method  of  treatment  of  epithelioma  can  be  con- 
sidered so  safe  and  sure  as  radiotherapy  with  its 
complete  destruction  of  all  epitheliomatous  tissue 
and  the  consequent  permanency  of  cure,  its  cosmetic 
results,  its  freedom  from  pain,  and  convenience  of 
application.  As  a  result  of  the  rapid  development 
of  radiotherapy  in  recent  years  the  leading  surgical 


5i8 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


authorities  recognize  its  value  as  a  legitimate 
method  of  treatment,  Johnson's  Surgery  for  1915 
states  that  radium  has  proved  its  wonderful  power 
for  destroying  cancer-cells  and  that  in  lesions  on  the 
face  it  i^^  superior  to  any  other  curative  agent,  n 
fact,  it  is  wonderfully  efiiicient  in  the  treatment  of 
any  skin  cancer.  The  prophylactic  treatment  is  of 
course  the  safest.  The  physician  should,  for  this 
reason  always  counsel  the  removal  of  e"xcrescences, 
such  as  warts,  moles,  ragged  teeth,  abrasion  of 
alae  nares,  and  insist  on  the  proper  and  prompt 
treatment  of  cracked  lips  and  the  removal  of  any 
degenerated  tissue.  All  such  precancerous  changes 
are  now  well  recognized  clinically.  This  is  strik- 
ingly illustrated  by  a  passage  relative  to  Paget's 
disease  in  A  Year's  Progress  in  Medicine  and  Surgery: 
"This  at  first  seemingly  insignificant  perimammillary 
irritation  is  trifled  with  and  treated  with  pastes 
and  salves  and  yet  it  is  essential  cancer  of  the  most 
terribly  malignant  and  deadly  kind.  It  should  be 
called  Paget's  cancer  and  attacked  at  once  with  the 
most  improved  and  effective  weapons." 

The  surgical  removal  of  epithelioma  can  be  justi- 
fied only  in  those  cases  which  require  the  excision 
of  contiguous  lymphatic  glands.  When  there  is  no 
hope  of  the  radical  removal  of  cancer  by  excision 
an  operation  should  not  be  resorted  to,  because  it 
will  merely  increase  the  activity  of  the  growth  and 
neither  prolong  life  nor  diminish  suffering.  Radium 
and  X-ray  treatment  should  always  be  considered 
first,  because  when  properly  applied  with  expert 
skill  practically  all  epitheliomatous  tissues  have 
5delded  to  these  agents  with  few  recurrences. 
Particularly  in  epithelioma  of  the  lower  lip,  radium 
and  X-rays,  by  the  massive  method,  have  proved 
most  efficient.  According  to  Murphy  a  British 
medical  journal  analyzed  a  series  of  lip  cancers 
extending  over  a  period  of  twenty-five  years.  From 
the  cases  that  could  be  traced  it  was  demonstrated 
that  when  there  was  no  ascertainable  metastasis 
surgery  was  ineffective  in  52  per  cent  and  in  76  per 
cent  of  the  cases  in  which  there  was  glandular  in- 
volvement at  the  time  of  the  operation.  Many  of 
the  cases  would  have  received  great  palliation  and 
some  undoubtedly  could  have  been  cured  by  means 
of  proper  radiation,  even  when  the  disease  was 
recurrent  and  inoperable. 

In  every  case  conditions  must  determine  whether 
the  preference  should  be  given  to  radium  or  to  the 
X-rays,  but  radium  should  be  selected  invariably 
whenever  there  is  a  lesion  on  mucous  membranes  in 
cavities.  In  epithelioma  of  the  mouth,  throat,  or 
any  mucous  membrane  the  radio-active  substances 
can  be  placed  close  to  the  lesion  or  growth,  and 
are  for  this  reason  superior  to  the  rontgen  rays,  but 
when  the  lymphatics  are  involved  the  rontgen  rays 
have  an  efficiency  superior  to  any  quantity  of 
radium  so  far  used  for  the  treatment  of  such  cases. 
To  get  the  best  results  radium  and  the  X-rays 
must  be  judiciously  used  together,  each  where  it 
wiU  do  the  most  good. 

The  treatment  of  epithelioma  by  means  of  modern 


radiation  is,  therefore,  no  longer  a  mere  experiment, 
but  a  therapeutical  method,  the  value  of  which 
is  recognized  by  the  best  surgeons  and  advanced 
practitioners  everywhere.  This  method  has  proved 
successful  when  all  other  means  have  proved  power- 
less and  hopeless.  Since  this  method  is  so  efficient 
there  is  no  longer  any  excuse  for  professional  neg- 
ligence. Donald  Gordon . 

Abbe,  R.:  Rontgen-Ray  Epithelioma,  Curable  by 
Radium  —  an  Apparent  Paradox.    /.  Am.  M. 

Ass.,  1915,  Ixv,  220. 

Abbe  says  that  logically  it  is  clear  that  if  all  of 
the  vast  number  of  senile  keratoses  and  early  epithe- 
liomata  of  the  face  and  hands  can  be  cured  with 
certainty  by  radium,  then  the  early  rontgen-ray 
growths  of  the  same  type  should  yield  equally  well. 

It  seems  almost  a  paradox  of  radiology  that  the 
accepted  use  of  a  heavy  7-  radiation  from  a  rontgen 
tube  will  cause  a  diseased  condition  of  the  skin, 
which  a  similar  radiation  from  a  tube  of  radium  will 
cure.  This  becomes  intelligible  when  it  is  known 
that  the  output  of  the  rontgen-ray  tube  is  almost 
wholly  composed  of  hard,  penetrating,  irritating 
7-rays.  The  radium  discharges  the  /3-rays  in  great 
quantities  as  well  as  the  7-rays.  It  is  the  /3-ray 
that  has  been  proved  beyond  question  to  be  the 
efficient  curative  power;  and  it  is  only  the  secondary 
/3-rays,  generated  by  the  X-rays  when  striking  any 
resisting  substance,  that  are  of  value  in  rontgen-ray 
tube  work. 

The  amount  of  radiant  energy  needed  in  the 
treatment  of  rontgen-ray  growths  is  the  same  as 
would  be  effective  in  the  curing  of  ordinary  papillo- 
mata  or  basal-cell  epitheliomata  of  the  same  degree 
of  advancement.  The  sequel  of  an  application 
consists  in  ten  days'  latent  action,  ten  days'  activity, 
and  ten  days'  quiescence ;  followed  by  desquamation 
of  the  crusts  from  a  soft  healed  surface. 

Abbe  has  been  successfully  following  this  course 
of  treatment  since  1903;  and  from  his  experience 
he  says  that  no  cases  of  chronic  dermal  rontgen- 
ray  disease  in  early  stages  which  have  presented 
themselves  to  him  have  failed  to  yield  to  radium 
therapy.  H.  E.  Potter. 

Case,  J.  T.:  Rontgentherapy  in  Deep-seated  Non- 
malignant  Lesions.  Surg.,  Gynec.  &■  Obst.,  1915, 
xxi,  70. 

According  to  Case,  the  term  "deep  rontgen- 
therapy" in  its  modern  sense,  carries  with  it  a  very 
different  meaning  from  "deep  rontgentherapy" 
as  used  ten  years  ago,  and  the  results  are  several 
hundred  per  cent  better  even  than  they  were 
three  years  ago.  Literature  three  or  four  years  old 
is  largely  unreliable  as  a  basis  for  conclusions  as  to 
present  indications  for  the  deep  appUcation  of  very 
hard  X-rays. 

This  new  significance  of  the  term  is  due,  firstly, 
to  the  invention  of  the  Coolidge  tube  which  has 
placed  in  the  hands  of  rontgen  workers  a  very 
powerful    but  precise  instrument,   by  the  use  of 
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which  it  is  possible  to  control  the  dosage  with  very 
great  practical  accuracy;  secondly,  the  perfection 
of  newer  and  more  powerful  sources  of  high-tension 
current;  and  thirdly,  the  development  of  a  technique 
involving  filtered  irradiation  at  short  focus-skin 
distance  through  multiple  skin  areas. 

Accurate  estimating  and  recording  of  dosage  is 
now  possible  and  should  be  compelled.  Rays 
of  much  higher  penetration  are  now  available,  and 
thanks  to  filtration  through  heavy  aluminum,  can 
be  used  in  twice  the  usual  amount  on  each  skin 
area.  By  dividing  the  skin  overlying  or  surrounding 
the  organ  to  be  treated  into  a  number  of  areas,  using 
each  as  a  port  of  entry  (cross-fire  method),  the  dos- 
age of  filtered  ray  reaching  the  affected  deep  part  is 
further  increased  as  many  times  as  there  are  ports 
of  entry.  All  of  this  makes  it  more  than  ever 
necessary  to  accurately  measure  and  record  the 
rontgen  dosage,  and  no  man  should  be  permitted 
to  practice  rontgentherapy  who  is  not  equipped 
with  the  knowledge  and  instruments  necessary  to 
do  this  measuring  of  dosage. 

In  leukaemia  deep  rontgentherapy  finds  one  of  its 
most  valuable  applications.  Applied  over  the  long 
bones  in  the  myelogenous  form  and  over  the  long 
bones  and  the  enlarged  lymphatic  structures  in  the 
lymphatic  form,  its  results  show  it  to  be  a  valuable 
symptomatic,  though  transitory,  therapeutic  means 
of  treatment.  Practically  all  cases  relapse  sooner 
or  later,  yet  the  prognosis  is  more  favorable  as  to 
uniformity  of  symptomatic  improvement  and  length- 
ening of  life  than  with  any  other  measure.  The 
latter  is  true  also  of  pseudoleukaemia,  though  in 
this  there  is  a  10  or  20  per  cent  prospect  of  lasting 
cure. 

In  splenic  anaemia  it  should  be  possible  to  accom- 
plish by  the  ray  nearly  all  that  splenectomy  does. 
If  splenectomy  is  a  cure  for  this  form  of  anaemia,  then 
deep  rontgentherapy  is  indicated  and  should  be 
given  a  thorough  trial  before  operation  is  resorted  to. 

In  Graves'  disease  rontgentherapy  by  our  present 
refined,  intensive  methods  gives  results  almost 
unbelievably  good.  Here  the  treatment  is  not 
merely  symptomatic,  but,  by  profound  depression 
of  the  secretory  function,  it  has  the  character  of  an 
etiologic  therapy,  since  it  is  aimed  at  the  cause  of  a 
disease  whose  essential  pathologic  feature  is  hyper- 
activity or  aberration  of  the  thyroid  secretory  func- 
tion. 

In  enlargement  of  the  thymus  rontgenization  is 
a  well  established  therapeutic  measure.  The 
younger  the  patient,  the  quicker  the  results. 

In  gynecology  the  chief  indications-  for  rontgen- 
therapy are  the  treatment  of  climacteric  and 
other  known  benign  haemorrhages  in  women  past 
38.  It  is  necessary  that  the  anatomical  character 
of  the  endometrium  be  ascertained  by  micro- 
scopic examination  of  the  curettings  before  ront- 
gentherapy is  decided  upon.  Careful  diagnosis  is 
required  to  rule  out  unsuitable  cases.  The  treat- 
ment deserves  much  greater  popularity. 

Prostatic  hypertrophy  should  also  be  amenable  to 


deep  intensive  irradiation  in  cases  where  operation 
is  undesirable. 

In  skin  and  glandular  tuberculosis  rontgentherapy 
is  an  established  method. 

Pulmonary  tuberculosis  until  recently  has  been 
considered  beyond  the  reach  of  rontgenization,  but 
recent  experimental  and  clinical  results  of  the 
rontgen  treatment  of  pulmonary  tuberculosis  force 
us  to  reconsider  our  ideas  on  this  subject.  Kupferle's 
results  are  very  suggestive  and  hope-inspiring. 

Boggs,  R.  H.:  Value  of  Radium,  Supplemented  by 
Gro88-Fire  Rdntgen  Rays  in  Treatment  of 
Malignancy.     Am.  J.  M.  Sc,  191 5,  cl,  30. 

With  our  present  knowledge  of  radium  and  the 
rontgen  rays,  it  is  impossible  to  advocate  the  ex- 
tended use  of  one  to  the  exclusion  of  the  other  in  the 
treatment  of  malignancy.  Each  agent  has  its 
place.  Both  forms  of  radiation  have  wide  ranges 
of  usefulness  which  differ  under  certain  conditions 
and  in  adaptability  to  parts  affected.  When  the 
7-rays  of  radium  are  filtered  from  the  a-  and  |3-rays 
it  is  found  that  they  conform  in  most  respects  to 
rontgen  rays.  During  the  past  few  years  physicists 
have  proved  that  both  the  rontgen  rays  and  the 
7-rays  are  ether  impulses  identical  in  nature,  differing 
only  in  wave  length  and  power  of  penetration. 

While  today  we  are  using  rontgen  rays  of  much 
greater  penetrating  power  and  filtering  out  the  lower 
inefficient  rays,  we  must  use  different  apparatus 
before  we  can  produce  rays  with  as  great  penetrat- 
ing power  as  the  highest  7-rays  of  radio-active 
substances. 

In  treating  a  case  either  by  radium,  mesothorium, 
or  the  rontgen  rays  we  must  always  face  a  series 
of  problems.  Given  a  case  with  a  certain  lesion,  its 
position,  extent,  its  susceptibility  to  the  influence  to 
this  or  that  radiation,  then  the  problem  is  to  deter- 
mine the  agent  or  agents  to  use.  The  duration 
and  method  of  application  can  be  varied  almost 
to  infinity.  This  enables  us  to  realize  how  rich 
radiotherapy  should  be  in  its  results  when  properly 
selected  and  employed. 

Every  radiotherapeutist  knows  that  the  beam  of 
rays  given  off  from  a  rontgen  bulb  or  a  radium  tube 
is  a  mixture  of  heterogeneous  rays,  and  that  it  is 
only  by  filtering  and  increasing  the  distance  between 
the  source  of  radiation  that  we  can  approach  any- 
thing like  a  homogeneous  ray.  Then  if  we  have 
homogeneous  radiation  we  must  not  neglect  the 
diminution  of  the  distal  dose  by  absorption  by 
the  tissues.  There  is  always  a  difference  between  the 
proximal  and  distal  dose.  In  using  properly  filtered 
radiation  it  has  been  estimated  that  each  centimeter 
of  tissue  absorbs  from  5  to  10  per  cent  of  radiation, 
so  it  can  readily  be  seen  that  the  deeper  the  growth 
is  situated  the  more  cross-firing  with  any  form  of 
radiation  is  necessary. 

Dessauer  considers  that  it  would  be  necessary  to 
have  a  radium  tube  containing  5  grams  of  radium 
when  properly  filtered  and  placed  at  the  proper 
distance  to  give  off  a  homogeneous  ray  equal  to  a 
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bulb  placed  at  the  proper  distance  and  properly 
filtered.  No  one  has  this  amount  nor  is  it  obtainable. 
This  explains  why  most  of  the  European  workers 
who  have  had  the  best  results  in  the  treatment  of 
malignancy  long  ago  realized  the  importance  of  using 
the  rontgen  rays  from  outside  as  an  adjunct,  and 
administering  it  through  as  many  ports  of  entry 
as  possible.  In  many  places  in  the  treatment  of 
uterine  cancer  they  used  over  forty  ports  of  entry. 
This  is  a  radical  change  from  the  technique  that  was 
used  when  the  first  cases  of  uterine  cancer  were 
treated  by  rontgenotherapy  years  ago  when  little 
more  than  superficial  or  skin  effect  was  produced. 
The  treatment  was  given  with  an  unshielded  tube 
placed  anteriorly  to  the  abdomen  the  same  as  when 
making  a  radiogram. 

In  carcinoma  of  the  mouth,  throat,  rectum,  or 
vagina,  the  radio-active  substances  can  be  placed 
within  the  lumen  of  the  organ  or  in  close  proximity 
to  the  growth,  and  they  are  superior  to  the 
rontgen  rays  as  far  as  the  local  treatment  is  con- 
cerned. But  in  all  these  cases — particularly  if 
the  disease  is  advanced  and  the  lymphatics  involved 
— the  rontgen  rays  are  superior  to  any  quantity 
of  radium  anyone  has  used  up  to  the  present  time  for 
the  treatment  of  lymphatic  glands.  It  must  also 
be  remembered  that  these  high-penetrating  rays, 
given  in  great  quantities  and  properly  filtered, 
not  only  affect  the  adjacent  lymphatic  glands  but 
also  have  a  marked  effect  on  the  local  tumor.  In 
other  words,  it  seems  that  the  treatment  is  not 
complete  if  the  radium  is  used  locally  unless  it  is 
followed  for  a  certain  length  of  time  by  rontgeno- 
therapy. Radium  might  be  compared  to  surgery 
in  its  action  on  the  local  tumor.  The  great  advan- 
tage of  the  combined  treatment  is  thus  self-evident. 
Some  inoperable  cases  of  carcinoma  which  have  not 
been  cured  have  been  improved  to  such  a  degree  that 
a  subsequent  operation  could  be  performed.  No 
matter  how  rare  these  cases  may  be,  every  case 
should  at  least  have  this  amount  of  palliation.  It  is 
certainly  true  that  the  diagnosis  of  an  inoperable 
malignant  growth  should  not  be  equivalent  to  a 
death  warrant  to  the  patient.  Post-operative  treat- 
ment carried  out  in  this  manner  would  undoubtedly 
increase  the  number  of  permanent  cures.  If 
radiotherapy  could  change  the  percentage  of  cures 
in  only  a  small  proportion  of  cases  it  is  more  than 
justified.  It  would  seem  that  this  is  not  advising 
too  much  when  some  noted  German  gynecologists 
advise  radiation  as  the  only  method  of  treating 
operable  cases  of  cancer. 

The  success  of  radium  therapy  in  the  treatment  of 
malignancy  is  attained  chiefly  in  those  cases  in 
which  the  radio-active  substance  is  brought  into 
contact  with  the  growth,  either  in  or  on  it,  without 
an  intervening  layer  of  healthy  tissue,  and  in  which 
the  thickness  of  the  tumor  does  not  exceed  4  cm. 
It  is  preferable  to  use  the  hard  rontgen  rays  for  all 
deep-seated  growths  in  which  there  is  an  intervening 
layer  of  healthy  tissue.  Radium  gives  the  best 
results   when   it   is   brought   in   contact   with    the 


growth  and  supplemented  by  the  rontgen  rays  from 
outside  by  the  cross-fire  method.  It  is  necessary 
for  the  operator  to  know  the  relative  value  of  radium 
and  rontgen  rays  when  combining  these  two  agents. 

MILITARY  SURGERY 

Tiltnann  and  Enderlen:  Gunshot  Wounds  of  the 
Skull  (Schadelschiisse).  Beitr.  z.  klin.  Chir.,  1915, 
xcvi,  454. 

Tilmann  and  Enderlen  read  papers  on  this  sub- 
ject before  the  Meeting  of  Military  Surgeons  re- 
cently held  in  Brussels.  They  are  in  accord  as  to 
most  points,  though  Tilmann  recommends  at  first 
only  the  necessary  care  of  the  wound,  while  Ender- 
len is  an  advocate  of  early  operation.  Percentages 
in  regard  to  mortality  are  of  no  special  value  in 
these  injuries,  for  many  die  later,  after  apparent 
recovery. 

There  is  little  danger  of  haemorrhage,  for  skull 
wounds  bleed  little.  The  greatest  danger  is  that  of 
infection,  causing  meningitis  or  encephalitis.  There 
may  be  a  non-septic  encephalitis  from  the  inflam- 
matory reaction  of  the  brain  to  the  presence  of  the 
foreign  body,  even  though  it  is  not  infected.  It 
therefore  becomes  a  question  whether  there  is 
greater  danger  in  removing  the  projectile  or  leaving 
it.  Operation  should  be  performed  only  when 
aseptic  treatment  of  the  wound  can  be  guaranteed. 

The  brain  is  very  sensitive  to  infection  and  also 
to  the  action  of  disinfectants,  so  that  their  use  in 
operations  does  more  harm  than  good.  Projectiles 
remaining  in  the  brain  should  not  be  removed  until 
their  exact  location  has  been  determined  by  means  of 
X-ray.  In  any  necessary  probing  of  the  brain  the 
finger  should  be  used,  rather  than  an  instrument, 
for  the  finger  can  detect  the  difference  in  consistency 
between  blood-clot  and  brain  substance,  while  a 
sound  cannot.  Operation  on  the  brain,  when  neces- 
sary can  be  performed  without  an  anaesthetic  at 
all  or  under  local  anaesthesia. 

Meningitis  should  be  treated  by  repeated  lumbar 
puncture.  Encephalitis  is  much  more  frequent 
than  meningitis;  the  suppurative  form  is  rapidly 
fatal.  The  serous,  haemorrhagic,  and  reactive  forms 
may  recover.  If  the  disease  becomes  chronic 
brain  abscesses  are  formed,  which  have  to  be  emptied 
by  trephining.  The  non-suppurative  form  of 
encephalitis  may  lead  to  softening  and  discharge  of 
brain  substance,  or  if  the  brain  substance  does  not 
give  way  cysts  may  be  formed;  these  may  arise  a 
long  time  after  the  injury.  No  patient  who  has  had 
a  brain  injury  should  be  transported  for  at  least  8 
days,  even  if  there  is  apparent  recovery.  He  should 
remain  under  medical  surveillance  for  at  least  three 
weeks.  Plastic  operations  are  not  advisable  early, 
and  even  later  they  should  be  performed  only  when 
there  are  strict  indications.  Every  effort  should  be 
made  to  secure  healing  by  first  intention,  for  it  has 
been  found  that  later  epileptic  attacks  are  much  more 
frequent  in  cases  where  there  has  been  a  prolonged 
period  of  suppuration.  A.  Goss. 
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Couteaud  and  Bellot:  Injuries  of  the  Skull  by  Pro- 
jectiles (Dcs  traumatismes  craniens  par  pro- 
jectiles de  guerre).  Bull,  cl  m6m. Soc.  de  chir.  de  Par., 
1915,  xli,  iiio. 

The  authors  give  the  histories  of  29  cases  of  gun- 
shot injuries  of  the  skull  operated  upon  by  them. 
Sixteen  of  them  were  simple  penetrating  wounds, 
in  8  the  bullet  had  passed  entirely  through  the  skull, 
and  in  5  the  bone  had  simply  been  pushed  in  on  the 
brain,  without  perforation  of  the  dura  mater.  In 
most  of  the  penetrating  wounds  only  fragments  of 
bone  were  found  in  the  brain;  the  bullets  had  not 
lodged  in  the  brain.  In  such  cases  the  bone  frag- 
ments should  be  carefully  removed  and  the  wound 
drained,  but  there  should  be  no  probing  for  foreign 
bodies.  It  is  only  rarely  necessary  to  extract  a 
bullet  from  the  brain. 

All  of  the  authors'  operations  were  performed 
under  local  anaesthesia.  They  used  a  mixture  of 
one  part  of  0.5  per  cent  cocaine  and  two  parts  of  0.5 
per  cent  stovaine,  with  a  few  drops  of  adrenalin 
added.  In  addition  to  the  avoidance  of  surgical 
shock  and  vomiting  after  the  anaesthetic,  local  an- 
aesthesia allows  the  patient  to  make  certain  move- 
ments and  responses  that  are  of  assistance  to  the 
operator.  Ten  of  the  29  patients  died,  a  mortality 
of  34.5  per  cent.  Fifty  per  cent  of  the  patients  with 
bullets  passing  entirely  through  the  brain  died. 
All  except  one  of  the  patients  who  died  were  in  very 
bad  condition  when  operated  upon ;  they  were  either 
in  pronounced  coma  or  meningo-encephalitis  had 
already  begun.  In  the  cases  where  there  was  loss  of 
substance  in  the  parietal  lobes  there  was  paralysis, 
but  in  the  injuries  of  the  frontal  lobes  there  were 
scarcely  any  cerebral  symptoms  and  the  patients 
all  regained  a  normal  psychic  condition.    A.  Goss. 

Reynier,  P.:  Heteroplastic  Grafts  to  Repair  Gaps 
in  the  Skull  (Reparation  des  pertes  osseuses 
craniennes  dans  les  plaies  de  guerre;  greffers  hetero- 
plastiques).  Bull.  Acad,  de  med.,  Par.,  1915,  Ixxiii, 
753- 
Reynier  finds  that  many  soldiers  returning  from 
the  war  have  gaps  in  the  skull,  through  which  a 
hernia  of  the  brain  is  visible  and  palpable.  Cover- 
ing the  gap  has  the  double  advantage  of  protecting 
the  brain  and  by  compression  relieving  certain  un- 
pleasant symptoms  from  which  these  patients  suffer. 
Various  authors  have  used  metallic  plates  for  this 
purpose,  but  Reynier  believes  that  the  plates  may 
be  partially  absorbed  and  that  they  act  as  foreign 
bodies  and  are  liable  to  produce  infection.  There- 
fore he  has  tried  using  bone-plates.  He  has  found  a 
few  cases  recorded  in  the  literature  where  the  bones 
of  dogs  or  other  animals  were  used  for  this  purpose, 
with  apparent  success,  but  the  ultimate  results  are 
not  reported  in  any  of  the  cases.  He  describes  a 
case  of  his  own  in  which  he  used  the  scapula  of  a 
rabbit.  The  bone  was  cut  to  fit  the  gap,  and  the 
periosteum  of  the  transplant  was  sutured  to  that 
of  the  skull.  It  has  been  two  months  since  the 
operation  and  the  result  is  perfect. 


In  the  discussion  Sebileau  stated  that  hernia  of 
the  brain  is  acute  and  generally  due  to  cerebral 
abscess;  it  does  not  become  chronic.  Generally 
gaps  in  the  skull  are  filled  in  with  new-formed 
fibrous  tissue  sufficiently  to  protect  the  brain,  but 
in  the  few  cases  where  an  artificial  substitute  is 
necessary  he  thinks  metal-plates  are  superior  to 
bone.  Bone  from  another  species  of  animal  will 
not  take,  and  he  thinks  Reynier's  result  will  not 
be  permanent.  He  claims  that  metal-plates  do  not 
cause  infection  and  are  not  absorbed,  and  cites 
in  support  of  his  statement  several  cases  of  his  own 
and  other  surgeons.  Pozzi  also  questioned  the 
possibility  of  a  heteroplastic  graft  being  permanent; 
if  bone  is  to  be  used  he  thinks  it  should  be  taken 
from  the  patient  himself.  Bone  from  another 
animal  is  simply  tolerated,  and  will,  he  thinks,  ulti- 
mately be  absorbed.  A.  Goss. 

Frey,  H.,  and  Selye,  H. :  Surgery  of  Gunshot  Injuries 
of  the  Brain  (Beitrage  zur  Chirurgie  der  Schussver- 
letzungen  des  Gehirns).  Wien.  klin.  Wchnschr., 
191S,  xxviii,  693,  723. 

All  cases  of  gunshot  injury  of  the  brain  should 
be  carried  from  the  front  to  where  they  can  get  hos- 
pital treatment  as  quickly  as  possible,  so  that  they 
may  be  operated  upon  at  once.  There  is  no  par- 
ticular danger  of  injury  from  the  transportation. 
On  the  field  a  simple  occlusion  dressing  is  all  that  is 
necessary,  and  this  should  not  be  changed  until  the 
patient  has  arrived  at  the  hospital.  No  definite 
conclusions  as  to  the  extent  and  depth  of  the  injury 
can  be  drawn  from  the  external  appearance. 

All  wounds  should  be  carefully  incised  and  ex- 
plored. If  the  bone  is  found  intact  no  further  opera- 
tion is  necessary;  but  if  the  bone  is  injured  the 
skull  must  be  opened  up.  Enough  bone  must  be 
removed  so  that  sound  and  normal  dura  can  be 
seen  in  all  directions.  After  the  removal  of  foreign 
bodies,  splinters  of  bone,  and  crushed  brain  tissue, 
a  cross-shaped  incision  is  made  in  the  dura,  reaching 
to  the  edges  of  the  bone.  The  wound  must  be 
dressed  in  such  a  way  that  the  exposed  parts  of  the 
brain  are  not  pressed  upon  either  by  the  dressings 
or  by  the  natural  coverings  of  the  brain.  Pro- 
lapse of  the  brain  appearing  later  is  of  no  signifi- 
cance if  pulsation  in  it  continues.  If  pulsation 
ceases  the  prolapse  should  be  reduced  and  the 
brain  explored  again. 

After  serious  brain  operations  the  authors  give 
urotropine,  2  to  3  gms.  per  day  internally,  on 
account  of  its  effect  on  the  cerebrospinal  fluid. 
When  treated  in  this  way  the  prognosis  is  very 
good.  Only  8  per  cent  of  the  authors'  cases  died; 
but  the  time  since  operation  is  too  short  to  report 
on  permanent  results.  A.  Goss. 

Elschnig:  Injuries  of  the  Eye  in  War  (Kriegsver- 
letzungen  des  Auges).    Med.  Klin.,  Berl.,  1915,  xi, 

553- 
Elschnig  was  surprised  to  find  a  large  number 
of  cases  in  which  disease  of  the  eye  had  existed  before 


522 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


the  soldier  entered  military  service.  He  mentions 
two  cases  of  choked  disc  from  brain  tumor,  which 
were  not  discovered  till  after  the  men  had  been  at 
the  front  for  weeks.  There  are  many  cases  of  in- 
direct injury  of  the  eye. 

Besides  the  numerous  cases  of  secondary  injury 
of  the  eye  from  wounds  of  the  brain  and  of  the  eye 
muscles,  Elschnig  had  four  cases  of  paresis  of  the 
ocular  fibers  of  the  sympathetic  from  injuries  of 
the  superior  ganglion  of  the  cervical  sympathetic. 
In  these  cases  he  was  surprised  to  find  a  negative 
adrenalin  reaction,  which  became  positive  a  few 
hours  after  operation,  even  when  the  paresis  of  the 
sympathetic  was  of  months'  duration.  Severe 
destructive  injuries  of  the  eye  were  rather  rare, 
due  perhaps  to  the  fact  that  most  of  these  cases 
die  on  the  field.  He  had  36  cases  of  destruction 
of  one  eye,  some  of  them  evidently  due  to  explosive 
bullets.  In  three  cases  both  eyes  were  destroyed  by 
bullets  passing  through  both  temporal  bones.  Dis- 
eases of  the  accessory  sinuses  are  very  frequent  in 
connection  with  injuries  of  the  eye.  He  mentions 
his  method  of  substitution  of  the  vitreous  body, 
which  he  applied  in  three  cases  for  haemorrhage 
of  the  vitreous  with  excellent  results.  By  this 
substitution  the  eyes  may  be  saved  in  many  cases 
and  the  normal  form  preserved  in  others,  where 
without  it  there  is  loss  of  sight  and  great  disfigure- 
ment. 

There  is  an  appalling  number  of  slight  injuries  of 
the  eye  by  fragments  of  metal,  and  it  is  these  cases 
that  demand  the  most  consideration,  for  with 
early  care  by  a  skilled  ophthalmologist  the  sight 
could  be  saved,  while  under  present  conditions  great 
numbers  lose  their  sight.  Elschnig  has  had  many 
cases  come  to  him  too  late  to  be  saved,  though  it 
was  apparent  that  by  early  care  they  might  have 
been  cured.  He  urges  the  necessity  for  a  consult- 
ing ophthalmologist  at  all  the  hospitals  near  the 
front,  and  thinks  the  hospital  management  should 
be  held  responsible  for  cases  of  blindness  that  could 
have  been  prevented  by  early  care.  A.  Goss. 

Bahr,   C:    First- Aid  Treatment  of  Eye  Injuries 

(Ratschlage  fiir  die  erste  Wundbehandlung  bei 
Augenverletzungen  im  Kriege).  Munchen.  tned. 
Wchnschr.,  1915,  Ixii,  696. 

Bahr  has  observed  a  large  number  of  cases  of 
sympathetic  ophthalmia  since  the  beginning  of  the 
war.  In  his  8  years'  experience  with  industrial 
accidents  to  the  eyes  he  has  found  that  infection  can 
be  prevented  by  the  use  of  10  per  cent  tincture  of 
iodine.  This  is  very  painful,  so  it  is  best  to  an- 
aesthetize with  cocaine  if  possible,  but  if  cocaine  is 
not  to  be  had  it  can  be  done  without  anaesthesia. 
It  is  better  for  the  patient  to  bear  the  pain,  though 
quite  severe,  than  to  run  the  risk  of  losing  the  eye 
by  infection. 

The  edges  of  the  wound  and  any  prolapsed  parts, 
as  the  iris  and  vitreous  body,  are  painted  with  the 
iodine  till  they  are  dark  brown,  care  being  taken  to 
avoid  touching  any  uninjured  parts,  as  it  causes 


unnecessary  pain.  The  color  disappears  within  24 
hours;  he  has  never  seen  permanent  discoloration 
from  the  iodine.  A  layer  of  cotton  is  placed  under 
the  lid  to  protect  the  connective  tissue  from  con- 
tact with  the  iodine.  The  eye  is  then  dressed,  and 
hot  compresses  may  be  applied  to  decrease  the  pain. 
The  dressing  can  be  left  unchanged  for  two  or  three 
days.  If  by  the  end  of  that  time  the  pain  has  not 
stopped  it  indicates  that  there  is  some  infection 
that  has  not  been  reached;  but  in  practically  all 
cases  infection  is  prevented  by  this  treatment. 

A.  Goss. 

Sauerbruch  and  Borchard :  Gunshot  Wounds  of  the 
Thorax  (Brustschiisse).  Beitr.  z.  klin.  Chir.,  1915, 
xcvi,  489. 

Sauerbruch  and  Bochard  read  papers  on  this  sub- 
ject before  the  meeting  of  military  surgeons  held  this 
spring  in  Brussels  They  find  that  wounds  of  the 
thorax  in  this  war  are  more  serious  than  they  have 
previously  been  considered,  doubtless  due  to  the 
greater  proportion  of  wounds  with  shrapnel  and 
shells.  The  dangers  are  from  pneumothorax, 
haemorrhage,  and  infection.  Bleeding  is  generally 
from  the  large  vessels;  acute  haemorrhage  from  the 
lung  itself  is  rare,  but  there  is  apt  to  be  late  haemor- 
rhage, 8  to  14  days  after  the  wound,  due  to  liquefac- 
tion of  lung  tissue  or  erosion  of  blood-vessels. 

Infection  is  rare  in  bullet  wounds,  and  therefore 
the  majority  of  them  recover,  but  in  large  injuries 
from  shells  and  shrapnel  the  danger  of  infection  is 
very  great.  Of  23  extensive  wounds  of  the  thoracic 
wall  treated  by  tampon  and  closing  of  the  wound, 
1 7  died  within  the  first  1 2  days.  The  prognosis  is 
somewhat  better  when  the  wall  of  the  thorax  is 
freely  excised,  the  thoracic  cavity  cleansed,  frag- 
ments of  shell  and  bone  removed,  and  the  lung  su- 
tured to  the  opening  in  the  wall  of  the  thorax.  If 
the  patient  survives  the  first  few  days  a  pyopneu- 
mothorax often  develops,  which  has  to  be  treated  by 
operation. 

The  treatment  of  simple  bullet  wounds  is  simple 
and  strictly  conservative.  Rest,  administration  of 
morphine,  and  a  position  to  favor  expectoration  are 
all  that  is  necessary.  It  is  important,  however, 
not  to  allow  the  patients  to  be  moved  for  at  least 
two  weeks.  If  there  are  signs  of  effusion  with 
pressure  on  the  thoracic  organs  puncture  is  indicated. 
Another  indication  for  puncture  is  high,  continuous 
fever.  Puncture  is  to  be  preferred  to  rib  resection 
also  in  most  cases  of  empyema  developing  in  a 
haemo thorax;  operation  is  indicated  only  in  putrid 
empyema,  indicating  the  beginning  of  a  gangren- 
ous process.  Puncture  is  further  indicated  when  the 
haemothorax  shows  no  sign  of  absorption  after 
several  weeks. 

The  indications  are  quite  different  in  shell  and 
shrapnel  injuries.  Here  conservative  treatment  is 
entirely  inadequate.  The  thoracic  wall  should  be 
excised,  the  lung  wound  freshened  and  sutured,  and 
means  provided  for  irrigating  the  pleural  cavity. 
This  treatment  gives  better  results  than  the  con- 
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servative,  even  when  the  patients  are  in  very  bad 
condition,  especially  if  positive  or  negative  pressure 
apparatus  is  available.  The  prognosis  is  better  if 
the  gangrene  is  circumscribed,  leading  to  the  forma- 
tion of  an  encapsulated  empyema.  In  such  cases 
several  ribs  should  be  resected  and  the  abscess 
opened.  In  lung  wounds  complicated  by  abdominal 
injuries  the  primary  operation  should  be  a  lapa- 
rotomy if  the  wounds  are  caused  by  rifle  bullets;  if 
from  shells  or  shrapnel  the  thorax  should  be  opened 
first  and  the  abdomen  reached  through  the  dia- 
phragm. A.  Goss. 

Kfirte  and  Schmieden:  Gunshot  Wounds  of  the 
Abdomen  (Bauchschusse).  Beitr.  z.  klin.  Chir., 
1915,  xcvi,  509. 

Korte  and  Schmieden  reported  on  abdominal 
wounds  at  the  meeting  of  military  surgeons  at 
Brussels  this  spring. 

Korte  presented  statistics  of  312  cases  and  from 
his  experience  is  an  advocate  of  conservative  treat- 
ment. He  says  it  has  not  been  demonstrated  that 
more  lives  are  saved  by  operation  than  by  expectant 
treatment.  It  is  not  always  possible  to  make  an 
early  diagnosis  as  to  whether  there  is  perforation 
of  the  intestine  or  not.  If  operation  is  to  be  per- 
formed it  must  be  within  the  first  12  hours,  the 
patient  should  not  have  been  carried  far,  his  general 
condition  must  be  reasonably  good,  and  the  surgeon 
must  be  skilled  and  observe  strict  asepsis. 

Schmieden  advocates  operative  treatment.  He 
says  that  spontaneous  recovery  in  abdominal 
wounds  is  extremely  rare,  and  even  of  these  who 
apparently  recover  many  die  later  of  chronic  peritoni- 
tis. He  agrees  that  operation  should  be  done  within 
the  first  12  hours,  and,  thinks  that  arrangements 
should  be  made  to  get  hold  of  as  many  cases  as 
possible  within  that  time  and  treat  them  operatively. 
War  statistics,  he  says,  are  not  particularly  reliable, 
but  he  presents  a  series  of  statistics  in  which  the 
percentage  of  recoveries  was  considerably  higher 
after  operation  than  after  expectant  treatment. 
With  armies  on  the  march  of  course  it  is  difficult 
to  bring  about  the  necessary  conditions  for  opera- 
tion, but  with  the  armies  in  the  trenches  it  should  be 
the  treatment  of  choice. 

In  the  discussion,  Friedrich  said  that  with  the 
conditions  that  prevail  at  the  eastern  battlefields 
it  is  almost  impossible  to  operate  with  any  chance 
of  success. 

Kraske  stated  his  belief  that  cases  with  and 
without  intestinal  injuries  should  be  considered  sepa- 
rately. Practically  all  cases  with  intestinal  injury 
die  if  not  treated.  He  has  operated  upon  14  cases 
recently  with  6  recoveries. 

Sauerbruch  advocated  early  operation.  He  has 
operated  upon  54  cases  with  23  recoveries. 

Rehn  advocated  operation  with  the  armies  in 
the  trenches,  but  not  with  armies  on  the  march. 

Hanken  advocated  operation  on  all  cases  that 
come  into   the  surgeon's  hands  within    12   hours. 

A.  Goss. 


Guerry,  L.:    Perforating  Gunshot  Wounds  of  the 
Abdomen.     Ann.  Surg.,  Phila.,  1915,  Ixi,  694. 

Twenty-seven  cases  are  reported,  with  2  deaths. 
The  youngest  case  operated  on  was  7  years  of  age, 
the  oldest  57  years.  The  average  length  of  time 
that  elapsed  between  the  shooting  and  the  operation 
was  between  8  and  9  hours.  The  earliest  case 
operated  on  was  3  hours  and  the  latest  36  hours 
after  injury.  The  smallest  number  of  perforations 
was  2,  the  largest  22.  The  average  number  of 
perforations  for  the  entire  series  was  about  9, 

In  5  cases  the  injury  was  confined  to  the  upper 
abdomen  (above  the  umbilicus),  and  in  3  other 
cases  both  lower  and  upper  abdomen  were  involved. 
Of  the  5  cases  in  which  the  upper  abdominal  cavity 
was  the  seat  of  injury,  once  there  were  2  perfora- 
tions only  in  the  transverse  colon;  three  times  the 
colon,  stomach,  and  liver  were  injured,  and  once 
the  spleen  and  stomach.  Of  the  3  cases  in  which 
both  the  lower  and  upper  abdomen  were  involved 
twice,  besides  3  perforations  to  the  small  intestines, 
both  colon  and  stomach  were  injured,  and  in  i  case 
both  colon  and  spleen  were  penetrated  with  two 
small  intestinal  holes.  In  the  remaining  19  cases 
the  projectile  did  not  enter  the  upper  abdomen. 
The  ureter  was  divided  low  down  in  i  case.  None 
of  the  great  trunk  vessels  were  injured  except  in 
the  two  patients  who  died.'  In  about  10  cases 
there  was  a  very  serious  haemorrhage  from  the  in- 
jured mesenteric  vessels. 

The  element  of  shock  was  very  much  more  marked 
in  the  white  than  in  the  colored  patients;  in  more 
than  half  of  the  colored  patients  the  amount  of 
shock  present  was  a  negligible  factor,  while  only 
3  out  of  the  12  white  patients  were  not  in  a  condition 
of  serious  shock,  there  being  12  white  and  15  colored 
cases. 

The  only  way  to  determine  certainly  whether 
or  not  perforations  have  occurred  is  by  operation 
and  this  should  be  done  in  practically  every  case. 
There  should  be  no  surmising  as  to  whether  the 
bullet  has  entered  the  abdomen  and  produced 
perforation  or  not.  This  question  should  be 
settled  by  exploratory  cceliotomy.  Not  all,  but 
quite  a  few,  of  these  cases,  especially  where  shock  is 
present  and  haemorrhage  not  serious,  will  be  made 
safer  surgical  risks  by  allowing  them  a  reasonable 
time  in  which  to  react  from  the  primary  effects  of 
the  injury.  If  a  patient  suffering  from  one  of  these 
injuries  presents  himself  for  operation  and  has  only 
one  chance  in  a  thousand  to  recover  under  surgical 
treatment,  he  should  be  given  that  chance  and  any 
time  limit  up  to  the  point  of  the  patient  being 
moribund  should  be  considered  artificial.  One 
case  was  operated  on  24,  one  36,  one  18,  two  12,  and 
one  17  hours  after  injury  and  only  one  of  these 
cases  died. 

Injuries  above  the  umbilicus  are  more  dangerous, 
harder  to  manage,  and  have  a  higher  mortality 
than  injuries  to  the  lower  abdomen;  injuries  to 
the  large  bowel  the  author  believes  to  be  more 
dangerous  than  injuries  to  the  small  bowel. 
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In  practically  all  cases  in  this  series  general  ir- 
rigation of  the  abdominal  cavity  through  a  Blake 
two-way  irrigator  was  practiced.  Every  case  was 
drained.  A  Keith  glass  drainage  tube  was  placed 
through  the  angle  of  the  median  incision  into  Doug- 
las' pouch;  depending  on  conditions,  a  small  Keith 
tube  was  so  placed  as  to  drain  each  loin. 

On  the  first,  fourth,  and  sixth  days  after  injury 
cases  of  this  character  are  given  an  immunizing 
dose  of  antitetanic  serum.        Edward  L.  Cornell. 

Leriche,  R.:  Necessity  for  Systematic  Operation  in 
Abdominal  Wounds  (N6cessit6  d'op6rer  syst6m- 
atiquement  les  plaies  de  rabdomen).  Presse  tned., 
1915,  xxiii,  221. 

Contrary  to  most  writers  on  the  subject  Leriche 
is  an  earnest  advocate  of  operation  in  abdominal 
wounds.  He  says  that  the  chief  objection  urged 
against  it  is  that  it  is  impracticable  on  account 
of  the  large  number  of  wounded  to  be  taken  care  of. 
He  suggests  the  establishment  of  a  stationary 
ambulance  near  the  field,  to  be  used  as  an  operating 
room  for  abdominal  cases.  Another  objection  is 
the  high  mortality;  but  there  is  of  necessity  a  high 
mortality  in  abdominal  wounds,  whether  the  treat- 
ment is  surgical  or  expectant.  He  has  seen  117 
cases  treated  expectantly  with  a  mortality  of  85 
per  cent,  and  other  surgeons  give  mortality  statis- 
tics of  70  per  cent  and  up.  Leriche  thinks  this 
mortality  could  be  materially  reduced  by  operation. 
He  has  only  operated  upon  two  cases  himself,  with 
recovery  in  both. 

Many  patients  with  abdominal  wounds  die  from 
haemorrhage  from  the  mesenteric  vessels,  when  no 
other  organs  are  injured.  These  cases  could 
certainly  be  saved  by  suturing  the  vessels.  Many 
wounds  of  the  intestine  and  stomach  could  be 
sutured  and  the  patients  saved  if  they  could  be 
operated  upon  early.  Patients  with  wounds  of 
the  liver  and  spleen  certainly  stand  a  much  better 
chance  with  operation  than  without.  He  urges 
that  a  systematic  attempt  at  operative  treatment 
be  made  to  see  whether  the  high  mortality  cannot 
be  reduced  in  this  way.  A.  Goss. 

Enderlen  and  Sauerbruch:  Operative  Treatment  of 
Gunshot  Injuries  of  the  Intestine  (Die  operative 
Behandlung  der  Darmschiisse  im  Kriege).  Med. 
Klin.,  Berl.,  1915,  xi,  823. 

Enderlen  and  Sauerbruch  report  on  227  cases 
of  operation  for  abdominal  injuries,  in  211  of 
which  the  intestine  was  injured.  They  are  ardent 
advocates  of  operative  treatment  in  such  injuries. 
The  favorable  results  that  some  surgeons  have 
reported  from  conservative  treatment  are  due  to 
the  fact  that  they  included  all  cases  of  abdominal 
injury,  a  large  percentage  of  them  being  extra- 
peritoneal. 

The  authors  had  52  cases  of  intestinal  wounds 
that  were  treated  conservatively;  46  of  them  died 
in  the  field  hospital  and  3  of  them  died  later;  only 
4  were  discharged  and  sent  home  apparently  well; 


even  if  they  all  lived  the  mortality  would  be  94 
per  cent.  On  the  other  hand  among  the  211 
operated  cases  the   mortality  was  44.4  per  cent. 

It  is  of  course  sometimes  difficult  to  make  a  diag- 
nosis as  to  whether  the  intestine  is  injured  or  not, 
but  if  the  abdomen  is  tense  and  painful,  the  pulse 
small  and  frequent;  if  there  is  nausea  and  vomiting, 
and  particularly  if  there  is  costal  breathing,  there  is 
probably  intraperitoneal  injury,  and  if  so  operation 
is  indicated  whether  the  intestine  is  injured  or  not. 
Even  those  who  oppose  operation  for  intestinal 
wounds  admit  the  necessity  for  it  in  intra-abdom- 
inal haemorrhage. 

Among  the  authors'  more  than  200  cases  a  mis- 
taken diagnosis  of  intestinal  injury  was  made  only 
8  times,  and  none  of  these  patients  was  injured  by 
the  operation.  The  operation  is  performed  in  the 
same  way  as  in  civil  practice,  and  careful  after- 
treatment  is  necessary.  Salt  solution  is  given 
by  the  drop  method.  Hot  packs  and  hot-air 
treatment  are  beneficial  when  possible  to  use;  they 
stimulate  peristalsis  and  are  pleasant  to  the  patient. 
The  patients  are  given  fluid  the  first  day;  if  the 
intestinal  suture  is  firm  it  will  hold  anyway  and  if  it 
is  not  abstinence  does  no  good.  The  patient 
should  not  be  transported  for  four  weeks,  but  if 
it  becomes  necessary  to  move  them  the  operated 
patients  are  in  better  condition  to  stand  it  than 
those  treated  without  operation.  The  patients 
should  be  operated  on  if  possible  within  12  hours 
of  the  injury.  The  results  have  been  better  the 
past  few  months  than  in  the  early  months  of  the 
war.  The  authors  feel  that  operation  for  intestinal 
injuries  may  come  to  be  one  of  the  most  hopeful 
fields  of  military  surgery,  as  these  patients  are  not 
left  helpless  and  crippled  afterward  as  are  the 
amputation  cases.  A.  Goss. 

Tuffier:  Resection  of  the  Knee  to  Avoid  Amputa- 
tion of  the  Thigh  in  Fractures  of  the  Knee  (La 

resection  du  genou  permet  d'eviter  I'amputation 
de  la  cuisse  dans  certaines  fractures  graves  de 
r articulation).    Presse  mid.,  1915,  xxiii,  222. 

Comminuted  fractures  of  the  knee  with  suppura- 
tive arthritis  are  very  severe  injuries,  but  Tuffier 
thinks  amputation  of  the  thigh  is  practiced  much 
too  freely  in  such  cases.  Among  200  patients 
upon  whom  amputation  was  performed  at  Maison 
Blanche,  30  were  for  injuries  of  the  knee  by  rifle 
bullets,  which  is  the  least  severe  form  of  injury; 
those  by  shells  and  shrapnel  are  much  worse. 

Of  74  cases  of  amputation  of  the  thigh  at  Saint- 
Maurice  22  were  for  wounds  of  the  knee.  Tuffier 
thinks  many  of  these  limbs  could  have  been  saved 
by  resection  at  the  knee-joint.  The  condition  of  a 
patient  with  an  amputation  of  the  thigh  is  incom- 
parably worse  than  that  of  one  with  resection 
at  the  knee ;  moreover,  the  mortality  in  amputation 
at  the  thigh  is  very  high.  Sometimes  these  injuries 
of  the  knee  recover  with  ankylosis  after  long  treat- 
ment, but  in  some  cases  general  septicaemia  de- 
velops   and    amputation   becomes   necessary.     In 


GENERAL  SURGERY  —  MISCELLANEOUS 


525 


the  great  majority  of  cases  resection  is  suHicicnt. 
He  cites  four  cases  in  his  own  practice.  The  case 
histories  are  given  showing  that  they  were  very 
severe  cases,  and  yet  recovery  was  rapid  and  com- 
plete after  resection.  A.  Goss. 

Gray,  H.  M.  W.:  Treatment  of  Gunshot 
Wounds  of  the  Knee-Joint.  Bril.  M.  J.,  1915, 
ii,  41. 

The  author  reports  that  in  the  earlier  part  of  the 
present  war  the  result  of  treatment  in  gunshot 
wounds  of  the  knee  among  those  who  recovered  was 
marked  by  ankylosis  in  the  majority  of  cases.  The 
period  of  convalescence  was  usually  most  painful 
and  precarious.  These  results  are  attributed  to 
erroneous  ideas  of  treatment  which  have  been 
abandoned.  Among  the  errors  mentioned  are: 
(i)  the  belief  that  suppurative  infection  of  the 
joint  demanded  free  and  prolonged  drainage;  (2) 
the  use  of  drainage  tubes,  more  or  less  large  in  size, 
inserted  deeply  into  the  various  recesses  of  the 
joint;  and  (3)  the  use  of  strong  antiseptic  treatment 
which  was  inimical  to  a  restitutio  ad  integrum, 
because  the  deleterious  action  of  the  antiseptics 
destroyed  the  synovial  membrane  and  cartilage, 
forming  a  fruitful  source  of  ankylosis. 

In  lieu  of  the  foregoing  line  of  treatment  the 
following  factors  are  now  insisted  upon:  (i)  wounds 
of  the  joint  that  are  apt  to  become  septic  demand 
mobilization;  but  few  such  cases  when  received 
from  the  front  are  provided  with  properly  applied 
splints.  This  important  lapse  in  treatment  is  apt 
to  favor  the  entrance  of  sepsis  to  a  knee  previously 
infected,  and  again  there  is  danger  that  it  might 
stimulate  a  virulent,  diffuse  inflammation  instead 
of  a  mild,  localized  one.  It  is  insisted  upon  that 
during  the  treatment  the  splint  be  retained  two 
or  three  weeks  at  least.  Later,  gentle  passive 
movement  is  recommended;  (2)  formerly,  foreign 
bodies  were  removed  "only  if  they  led  to  trouble"; 
now  only  those  embedded  in  bone  outside  the  joint 
are  left  undisturbed,  all  others  are  removed  whether 
they  are  the  source  of  immediate  trouble  or  not; 
(3)  excision  of  the  wound  in  the  skin  and  superficial 
tissues  is  now  a  routine  process. 

The  present  treatment  is  summarized  as  follows: 
Excise  wounds  of  the  skin  and  superficial  soiled  or 
necrotic  muscle  and  fascia.  Enlarge  the  wound 
freely  if  necessary.  Remove  foreign  bodies,  pre- 
viously localized  by  X-rays,  after  possible  enlarge- 
ment of  the  synovial  membrane.  Flush  the 
synovial  cavity  with  5  per  cent  saline  solution.  In 
very  acute  cases  make  fresh  incisions.  Trim  the 
edges  of  the  wound  in  the  synovial  membrane; 
suture  if  the  sepsis  is  not  acute.  Insert  drainage 
tube  down  to  but  not  through  the  wound  in  the 
synovial  membrane.  Fill  the  rest  of  the  wound 
firmly  with  "tablet  and  gauze"  dressing.  Inject 
formalin,  glycerine,  or  ether,  through  the  fresh 
puncture.  Clean  and  redisinfect  the  surrounding 
skin.  Apply  superficial  dressings  and  light  band- 
age.    Immobilize  in  suitable  splint.     If  this  fails, 


free  arthrotomy,  and  possibly  amputation  should 
be  employed. 

The  results  are  stated  in  10  cases  in  which  the  old 
treatment  was  practiced  in  some  and  the  new  in  a 
few  others,  and  36  cases  by  the  new  method  as 
follows : 


No.  of 
cases 


Percent 


Deaths  in  spite  of  amputation 3  ao 

Amputation 3  30 

Ankylosis i  xo 

Doubtful I  10 

P'ree  movement  when  discharged 3  30 

10  100 

Death  in  spite  of  amputation o  o 

Amputation 3  8.33 

Ankylosis 3  8.33 

Doubtful 2  s  •  55 

Free  movement  when  discharged 28  77-77 


36 
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In  looking  over  the  36  cases  detailed  briefly  for  the 
most  part,  the  reviewer  finds  that  27  were  due  to 
shrapnel  or  shell  fragment,  and  9  resulted  from 
bullets  or  missiles  the  nature  of  which  is  not  specified. 
To  have  cured  28  of  these  with  movable  joints  is 
an  achievement  that  is  heartily  commended,  con- 
sidering the  nature  of  the  missiles  causing  the 
wounds. 

The  author  insists  on  mobilization  as  a  prime 
factor  in  all  knee-joint  wounds.  The  treatment  is 
not  new  since  it  is  an  established  mode  of  treat- 
ment in  surgery  as  a  rule,  and  military  surgery  in 
particular.  We  have  taught  the  value  of  immobiliza- 
tion for  years,  not  only  in  joint  injuries  and  fractures 
from  gunshot,  but  in  all  gunshot  wounds  including 
those  of  soft  parts  even  where  immobilization  is 
impossible.  Fixation  of  wounded  parts  plays  a 
great  role  as  a  prophylactic  against  the  develop- 
ment of  infection.  When  enforced  transportation 
is  necessary,  as  often  happens  in  military  practice, 
it  adds  to  the  comfort  of  the  patient  in  keeping 
down  pain,  it  prevents  the  recurrence  of  haemor- 
rhage, and  it  also  favors  early  healing. 

The  only  thing  recommended  by  the  author  that 
savors  of  new  treatment  is  excision  of  the  wound 
of  the  skin  and  superficial  soiled  or  necrotic  muscle 
and  fascia,  and  this  is  only  new  as  it  may  apply  to 
the  channel  of  a  bullet  wound  and  not  to  shell 
wounds  or  gunshot  wounds  which  exhibit  the 
characteristics  of  explosive  effects.  Here  we  have 
a  great  deal  of  devitalized  tissue  and  the  rule  of 
treatment  is  the  same  as  that  practiced  in  all 
wounds  with  coagulation  necrosis;  i.e.,  the  remov- 
al of  contused  parts.  The  rest  of  the  so-called  new 
treatment  which  refers  to  free  drainage,  removal  of 
foreign  bodies  in  the  joint  after  localization  by  X- 
rays,  flushing  the  synovial  cavity  with  saline  solu- 
tion, insertion  of  drainage  tubes  to  and  not  into 
the  synovial  cavity,  etc.,  is  sound  practice. 

After  all,  the  outcome  in  war  wounds  of  the  knee- 
joint  will  largely  depend  on  methods  of  conser- 
vation properly  carried  out,  and  more  especially 
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on  the  characteristic  features  of  these  wounds. 
Slight  wounds,  such  as  simple  perforation  of  the 
synovial  membrane,  etc.,  have  a  uniformly  favorable 
outcome  under  modern  surgical  methods  of  treat- 
ment and  immobilization.  Lodged  bullets  in  and 
around  the  joint  complicate  the  outcome  until  they 
have  been  removed.  The  X-rays  are  a  great 
guide  in  the  treatment  of  such  cases.  Of  95  cases 
of  gunshot  wounds  of  the  knee  in  the  Anglo-Boer 
War,  lodged  bullets  were  successfully  removed  in 
10  cases  (Spencer).  Gunshot  wounds  which  groove 
the  joint  surfaces  may  or  may  not  have  many 
spicules  of  bone  protruding,  depending  on  the  ve- 
locity and  sectional  area  of  the  bullet.  Many 
spicules  and  fissures  in  the  tibia  or  femur  add  to 
the  gravity  of  the  wound.  Complete  perforations 
traversing  the  joint  in  all  directions  are  very  com- 
mon with  high-power  military  rifles  and  machine 
guns. 

Perpendicular  shots  of  this  kind  which  cross  the 
joint  by  the  shortest  route  inflict  a  minimum 
amount  of  injury  and  are  usually  attended  with 
good  results. 

In  midrange,  clean-cut  perforations  of  the  patella, 
condyles  of  the  femur,  and  the  epiphyseal  end  of  the 
tibia  are  the  rule,  and  they  offer  the  best  examples  of 
so-called  humane  wounds.  Implication  of  the 
joint  by  Assuring  and  comminution  of  the  bones 
entering  into  its  formation  by  shell  fragments, 
shrapnel  balls,  or  large  caliber  old-time  lead  bullets 
is  apt  to  exhibit  comminution  of  the  epiphyses  into 
the  joint  with  liberation  of  isolated  fragments  of 
varying  sizes.  These  are  difficult  wounds  to  treat 
successfully.  They  are  lesions  that  often  call  for 
partial  resection,  primary  or  secondary  amputa- 
tion. 

There  were  95  gunshot  wounds  of  the  knee-joint  in 
the  Anglo-Boer  War  with  a  mortality  of  only  4.2 
per  cent.  Amputation  was  done  in  11.5  per  cent 
of  cases,  all  of  which  were  injured  by  shell  fragments. 
The  fatalities  were  the  result  of  sepsis  from  severe 
shell  fracture  (Stevenson). 

The  outcome  of  reduced  caliber  rifle  injuries  of 
the  knee  was  shown  in  17  cases  at  the  battle  of 
Santiago.  No  death  was  recorded,  and  14  of  the 
injured  recovered  and  were  returned  to  duty  in 
the  course  of  a  few  months.  Three  were  dis- 
charged on  a  surgeon's  certificate  of  disability. 

Among  76  cases  of  gunshot  wounds  of  the  knee- 
joint  in  the  Spanish-American  War  and  Philippine 
Insurrection  there  was  a  mortality  of  6.5  per  cent. 
The  wounds  were  inflicted  by  all  kinds  of  missiles 
from  large  and  small  caliber  hand  weapons,  shell 
fragments,  and  shrapnel.  The  treatment  in  these 
cases  was  by  conservation  in  accordance  with  rules 
laid  down  in  clean  surgical  practice,  as  well  as 
this  can  be  accomplished  in  field  conditions.  We 
have  always  figured  that  the  outcome  was  good, 
but  we  admit  that  it  might  have  been  a  trifle  bet- 
ter under  the  strict  rules  properly  adhered  to,  as 
recommended  by  Colonel  Gray. 

Loms  A.  LaGarde. 


Denk,  W. :  Infected  Gunshot  Injuries  of  Bones  and 
Joints  (Zur  Klinik  und  Therapie  der  infizierten 
Knochen  und  Gelenkschtlsse).  Wien.  klin.  Wchnschr., 
1915,  xxviii,  701. 

In  the  treatment  of  infected  injuries  of  the  bones 
and  joints  every  possible  effort  should  be  made  to 
save  the  limb.  In  injuries  of  bones  if  there  is  no 
gas  phlegmon  or  other  malignant  infection,  ex- 
pectant treatment  is  indicated  at  first,  careful 
watch  being  kept  of  the  patient's  general  condition. 
If  improvement  does  not  take  place  incision  with 
removal  of  bone  fragments  or  secondary  trough- 
shaped  osteotomy  is  indicated. 

The  indications  for  incision  and  removal  of  bone 
fragments  are:  continuous  high  fever,  putrid  sup- 
puration, signs  of  beginning  sepsis,  haemorrhage, 
and  streptococcus  infection.  After  such  operations 
care  must  be  taken  to  avoid  shortening  of  the 
extremity,  especially  the  lower.  It  is  well  to  keep 
the  limb  in  extension  with  moderate  weights  until  a 
callus  is  formed. 

In  cases  of  fistula  or  bone  abscess  sequestrotomy 
and  trough-shaped  osteotomy  are  indicated.  The 
periosteum  and  soft  parts  are  inverted  into  the 
trough  and  a  tampon  placed  over  them  to  keep  them 
in  place;  no  skin  incision  is  made.  The  trough 
fills  up  with  new-formed  bone,  as  is  shown  by  a 
series  of  rontgen  pictures.  To  avoid  spontaneous 
fracture,  soon  after  the  operation  a  fixation  dressing 
is  applied  for  five  or  six  weeks. 

In  infected  gunshot  injuries  of  joints  conserva- 
tive treatment  is  indicated.  Often  even  after  in- 
fection in  the  joint  has  become  manifest  it  is  suffi- 
cient to  immobilize  the  limb  .  absolutely,  apply 
moist  dressings,  and  give  large  doses  of  salicylates. 
If  this  treatment  is  not  effective  arthrotomy  and 
drainage,  with  the  opening  of  any  periarticular  or 
burrowing  abscesses,  are  indicated.  If  this  treat- 
ment is  not  successful,  resection  is  justified.  This 
should  also  be  the  primary  treatment  in  cases 
with  severe  crushing  of  the  ends  of  the  joints  and 
virulent  infection  or  necrosis  of  fragments.  If  all 
conservative  methods  fail  or  if  the  patient's  Mfe  is 
threatened  by  a  general  infection,  amputation 
should  not  be  delayed  too  long.  A.  Goss. 

Pertlies,  G.:  An  Important  Point  in  the  Treatment 
of  Gunshot  Fractures  (Eine  wichtige  Forderung 
fiir  die  Behandlung  der  Schussfrakturen).  Munchen. 
tned.  Wchnschr.,  1915,  Ixii,  754. 

Perthes  calls  attention  to  the  fact  that  absolute 
immobilization  is  of  the  greatest  importance  in  the 
treatment  of  fractures.  Many  surgeons  seem  to 
forget  this  in  dressing  and  the  fracture  is  moved 
during  the  dressing.  As  a  result  there  is  pain, 
temperature,  and  increase  in  wound  secretion. 
This  is  almost  unavoidable  if  any  of  the  numerous 
forms  of  splint  are  used  that  have  to  be  removed 
during  the  dressing.  Fenestrated  plaster  casts 
should  be  used,  which  allow  free  access  to  the 
wound.  Illustrations  are  given  of  casts  which  per- 
mit this  and  also  protect  the  edges  of  the  window  in 
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the  cast  against  being  soiled.  When  the  wound  has 
healed  the  usual  treatment  for  a  simple  fracture 
can  be  applied.  A.  Goss. 

Lake,  N.  C:   The  Plating  of  Gunshot  Fractures. 

Brit.  M.  J.,  1915,  11,  44. 

The  questionable  practice  of  plating  in  compound 
comminuted  gunshot  fractures  among  war  wounds 
is  dealt  with  interestingly  by  the  author  in  a  recital 
of  his  nine  month's  experience  at  the  front,  in  France. 
He  did  not  see  it  used  in  any  of  the  French  military 
hospitals  that  he  visited  nor  did  he  hear  of  its  use  in 
many  English  ones. 

The  importance  of  obtaining  a  good  anatomical 
result  in  the  presence  of  comminuted  bone  and  the 
difficulties  which  the  latter  offers  is  fully  appreciated 
by  the  author.  The  hindrance,  from  the  presence  of 
sepsis  which  is  found  in  all  cases,  is  also  noted. 
Lake's  wide  experience  has  taught  him  that  fresh 
infection  of  soft  parts  is  negligible  in  view  of  the 
already  extensive  damage,  and  that  fresh  infection 
of  the  bone  does  not  occur  to  any  extent  worthy  of 
consideration.  In  some  of  the  smaller  bones  a 
previously  septic  wound  has  been  found  to  heal 
completely  over  a  plate,  a  fact  which  may  be  attrib- 
uted to  the  healthy  condition  of  the  tissues  prior  to 
the  injury.  In  most  cases,  however,  the  plates 
tend  to  loosen  in  the  presence  of  sepsis,  but  not  to  the 
extent  he  was  led  to  expect,  and  the  loosening  does 
not  occur  to  an  extent  sufficient  to  affect  the  original 
object  of  the  plates  until  the  fragments  have  become 
partly  fixed,  in  say,  two  or  three  weeks.  The 
plates  seem  to  have  little  effect  on  the  septic  process 
and  some  of  the  loose  ones  become  consolidated  again. 
For  these  reasons  the  author  is  of  the  opinion  that 
objections  to  the  use  of  internal  splints  are  rather 
theoretical  than  otherwise.  The  ease  with  which 
the  dressing  can  be  manipulated,  and  massage  and 
other  treatments  be  applied  to  neighboring  joints  and 
soft  tissues  as  compared  to  a  limb  under  treatment 
by  external  splints  is  specially  noted. 

The  amount  of  comminution  necessitates  the  use 
of  longer  plates  than  those  in  ordinary  use.  In  some 
shell  wounds  comminution  is  so  extensive  as  to 
exclude  the  use  of  plates,  and  in  these  cases  a  divided 
plaster  having  a  soft  iron  connecting  piece  bent  to 
form  a  handle  to  manipulate  the  limb  is  found  to 
be  of  value. 

The  plating  operation  is  not  undertaken  until 
acute  sepsis  has  been  subdued  and  radiographs 
have  been  taken — about  four  days  after  admission. 
The  taking  of  radiographs  in  two  planes,  at  right 
angles  to  estimate  the  amount  of  destruction  and 
to  better  reconstruct  the  damage  done,  is  considered 
very  essential.  No  routine  method  is  used  to 
combat  sepsis,  each  case  being  treated  according  to 
indications.  Ether,  a  dusting  powder  composed 
of  benzoic  acid  25  grams,  salol  5  grams,  quinine  25 
grams,  and  magnesium  carbonate  25  grams  proved 
of  use  in  very  dirty  cases  after  a  preliminary  cleaning 
under  an  anaesthetic.  To  establish  the  lymph  flow 
as  recommended  by  Sir  Almroth  Wright  hypertonic 


saline  solutions  with  and  without  vaccines  are  used; 
but  once  the  sepsis  is  limited,  more  reliance  is  placed 
on  the  application  of  a  Bier's  bandage  or  a  suction 
cup  when  practicable.  Sun-baths  and  injections 
of  colloid  gold,  so  highly  recommended  by  French 
surgeons,  have  been  used  with  doubtful  results. 

By  the  energetic  use  of  the  methods  mentioned 
sepsis  is  considerably  reduced  after  a  few  days,  at 
which  time  plating  can  be  done.  In  most  of  the  war 
wounds  an  incision  is  unnecessary  or  the  original 
wound  needs  to  be  only  enlarged.  The  good 
exposure  thus  obtained  is  an  advantage  in  point  of 
drainage.  The  fragments  are  carefully  replaced 
except  those  entirely  detached  that  must  obviously 
die.  While  this  preliminary  arrangement  is  being 
made,  surrounding  structures  are  carefully  examined 
for  injury.  In  a  search  of  this  kind,  in  two  cases 
of  plating  of  the  humerus,  the  musculospinal  nerve 
was  found  in  such  a  position  that  it  would  later  have 
been  involved  in  callus.  It  was  promptly  freed  and 
buried  in  muscle  to  prevent  symptoms  of  pressure 
later  on.  Many  such  cases  involving  tendons, 
vessels,  and  nerves  were  found  and  remedied  in 
accordance  with  the  indications  offered.  After 
exposing  the  ends  of  the  main  fragments  the  plates 
are  put  in  place  without  disturbing  the  periosteum 
unduly.  The  most  useful  plate  employed  was  one 
having  two  screw  holes  near  together  at  the  end, 
with  one  or  two  intermediate  ones.  The  latter 
often  hold  intervening  small  fragments  in  good 
position.  It  is  preferable  not  to  put  screws  near 
fractured  ends.  Holes  are  carbolized  before  putting 
the  screws  in  place.  Fresh  incisions  may  be  closed, 
although  they  may  be  left  open  a  few  days  to  insure 
drainage,  and  closed  by  suture  later.  The  limb 
is  found  quite  rigid  after  plating  and  the  subsequent 
management  is  devoted  to  keeping  down  sepsis 
for  the  next  three  or  four  weeks.  The  author  states 
that  the  limb  may  be  treated  the  same  as  one  with- 
out fracture,  as  far  as  early  movements  and  massage 
may  be  indicated.  After  one  month  the  parts  have 
become  solid  enough  so  that  any  plates  that  show  a 
tendency  to  be  loose  may  be  removed  except  where 
there  is  a  gap,  and  the  plate  is  then  retained  as  it 
may  assist  in  preventing  shortening.  Several 
weeks  later  a  sequestrum  is  found  embedded  in  a 
cavity  of  bone  or  fibrous  tissue,  which  should  be 
removed.  To  close  the  remaining  cavity  bismuth  paste 
has  given  good  results.  Before  this  is  resorted  to, 
the  cavity  is  swabbed  with  pure  carbolic  acid,  and 
iodoform  paste  is  used  for  a  few  days.  Skin-grafting 
was  often  resorted  to  to  assist  in  rapid  closure  of 
wounds. 

Many  cases  remained  ununited  except  by  deposit 
of  fibrous  tissue  between  the  bone-ends.  For 
these  bone-grafting  is  recommended  later. 

The  concluding  paragraph  should  convince  any- 
one that  it  will  be  a  long  time,  if  ever,  before 
plating  becomes  an  adopted  mode  of  treatment  in 
gunshot  fractures  in  military  surgery. 

Even  in  simple  fractures  asepsis  has  always  been 
the  sine  qua  non  to  intervention.     Bone  tissue  at 
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best  offers  poor  resistance  against  infection,  and  for 
that  reason  the  propriety  of  plating  bone  in  com- 
pound fractures  has  always  been  questionable. 
In  gunshot  fractures  where  so  much  comminution 
and  laceration  of  tissue  exists  in  the  presence  of 
heavy  infection,  and  amid  surroundings  which  often 
forbid  the  possibility  of  carrying  out  the  rules  of 
•asepsis  completely,  as  is  found  in  the  emergency 
conditions  of  field  surgery,  the  practice  of  plating  at 
best  could  only  be  undertaken  by  experts  in  selected 
cases. 

In  military  surgery  it  should  also  be  remembered 
that  the  gaps  which  are  apt  to  occur  in  the  con- 
tinuity of  the  long  bones  from  shell  fracture  and  the 
comminution  common  to  bullets  of  high  velocity, 
have  hitherto  been  filled  in  a  surprising  way  by  new 
bone.  In  the  few  cases  in  which  Nature  fails 
to  provide  the  bone,  there  is  an  opportunity  of  re- 
placing the  intervening  fibrous  tissue  with  bone- 
grafts.  In  pseudo-arthrosis  with  loss  of  bone  sub- 
stance bone-grafting  offers  absolutely  safe  and 
nearly  perfect  results.  Lambotte  states  that  per- 
sonally he  has  never  resorted  to  a  mutilating  opera- 
tion for  pseudo-arthrosis  from  loss  of  bone  sub- 
stance. He  strongly  advocates  strict  asepsis  in  the 
use  of  bone-grafting  and  emphasizes  his  belief  that 
living  bone  will  graft  itself  perfectly  and  continue 
to  live  in  its  natural  state,  and  this  is  especially  true 
of  autoplastic  grafts.  Louis  A.  Lagarde. 

Routier,  A. :  Technique  for  Late  Secondary  Ampu- 
tations in  War  Injuries  (Technique  pour  les 
amputations  secondaires  tardives  chez  les  bless6s  de 
guerre).  Bull,  el  mSm.  Soc.  de  chir.  de  Par.,  1915, 
xli,  1 164. 

Routier  describes  3  cases  on  which  he  operated 
with  excellent  results  by  a  method  quite  different 
from  the  classical  amputation.  In  contrast  he 
describes  2  cases  in  which  he  operated  by  the  class- 
ical method  and  both  patients  died.  The  amputa- 
tion is  not  carried  above  the  injury  into  sound  tissue, 
but  is  made  in  the  very  midst  of  the  wound.  Suture 
of  the  flaps  is  not  attempted  afterward  and  the 
result  is  very  unsightly,  but  it  has  the  advantage 
of  leaving  a  longer  bone-stump,  it  does  not  open  up 
fresh  bleeding  surfaces  and  expose  them  to  infection, 
but  utilizes  the  granulating  surfaces  already  present 
in  the  wound.     It  is  rapid  and  easy  of  execution. 

Sebileau  also  described  2  cases  he  had  amputated 
by  this  method.  It  is  to  be  regarded  as  an  emer- 
gency method  to  be  used  only  under  such  conditions 
as  prevail  at  present,  but  in  those  conditions  it  is 
valuable  because  of  its  rapidity  of  execution  and 
especially  because  fresh  bleeding  surfaces  are  not 
exposed  to  infection.  A.  Goss. 

Wolflf,  A.:  Osteomyelitis  of  the  Spinal  Column 
After  Gunshot  Wound  (Wirbelosteomyelitis  nach 
Schussverletzung).  Deutsche  med.  Wchnschr.,  1915, 
xli,  498. 

Acute  osteomyelitis  of  the  spinal  column  is  rare. 
Up  to  1903  Gisel  could  find  only  56  authentic  cases 


in  the  literature.  Henle  reported  5  cases  due  to 
trauma.  Wolfl  describes  a  case  in  a  soldier  who  had 
been  shot  in  the  neck  just  below  the  angle  of  the 
jaw.  Three  weeks  later  a  fragment  of  a  shell  was 
removed  through  the  oesophagus.  He  was  appar- 
ently well  and  rcintgen  examination  showed  no 
injury  of  the  vertebra.  Three  weeks  later  —  six 
weeks  after  the  injury  —  he  developed  signs  of 
meningitis,  from  which  he  died.  Autopsy  showed 
osteomyelitis  of  the  third  cervical  vertebra  and  sup- 
purative spinal  meningitis. 

In  connection  with  the  above  case  Wolff  empha- 
sizes the  points  that  in  cases  of  gunshot  injuries 
near  the  spinal  column  where  there  is  the  slightest 
suspicion  of  injury  to  the  vertebra;,  the  patients 
should  be  treated  with  a  plaster  cast  or  suspension. 
No  dependence  must  be  placed  on  the  rontgen  pic- 
ture, for  it  does  not  show  osteomyelitis  in  the  early 
stages.  Bullets  and  foreign  bodies  should  not  be 
removed  through  the  oesophagus,  but  an  external 
opening  should  be  made  and  free  drainage  estab- 
lished. Osteomyelitis  of  the  spinal  column  may 
not  appear  until  weeks  after  the  injury.    A.  Goss. 

Davidson,  T.  C. :  A  Case  of  Gunshot  Wound  of  the 
Back,  Producing  Paralysis,  Relieved  by  Lami- 
nectomy.    Atlanta  J .-Rec.  Med.,  1915,  Ixii,  71. 

The  patient,  a  negro,  was  shot  in  the  back  by  a 
policeman.  He  presented  complete  paralysis  of 
the  bladder,  bowels,  and  both  legs.  The  X-ray 
report  was  misleading,  from  its  having  been  in- 
correctly interpreted,  the  bullet  having  actually 
lodged  on  the  left  side  of  the  second  lumbar  vetebra 
instead  of  on  the  right  as  reported.  The  question  for 
diagnosis  was  whether  the  symptoms  were  caused 
by  direct  trauma  of  the  bullet,  by  compression  from 
a  spicule  of  bone,  or  by  a  blood-clot.  From  a  care- 
ful history  of  the  relative  position  of  policeman  and 
patient  at  the  time  of  the  shooting  and  the  fact 
that  the  patient  did  not  immediately  lose  the  use  of 
his  legs,  it  was  concluded  that  a  blood-clot  was  the 
cause,  and  this  was  confirmed  by  operation.  The 
patient  was  up  in  fourteen  days  and  recovered 
completely.  The  case  serves  to  draw  attention 
to  the  necessity  of  correctly  interpreting  X-rays 
and  of  using  care  in  taking  histories.  C.  E.  Wells. 

Perthes,  G.:  Laminectomy  in  Cases  with  Bullets 
Lodged  in  the  Spinal  Cord  (tjber  Laminektomie 
bei  Steckschiissen  des  Riickenmarkes).  Beitr.  z. 
klin.  Chir.,  1915,  xcvii,  76. 

There  is  still  a  great  difference  of  opinion  as  to 
the  proper  course  to  pursue  in  gunshot  injuries  of 
the  spinal  cord;  some  surgeons  advise  operation  and 
others,  equally  skilled,  advise  against  it.  Perthes 
considers  only  those  cases  in  which  the  projectiles 
remain  in  the  spinal  canal,  and  gives  the  histories  of 
six  such  cases  operated  upon  by  him.  Two  of  these 
patients  died  the  day  after  the  operation;  one  died 
later  after  the  wound  had  healed ;  one  recovered  from 
the  operation,  but  not  from  the  paralysis;  but  in  the 
two  other  cases  the  improvement  after  the  opera- 
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tion  was  so  marked  that  there  is  every  reason  to 
believe  it  will  be  complete. 

He  discusses  the  symptoms  of  complete  and 
partial  transverse  section  of  the  spinal  cord  and 
concludes  that  laminectomy  should  be  performed  in 
all  cases  where  there  is  only  partial  section.  In 
such  cases  the  symptoms  are  often  due  to  pressure 
by  the  projectile,  and  recovery  after  operation  is 
remarkably  rapid  and  complete.  If  there  is  com- 
plete transverse  section  of  the  cord,  operation  is 
useless,  but  it  must  be  borne  in  mind  that  there  are 
often  clinical  signs  of  complete  section  when  an- 
atomically a  part  of  the  cord  is  preserved;  so  it  is 
quite  possible  that  some  such  cases  may  be  saved; 
at  any  rate  the  operation  can  do  no  harm,  for  the 
patients  will  die  if  not  operated  upon.  The  opera- 
tion should  be  performed  under  local  anaesthesia 
with  the  aid  of  pantopon-scopolamine  or  scopola- 
mine-morphine  anaesthesia.  In  the  cases  of  only 
partial  section  of  the  cord  the  operation  should  be 
performed  at  once;  there  is  no  object  in  waiting  as 
the  pressure  symptoms  will  only  grow  worse. 

A.  Goss. 

Marburg,  O.,  and  Ranzi,  E.:  Gunshot  Injuries  of 
Peripheral  Nerves  (Zur  Frage  der  Schussverletz- 
ungen  der  peripheren  Nerven).  Wien.  klin.  Wchn- 
schr.,  1915,  xxviii,  611. 

From  experience  with  2  non-operative  and  48 
operative  cases  of  nerve  injuries  the  authors  come 
to  the  following  conclusions: 

1.  When  after  a  gunshot  injury  there  is  loss  of 
motion  and  sensation  and  complete  lack  of  electrical 
reaction,  operation  is  indicated  as  soon  as  the  wound 
has  healed. 

2.  When  there  is  loss  of  motion  and  sensation 
and  the  electrical  reaction  is  growing  worse,  opera- 
tion is  indicated. 

3.  When  there  is  loss  of  sensation  and  motion, 
with  no  tendency  to  improvement,  and  the  reaction 
of  degeneration  remains  stationary  for  several  weeks 
operation  is  indicated. 

4.  If  there  are  suppurating  wounds  operation 
should  be  delayed  for  several  weeks.  A.  Goss. 

Stoney,  R.  T.:    Nerve-Suture  for  Bullet  Wounds. 

Brit.  M.  J.,  191 5,  ii,  10. 

As  an  operating  surgeon  in  the  French  Army  the 
author  had  many  opportunities  of  seeing  cases  of 
nerve  injury  caused  by  modern  weapons.  From 
four  operated  cases  he  concludes  as  follows: 

1.  The  function  of  a  nerve  may  be  interrupted 
without  material  injury,  in  which  case  the  loss  of 
function  is  only  partial  and  returns  early,  probably 
within  a  fortnight  or  three  weeks. 

2.  When  a  nerve  is  partially  or  wholly  divided 
loss  of  function  is  marked  and  permanent  and  may 
even  tend  to  increase.  In  these  cases  it  is  useless 
to  expect  spontaneous  regeneration  owing  to  the 
distortion  and  separation  of  the  cut  ends  and  the 
great  development  of  dense  fibrous  tissue  which 
appears  to  follow  in  all  cases. 


3.  When  a  nerve  is  divided,  the  sooner  an  opera- 
tion for  its  suture  is  performed  the  easier  it  is  and 
the  greater  the  likelihood  of  an  early  cure.  In 
cases,  however,  where  the  wound  is  septic,  it  may 
be  advisable  to  allow  time  for  the  wound  to  heal. 

4.  Even  when  no  treatment  has  been  given  for 
several  months  there  is  still  a  chance  of  a  successful 
result  if  late  suturing  is  undertaken,  so  that  no  case 
need  be  looked  upon  as  necessarily  hopeless. 

C.  G.  Heyd. 

Holland,  C.  T.:  The  X-Ray  Work  at  the  First 
Western  Base  Hospital.  Med.  Press  b"  Circ, 
1915.  cl,  539- 

Holland  states  that  desperately  bad  cases  are 
not  usually  seen  in  the  base  hospitals.  Generally 
the  wounds  are  those  due  to  shrapnel  bullets,  bits 
of  lead,  or  irregular  pieces  of  metal.  It  is  usually 
impossible  to  tell  merely  from  the  appearance  of 
these  wounds  the  nature  of  the  missile  causing  them. 

The  first  point  to  be  determined  by  the  radiog- 
rapher is  the  presence  or  absence  of  a  foreign 
body;  its  location;  and  the  coexistence  or  not  of  a 
bone  injury.  The  taking  of  plates  alone  is  not 
sufficient  but  a  careful  and  extensive  search  over  a 
large  area  must  be  made  with  the  screen  before 
determining  that  a  foreign  body  is  not  present. 
But  even  with  a  screen,  when  only  splashes  of 
lead  are  present,  these  may  be  so  small  that  they 
cannot  be  detected  on  a  screen.  Holland  thinks 
the  best  screen  examination  is  made  from  below  up, 
but  states  that  owing  to  the  condition  of  the  pa- 
tient it  is  usually  very  difiicult  to  move  the  body 
freely  and  thus  get  screen  or  plate  effects  in  various 
positions  which  are  an  aid  to  localization. 

In  dealing  with  methods  of  localization,  Holland 
considers  the  Mackenzie-Davidson  method  the 
most  exact  known.  The  principle  of  this  method 
is  the  taking  of  two  radiographs  with  a  known 
distance  of  tube  from  plate,  the  shifting  of  the  tube 
a  known  distance,  and  then  a  reconstruction  by 
means  of  the  special  apparatus  of  the  lines  of  the 
X-ray  stream,  etc.  For  practical,  quick  execution, 
however,  the  author  prefers  a  modification  of  this  ap- 
paratus, devised  by  Hampson  of  London,  which  he 
describes  in  full  detail.  The  method  is  claimed  to  be 
exact  in  determining  the  position  and  depth  of  a 
foreign  body  from  any  fixed  and  marked  spot  on 
the  skin.  Holland  says  that  he  has  estimated  the 
depth  of  deeply-seated  foreign  bodies  in  the  pelvis 
and  chest  both  from  the  front  and  back,  put  the 
figures  on  paper,  and  then  with  a  caliper  measured  the 
thickness  of  the  body  between  the  two  skin  marks. 
In  no  single  case  has  the  difference  between  the 
sum  of  the  depths  and  the  caliper  measurements 
been  more  than  0.5  cm. 

In  discussing  the  detection  of  bone  injuries  Hol- 
land states  that  a  plate  should  always  be  exposed  in 
addition  to  the  screen.  The  plate  will  show  more 
detail  and  in  many  cases  will  show  fragments  of 
lead  mixed  with  the  bone  fragments. 

He   emphasizes    the   importance   of    thoroughly 
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skilled  X-ray  wound  work.  It  is  of  no  use  leaving 
the  work  to  semiskilled  operators  who  are  not 
familiar  with  the  work  required.  Unskilled  radiog- 
raphy is  responsible  for  injury  to  the  patient  and 
misleading  of  the  surgeon.  He  also  thinks  that 
the  surgeon  should  be  present  at  the  examination 
and  should  see  for  himself  the  bullet  shadow  on  the 
screen,  the  patient's  position,  etc.     H.  E.  Potteb. 

Jacotnet:  Treatment  of  Gaseous  Gangrene  (Notes 
et  observations  concernant  le  traitcment  de  la 
gangrene  gazeuse).  Bull,  et  mim.  Soc.  de  chir.  de 
Par.,  191S,  xli,  1321. 

Jacomet  at  first  treated  severe  cases  of  gaseous 
gangrene  by  amputation,  but  he  found  that  even 
when  he  amputated  above  the  gangrene  in  sound 
tissue,  there  was  often  recurrence  in  the  stump. 
Now  he  treats  these  cases  as  follows:  As  soon  as 
possible  after  the  patient  is  received,  parallel 
incisions  are  made  in  the  gangrenous  area  15  to  20 
cm.  long  with  the  thermocautery;  these  incisions 
are  made  6  to  7  cm.  apart  throughout  the  affected 
area.  The  thermocautery  is  passed  through  the 
skin  and  aponeurosis.  He  then  dissects  the  cellular 
tissue  with  his  finger  or  a  blunt  instrument,  so  that 
the  muscles  are  opened  up.  He  then  washes  out 
the  wound  with  hydrogen  peroxide,  inserts  gauze 
drainage,  and  wraps  the  limb  in  moist  compresses. 
The  dressing  is  repeated  every  day.  If  it  becomes 
necessary  to  amputate  a  part  of  the  limb  he  waits 
till  a  line  of  demarcation  is  formed,  and  incises 
the  soft  parts  along  this  line  with  the  thermocautery, 
and  saws  the  bone.  In  this  way  he  saves  more  of 
the  limb  than  he  would  have  by  early  amputation. 
By  this  method  he  has  lost  only  one  patient  out  of 
1 1  and  he  insists  on  the  value  of  the  thermocautery. 

Delbet  said  that  he  had  found  hydrogen  peroxide 
positively  harmful  in  gaseous  gangrene;  many  cases, 
apparently  very  severe,  turned  out  well,  even  without 
treatment,  and  others  apparently  mild  ended  fatally, 
so  the  method  of  treatment  is  blamed. 

QuENU  said  that  he  did  not  believe  Jacomet's 
treatment  was  applicable  in  all  cases;  in  cases 
of  total  gangrene,  amputation  is  necessary.  He 
advises  free  incision  in  cases  of  partial  gangrene  and 
amputation  in  total  gangrene. 

TuFFiER  thinks  that  hydrogen  peroxide  is  effec- 
tive in  cases  of  subcutaneous  gangrene,  but  not  in 
deep  gangrene.  In  the  latter  he  recommends  ampu- 
tation. Delbet  emphasized  the  importance  of 
exposing  the  wound  to  the  air.  Lenormany  said 
he  had  never  seen  hydrogen  peroxide  arrest  a  case 
of  progressive  gangrene,  and  that,  moreover,  it  is 
very  painful  to  the  patient.  A.  Goss. 

Wepfer,  A. :  Intravenous  Isopral-Ether  Ansesthesia 
in  Military  Surgery  (Die  intravenose  Isopral- 
Aethernarkose  in  der  Kriegschirurgie).  Beitr.  z. 
klin.  Chir.,  1915,  xcvii,  i. 

Wepfer  describes  the  technique  of  this  form  of 
intravenous     anaesthesia.     The     complicated     ap- 


paratus described  by  Kiimmel  is  not  necessary. 
Three  graduated  flasks  can  be  used  provided  with 
tubes  that  can  be  shut  off  at  will.  The  first  vessel 
contains  physiological  salt  solution  at  42°  C,  and 
the  second  a  solution  of  1.5  gm.  isopral  in  icx5 
gm.  lukewarm  physiological  salt  solution.  As  the 
isopral  is  very  volatile  it  should  be  prepared  fresh 
each  time  from  isopral  tablets.  The  third  vessel 
contains  a  mixture  of  ether  and  salt  solution  at  28° 
C.  It  must  be  no  warmer  or  the  ether  collects  above 
the  salt  solution  and  so  is  unused.  Venesection  is 
performed  under  novocaine  infiltration,  the  needle 
being  introduced  into  the  median  vein  or  into  one 
of  the  veins  of  the  leg.  First  the  isopral  is  run  in 
very  slowly.  If  it  is  allowed  to  run  too  quickly 
there  will  be  cyanosis  and  disturbances  of  respira- 
tion. When  70  to  90  ccm.  of  the  solution,  suflScient 
for  one  anaesthesia,  has  run  in,  the  isopral  tube  is 
closed  and  the  ether  solution  run  in  until  the 
desired  degree  of  anaesthesia  is  attained.  The  de- 
gree of  anaesthesia  is  tested  as  in  inhalation  an- 
aesthesia by  the  corneal  reflex.  In  order  to  keep 
the  anaesthesia  at  the  desired  point  the  ether  is 
shut  off  from  time  to  time  and  salt  solution  injected. 
The  respiration  should  be  watched  carefully;  it  is 
somewhat  more  subject  to  disturbances  than  in 
inhalation  anaesthesia.  If  there  is  any  difficulty 
all  that  is  necessary  is  to  shut  off  the  ether  and  use 
salt  solution  until  normal  breathing  is  restored. 

Wepfer  used  this  method  of  anaesthesia  in  two 
cases  of  severe  gunshot  fracture  of  the  humerus  and 
in  one  of  the  femur.  In  one  of  the  cases  he  could 
not  secure  an  anaesthetist,  so  he  administered  it  him- 
self. After  the  patient  was  anaesthetized,  he  allowed 
the  salt  solution  to  run  in  and  went  ahead  with  the 
amputation.  This  disproves  the  general  opinion 
that  this  is  a  complicated  and  difficult  method  of 
anaesthesia.  The  patients  awake  from  the  an- 
aesthesia feeling  fresh  and  well,  and  there  is  no  vomit- 
ing. It  can  be  used  on  patients  who  are  in 
extremely  bad  condition  and  not  able  to  bear  in- 
halation anaesthesia.  In  such  cases  it  is  an  ideal 
anaesthetic  and  should  be  more  widely  used  in 
military  surgery,  where  desperate  cases  are  fre- 
quent. If  carried  out  with  care  it  offers  no  more 
danger  than  inhalation  anaesthesia.  A.  Goss. 

Crile,  G.  W.:    Notes  on  Military  Surgery.    Ann. 
Surg.,  Phila.,  1915,  Ixii,  i. 

Crile  describes  his  observations  and  experiences  at 
the  American  Ambulance.  He  is  full  of  praise  for 
the  sympathy  and  achievements  of  the  self-sacri- 
ficing American  men  and  women  in  charge.  The 
hospital  is  under  the  War  Department  of  France. 
It  has  a  capacity  of  450  beds,  150  of  which  constitute 
a  university  service  under  Joseph  A.  Blake  of  New 
York.  Harvard  University,  the  University  of 
Pennsylvania,  the  University  of  Chicago,  Western 
Reserve  University  and  other  universities  have 
given  assistance  in  money  and  personnel  with  the 
hope  that  American  surgeons  would  become  familiar 
with  military  surgery  and  help  disseminate  knowl- 
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edge  of  this  branch  of  surgery,  and  incidentally 
prepare  for  eventualities  in  our  own  country. 

The  heads  of  wards  and  departments  are  pro- 
fessional nurses,  assisted  by  volunteer  auxiliary 
nurses  among  whom  are  artists,  authors,  actresses, 
and  society  ladies,  who  are  spoken  of  as  devoted  to 
their  work. 

The  orderlies  are  volunteers,  assisted  by  students, 
artists,  authors,  and  noblemen.  One  of  these  artists 
seems  to  have  had  time  to  mount  in  gold  the  missiles 
extracted  from  the  wounded. 

Crile  is  hopeful  that  the  research  work  of  the 
laboratories  of  Sir  Almroth  Wright  and  his  staff  at 
Boulogne  and  that  of  Alexis  Carrel  under  the  aus- 
pices of  the  Rockefeller  Institute  at  Campiegne  will 
yet  develop  useful  methods  of  wound  treatment  in 
war.  The  Wright  laboratory  has  already  pointed 
out  the  shortcomings  of  dry  dressings,  and  the 
efficiency  of  "warm  moist  dressings,  immersion  in 
hypertonic  solutions  of  potassium  citrate  and  sodium 
chloride  and  in  severe  knee  or  thigh  injuries,  the 
immersion  of  the  patient  in  a  bath."  In  the  uni- 
versity division  of  the  American  Ambulance  the 
open-air  treatment  of  wounds,  exposure  to  electric 
light,  hot  packs,  immersion  in  hot  water,  free  in- 
cision, good  drainage,  and  physiologic  rest  were 
practised  with  success. 

Gas  gangrene.  No  specific  treatment  has  been 
found  for  this  fatal  form  of  infection.  Some  favor 
the  continuous  oxygen  infusion  in  the  tissues  beyond 
the  infected  area.  Prompt  amputation,  leaving  the 
stump  wide  open,  and  applying  hydrogen  peroxide 
yield  favorable  results  in  some  cases;  while  free 
incisions  and  the  actual  cautery  are  resorted  to  by 
some  surgeons. 

Shock  and  exhaustion.  As  might  well  be  expected 
in  such  a  war,  shock  and  exhaustion  kill  great  num- 
bers of  soldiers.  The  emotional  strain  is  especially 
great  in  men  fighting  in  trenches  but  50  yards  apart. 
The  strain  reaches  its  maximum  in  those  men  who 
are  wounded  and  lying  in  the  zone  of  fire  beyond 
rescue  for  many  hours  in  the  area  between  the  first 
line  of  trenches  of  the  opposing  sides.  Now  that 
the  troops  are  made  up  of  seasoned  soldiers  the 
effects  of  emotional  strain  is  not  so  deep  or  common, 
but  in  the  earlier  part  of  the  war  men  were  known  to 
perish  from  emotional  strain  alone.  Nervous  sys- 
tems break  down  where  no  injury  has  been  inflicted 
and,  as  has  been  touched  upon  by  military  surgeons 
in  the  past,  there  are  innumerable  examples  of  pro- 
found shock  and  death  from  trivial  wounds.  The 
difficulties  of  treating  shock  are  specially  empha- 
sized, as  for  instance  at  times  when  the  relief  corps 
are  overwhelmed  by  the  sudden  appearance  of 
thousands  of  wounded  it  is  difficult  to  find  assistants 
to  even  administer  a  drink  of  water.  Under  such 
stress  shock  is  best  treated  by  morphia. 

Head  injuries.  These  injuries  are  treated  with 
difficulty  as  a  result  no  doubt  of  infected  head- 
wounds.  Secondary  changes  such  as  abscess  and 
epilepsy  are  common. 

One  of  the  excellent  outcomes  of  the  war  has  been 


the  practice  of  oral  surgery  by  artful  dentists  in 
transplanting  teeth,  fashioning  dental  splints,  and 
in  bridge  work. 

Chest.  Penetrating  shrapnel  and  shell  wounds 
nearly  all  end  in  empyema  while  rifle  bullet  wounds, 
as  already  reported  from  other  wars,  observe  the 
same  happy  results  in  quick  convalescence  and  re- 
turn to  duty. 

Abdomen.  Immediate  operation  from  gunshot 
wounds  of  the  abdomen  which  is  the  rule  of  treat- 
ment in  civil  practice,  has  ended  disastrously  in  this 
war  as  it  has  in  all  previous  wars.  Cases  of  unexpect- 
ed recovery,  as  already  noted  in  military  practice, 
were  occasionally  observed.  Pelvic  wounds  involv- 
ing shattering  of  adjoining  bones  were  usually  fatal 
after  prolonged  efforts  at  treatment. 

Extremities.  The  experience  in  the  World  War  is 
bringing  to  the  attention  of  civilian  surgeons  the 
conditions  which  often  compel  military  surgeons  to 
amputate  limbs  in  active  campaign.  High  com- 
pound fractures  of  the  femur  with  shattering  call 
for  the  keenest  judgment  as  to  amputation,  in  view 
of  the  physical  condition  of  the  patient,  the  chances 
of  transportation  to  a  base  hospital,  the  time  to  be 
spent  in  transit,  the  dangers  of  gas  infection,  etc. 
The  same  questions  are  apt  to  be  debated  in  injuries 
to  the  leg  below  the  knee,  although  in  these  the 
difficulties  of  transport  are  not  so  great. 

The  article  is  accompanied  by  a  good  illustration 
of  the  Balkan  splint  for  fractures  of  the  long  bones. 
It  is  cheap  and  simple,  and  can  easily  be  made  by 
anyone.  It  dispenses  with  coaptation  splints  and 
bandages.  In  this  splint  the  leg  or  arm  is  slung  in 
a  sling  which  is  suspended  from  an  overhead  pole 
running  from  the  foot  to  the  head  of  the  bed  and 
fixed  to  two  upright  pieces.  The  usual  method  of 
making  extension  and  counterextension  is  used  in 
connection  with  the  Balkan  splint  by  raising  the 
foot  of  the  bed  and  fastening  the  pully  of  the  exten- 
sion apparatus  to  the  upright  at  the  foot  of  the  bed. 

As  might  be  expected,  bone-plating  for  the  treat- 
ment of  fractures  by  gunshot  is  used  but  little. 

Repair  of  infected  compound  comminuted  frac- 
tures. Crile  expresses  renewed  faith  in  the  recupera- 
tion powers  of  Nature  after  seeing  the  unfailing 
repair  of  badly  shattered  fractures  in  long  bones. 
We  might  state  that  military  surgeons  have  per- 
sistently called  attention  to  Nature's  power  to  heal 
and  to  bridge  wide  gaps  in  the  continuity  of  the  long 
bones.  It  was  so  in  wars  in  pre-antiseptic  times  and 
it  is  more  so  now  that  we  can  combat  suppuration 
in  and  about  the  seat  of  fracture.  Except  for  the 
(emergency  reasons  that  often  compel  military  sur- 
geons to  amputate,  conservation  should  be  practiced 
whenever  the  nature  of  the  injury  lends  hope  of  a 
useful  limb.  Under  favorable  environment  amputa- 
tion should  never  be  contemplated  except  in  the  case 
of  hopeless  destruction  of  soft  parts  including  the 
principal  vessels  and  nerves  of  the  limb. 

In  conclusion,  Crile  refers  to  the  load  that  was 
suddenly  thrust  upon  the  medical  departments  of 
the  armies  involved  at  the  commencement  of  the 
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war.  The  rule  of  furnishing  armies  a  ratio  of 
seven-lenlhs  of  one  per  cent  or  even  one  per  cent  of 
medical  ofl'icers  as  an  effective  force  proved  inade- 
quate and  the  number  was  a  bagatelle  as  compared 
to  the  number  actually  required.  In  the  beginning 
of  the  war  when  hundreds  of  thousands  of  wounded 
were  suddenly  flung  here  and  there,  there  was  much 
confusion.  The  army  surgeons  were  fully  occupied 
with  administrative  work  which  took  all  their  time. 
Civilian  surgeons  of  ability  in  clinical  work  had  to 
take  up  the  treatment  of  the  sick  and  wounded  and 
this  they  did  nobly.  To  those  of  us  who  have  had 
experience  in  active  field  work  the  lesson  to  be 
learned  from  this  and  all  great  wars  is  that  civilized 
nations  should  ungrudgingly  provide  their  armies 
with  a  liberal  allowance  of  medical  oflicers  in  time 
of  peace  in  order  that  they  may  be  properly  trained 
for  field  service  in  war.  If  the  medical  officers  seem 
to  be  too  numerous  and  out  of  proportion  to  the 
number  in  other  staff  corps,  the  extra  expense  to 
which  the  nation  is  subjected  will  be  outbalanced  by 
the  number  of  lives  saved  and  millions  of  dollars 
saved  annually  in  the  way  of  pensions.  We  can 
excuse  a  heavy  toll  in  life  and  suffering  when  it  is 
due  to  the  inevitable  fortunes  of  war,  but  not  when 
it  arises  from  parsimony  and  neglect. 

Louis  A.  La  Garde. 

Rothe,  von:  Surgery  in  a  Military  Hospital  (Chir- 
urgie  im  Kriegslazarett) .  Beitr.  z.  klin.  Chir.,  1915, 
xcvi,  181. 

Rothe  thinks  too  much  emphasis  has  been  laid  on 
the  saying  that  war  surgery  is  not  peace  surgery, 
and  that  war  surgery  must  be  conservative.  These 
sayings  may  do  harm  by  being  wrongly  interpreted. 
He  points  out  some  of  the  grave  difficulties  of 
military  surgery;  the  buildings  that  have  to  be  used 
for  hospitals  often  are  provided  with  neither  light 
nor  running  water;  water  has  to  be  heated  on  stoves, 
needed  supplies  are  often  not  available,  trained 
assistance  cannot  be  counted  on,  and  the  time  and 
attention  cannot  be  given  to  each  individual  case 
that  is  thought  necessary  in  civil  practice.  In  spite 
of  all  these  facts,  however,  war  surgery  is  peace 
surgery,  but  must  adapt  itself  to  changed  conditions. 
To  say  that  war  surgery  is  conservative  must  not  be 
interpreted  as  meaning  that  the  surgeon  must  do 
nothing.  The  most  extensive  incision  is  sometimes 
conservative  in  that  it  saves  a  limb  from  amputation. 
It  is  just  as  great  a  mistake  to  leave  all  projectiles 
untouched  and  let  the  right  time  for  removing  them 
pass  by  as  it  is  to  remove  them  all  in  a  routine  way 
without  definite  indications. 

Operations  on  the  different  parts  of  the  body  are 
discussed,  and  insofar  as  general  rules  can  be  given 
for  the  treatment  of  certain  conditions  they  are  set 
forth.  In  gunshot  injuries  of  the  skull,  grazing 
shots  and  those  in  which  it  can  be  seen  from  the 
relative  position  of  the  entrance  and  exit  wounds 
that  the  projectile  has  passed  near  the  surface  of  the 
skull  are  treated  by  laying  bare  the  bone  between 
the  wounds  and  searching  for  splintering  of  the  bone 


and  depression  whether  there  is  fever  and  high 
pressure  or  not.  If  there  is  neither  splintering  nor 
depression,  further  treatment  is  expectant.  In 
cases  where  the  bullet  has  penetrated  the  brain, 
whether  it  has  passed  out  or  lodged,  a  rontgen  photo- 
graph should  be  taken.  If  the  bullet  has  lodged 
there  should  be  no  operation  if  there  is  no  fever. 
Indications  for  operation  are:  increasing  cerebral 
pressure  or  persistent  high  fever. 

In  gunshot  injuries  of  the  lungs  the  principles  are: 
rest  in  bed  and  expectant  treatment.  Only  if  there 
are  threatening  symptoms  of  compression,  should 
there  be  early,  partial  evacuation  of  an  extensive 
effusion;  otherwise  partial  evacuation  after  10  days. 
If  there  is  effusion  with  high  temperature  it  must  not 
be  forgotten  that  the  latter  may  be  caused  by  a 
puncture.  Rib  resection  should  be  performed  only 
when  empyema  of  an  abscess  is  demonstrated,  if 
there  is  not  already  complete  pneumothorax.  If  a 
shot  goes  through  both  thorax  and  abdomen,  the 
treatment  is  the  same  unless  there  are  pronounced 
abdominal  symptoms. 

In  gunshot  injuries  of  the  abdomen  in  civil  life 
laparotomy  should  be  performed  as  soon  as  possible. 
This  rule  does  not  hold  good  in  war  surgery  for  it  is 
impossible  to  get  the  patients  where  they  can  be 
operated  upon  aseptically  soon  enough.  The  best 
time  for  operation  has  passed  before  operation  is 
possible,  so  the  surgeon  must  wait  until  sufficient 
adhesions  are  formed  to  shut  the  injured  intestine 
off  from  the  peritoneal  cavity.  But  if  there  is  per- 
foration, operation  should  be  performed  anyway,  for 
otherwise  these  cases  are  absolutely  fatal,  and  even 
if  only  a  few  are  saved  it  justifies  surgical  inter- 
ference. 

The  principles  of  treatment  followed  in  injuries 
of  the  urinary  tract  are  as  follows:  (i)  If  there  is 
continuous  internal  haemorrhage,  operate  at  once. 

(2)  If  there  is  injury  of  the  kidney  without  this 
symptom,    expectant    treatment    should    be    used. 

(3)  In  injury  of  the  bladder  permanent  catheteriza- 
tion is  necessary.  (4)  If  it  is  suspected  that  the 
prostate  also  is  mutilated,  if  the  catheter  becomes 
clogged,  or  if,  in  spite  of  the  catheter,  there  is  high 
fever,  operation  with  formation  of  a  vesicoperineal 
fistula,  or  high  section,  or  possibly  both  are  indi- 
cated. 

In  injury  of  any  of  the  three  body  cavities  a  funda- 
mental condition  for  success  is  absolute  rest  and  no 
transportation  before  the  sixth  to  the  tenth  day. 

In  injuries  of  the  spinal  column  immediate  fixa- 
tion is  of  the  greatest  importance.  When  possible 
a  rontgen  picture  should  be  taken.  If  bone  splinters 
or  projectiles  are  shown  in  the  picture  the  injured 
point  should  be  laid  bare  and  the  foreign  body 
extracted.  This  is  in  contrast  with  the  advice  of 
most  authors,  but  Rothe  has  had  excellent  results. 
If  the  cord  is  only  contused  expectant  treatment  is 
in  order.  Infected  wounds  should  be  opened  and 
drained.  The  patients  should  not  be  transported 
till  the  eighth  or  tenth  day. 

Injuries  of  the  limbs  constitute  the  majority  of 
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war  injuries.  The  greater  part  of  them  are  in- 
fected. Incision  should  be  made  parallel  to  the 
muscle-fibers  and  the  canal  of  the  projectile  drained. 
There  should  be  complete  fixation  of  fractures  as 
soon  as  possible.  The  author  has  devoted  special 
attention  to  learning  to  apply  plaster  casts  rapidly; 
in  fractures  of  the  femur  a  cast  can  be  applied  from 
the  foot  to  the  pelvis  in  ten  minutes.  There  are 
very  few  amputations  in  proportion  to  the  number 
of  injuries  of  the  extremities.  Amputation  is  per- 
formed only  if  there  is  such  extensive  destruction  of 
bone  and  soft  parts  that  restoration  of  continuity 
is  hopeless  —  this  rarely  occurs  —  in  gangrene  from 
injury  of  vessels  or  too  firm  bandaging,  and  in 
severe  progressive  infections,  such  as  tetanus  and 
gas  phlegmon. 

He  emphasizes  the  importance  of  having  the  best 
means  of  transportation,  and  giving  the  strictest 
care  to  the  first  dressing  of  the  wound.       A.  Goss. 

Goebel:  Mistakes  in  Military  Surgery  and  How  to 
Avoid  Them  (Aerztliche  Fehler  bei  Ausiibung  der 
Kriegschirurgie  und  ihre  Vermeidung).  Milnchen. 
med.  Wchnschr.,  1915,  Ixii,  829. 

There  is  a  great  deal  of  carelessness  in  carrying  out 
asepsis.  Many  surgeons  rely  too  much  upon  rubber 
gloves.  They  put  on  a  pair  of  sterilized  gloves 
and  then  do  all  sorts  of  things,  such  as  removing 
dressings  from  infected  wounds  and  opening  doors; 
after  each  act  they  wash  their  hands  in  a  bichloride 
solution  that  has  been  used  over  and  over.  It 
would  be  much  better  not  to  depend  on  sterilized 
gloves  or  hands  at  all,  and  handle  everything  with 
sterilized  forceps.  This  saves  the  hands  also. 
When  the  dressings  are  too  voluminous  to  be  re- 
moved entirely  with  forceps  a  nurse  should  be  called 
to  remove  the  outer  ones.  The  part  of  the  dressing 
next  to  the  wound  should  never  be  touched  with 
the  hand.  Gloves  are  often  ruined  by  not  having 
enough  powder  put  in  them  before  they  are  ster- 
ilized. The  best  way  is  to  draw  the  glove  over  a 
well-powdered  lisle  glove  before  sterilizing,  and  leave 
the  lisle  glove  in  it  until  it  is  ready  to  put  on.  No 
impermeable  material  should  ever  be  used  for  a 
dressing.  When  moist  dressings  are  used  care 
should  be  taken  to  see  that  they  are  not  too  wet. 
When  a  dressing  is  applied  circularly  it  may  con- 
strict the  limb  after  it  becomes  soaked  with  blood. 


Another  mistake  that  is  often  made  is  to  im- 
mobilize healthy  joints;  for  instance,  in  a  wound  of 
one  finger  all  the  fingers  may  be  immobilized. 
Ankylosis  has  been  produced  in  many  uninjured 
joints  in  this  way.  If  the  femur  is  fractured  of 
course  the  hip,  knee,  and  ankle  have  to  be  im- 
mobilized, and  incidentally,  the  immobilization  of 
the  ankle  is  often  neglected;  in  a  fracture  of  the 
leg,  the  knee  and  ankle  must  be  immobilized,  but 
in  fracture  of  the  femur  the  shoulder  should  be  left 
free  to  some  extent.  In  fracture  of  the  forearm  the 
arm  should  be  immobilized  in  supination. 

Too  little  attention  is  paid  to  immobilizing  joints 
in  the  position  that  will  be  best  for  their  function- 
ing later.  Slight  dorsal  flexion  is  much  better  than 
extension  for  the  wrist,  or  even  volar  flexion.  The 
elbow  should  be  flexed  at  a  slightly  acute  angle;  the 
shoulder  should  be  kept  in  abduction.  The  ten- 
dency of  the  thigh  to  rotate  outward  is  seldom 
sufficiently  considered.  The  ankle  should  be  kept 
at  a  right  angle. 

Plaster  casts  are  very  useful,  but  they  should 
always  be  fenestrated  to  provide  for  dressing  the 
wound.  A  glass  or  cup  fastened  over  the  site  of  the 
wound  is  an  aid  in  making  a  fenestrated  cast. 
Many  surgeons  do  not  use  heavy  enough  weights  in 
extension  for  fractured  femur.  Goebel  advises  a 
weight  of  over  20  pounds,  and  says  that  the  foot 
of  the  bed  should  be  raised  15  cm.  higher  than  the 
head.  Care  should  be  taken  to  keep  the  patient 
from  sinking  too  deep  into  the  mattress.  Extension 
should  be  applied  in  a  position  of  semiflexion.  Ac- 
tive and  passive  movements  of  the  joints  are  often 
neglected.  If  the  surgeon  cannot  find  time  for  them 
he  should  instruct  a  nurse  in  carrying  them  out. 
Baths  and  hot-air  apparatus  should  be  more  gen- 
erally used.  Slight  chloroform  anaesthesia  should 
be  given  when  dressings  are  very  painful.  In- 
juries of  the  jaw  should  be  sent  to  a  specialist  as 
quickly  as  possible.  In  the  way  of  prophylaxis 
antitetanus  serum  should  always  be  given,  especially 
when  the  soldiers  have  been  fighting  in  a  wooded 
region,  and  urotropine  should  be  given  in  all  cases 
of  brain  injuries,  to  prevent  meningitis.  Autopsies 
should  be  performed  more  frequently  —  just  as 
often  as  time  can  possibly  be  found  for  them,  for 
every  autopsy  gives  some  information  of  future 
value,  A.  Goss. 
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EXPERIENCES   OF   GERMAN   SURGEONS   IN   THE   FIELD' 

By  colonel  LOUIS  A.  LaGARDE,  Medical  Corps,  U.S.A.,  Retired 


THE  following  notes  are  taken  from  the  report 
of  the  annual  meeting  of  the  Deutsche  Gesell- 
schaftfilr  Chirugie,  which  was  held  in  Brussels, 
April  7,  1915. 

Garr£  stated  that  the  arrest  of  haemorrhage 
should  be  effected  by  tampons  or  the  bleeding  vessels 
seized  by  haemostats  covered  with  bandage,  and 
permanent  ligature  applied  later.  The  use  of 
elastic  bandages  should  be  avoided  as  much  as 
possible  since  they  are  not  under  the  control  of  the 
surgeon  at  all  times.  The  coagulability  of  the  blood 
is  best  increased  by  intravenous  injections  of  a 
7.5  per  cent  solution  of  iodium  chloride.  Loss  of 
blood  is  best  combated  by  autotransfusion,  plus 
the  use  of  stimulants.  The  blood-pressure  sinks 
after  saline  transfusion  very  rapidly  and  otherwise 
impairs  the  vitality  of  the  much  exhausted  patients, 
causing  death  at  times.  All  skull  wounds  including 
tangential  traumata  should  be  trephined,  large 
openings  being  avoided.  Small  trephine  openings 
are  also  indicated  in  intracranial  haematomata; 
ligature  of  the  middle  meningeal  is  not  always  called 
for  in  the  latter. 

Severe  emphysema  is  treated  by  multiple  incisions 
when  it  cannot  be  arrested  at  its  source;  trache- 
otomy is  seldom  required  for  wounds  located  in  the 
mediastinum,  neck,  and  lungs.  A  large  dose  of 
morphine  acts  very  well  to  tide  the  patient  through 
the  critical  stage  of  the  more  severe  cases  of  surgical 
emphysema.  Severe  haemothorax  is  best  treated 
by  rest  and  morphine.  Dyspnoea  and  other  pressure 
symptoms  in  chest  wounds  are  best  relieved  by 
puncture.  Gunshot  wounds  of  the  abdomen  were 
operated  upon  only  when  facilities  for  operation 
were  at  hand  before  the  expiration  of  12  hours.  The 
earlier  the  operation  the  greater  is  the  percentage  of 
recoveries. 

Operation  is  specially  indicated  in  wounds  of 
the  stomach  and  intestines,  and  those  indicating 
the  continuance  of  haemorrhage.  Wounds  of  the 
intestines  call  for  a  median  incision;  perfora- 
tions should  be  closed,  resections  practiced  when 
necessary,  and  the  entire  intestinal  tube  should 
be  carefully  examined.  Wounds  of  the  urinary 
tract  and  perineum  were  best  treated  by  simple 
puncture  of  the  bladder  with  a  cannula  10  cm.  in 
length,  the  size  of  a  knitting  needle,  which  was  left 
in  place  when  occasion  required.  This  mode  of 
relief  eliminated  external  urethrotomy,  a  difficult 
operation  in  the  field.  Infiltration  of  urine  was 
treated  in  the  usual  way  by  free  incisions. 


SHELL   WOUNDS 

The  chemical  injury  to  the  tissues,  the  presence 
of  foreign  matter,  and  the  retraction  of  severed 
muscles  which  serves  to  aspirate  dirt  and  other  ex- 
traneous matter  into  the  wound,  make  shell  wounds 

'  Berl.  klin.  Wchnschr.,  igi5.  May  24. 


difficult  to  treat.  Pockets  made  by  the  low  velocity 
of  primary  and  secondary  missiles  contain  devital- 
ized tissues  which  favor  the  development  of  pyogenic 
bacteria.  Suppurations  of  all  kinds  including  gas 
bacillus,  gangrene,  and  tetanus  are  prone  to  occur 
in  such  wounds.  The  best  treatment  is  thorough 
exploration  of  all  pockets  with  gloved  finger,  trim- 
ming the  wound,  establishing  free  drainage,  and  wash- 
ing with  mild  antiseptics.  These  mutilated  wounds 
are  best  treated  at  the  front  by  conservation.  Am- 
putation, if  necessary,  shoilld  be  deferred  to  an 
opportune  time  at  a  well  equipped  dressing  station. 
The  shock  of  amputation  only  adds  to  existing 
shock  and  increases  the  mortality  in  such  cases. 
Injuries  to  the  cranium  and  abdomen  should  be 
assigned  to  the  skillful  surgeon. 

FIRST   AID    AT   THE    WEST   AND    EAST    FRONTS 

Friedrich  insists  that  the  choice  of  treatment 
depends  on  the  question  of  transport  which  differs 
materially  at  the  two  ends  of  the  line.  At  the  east 
front  transport  is  unsatisfactory.  At  dressing 
stations  the  treatment  includes  first-aid  dressings, 
fixation  of  fractures,  and  arrest  of  haemorrhage  by 
haemostats  rather  than  by  ligature.  There  is 
great  difficulty  in  reaching  the  wounded  due  to  the 
fire  from  the  enemy.  In  field  hospitals,  amputations 
exarticulations,  and  formal  ligature  of  vessels 
are  performed.  Shell  wounds  are  attended  with 
suppuration,  and  experience  shows  that  better 
results  are  obtained  by  prompt  amputation  than 
by  conservation.  Amputation  for  phlegmon  does 
better  after  circular  incision  than  after  flaps  are 
made.  Dressings  should  be  removed  promptly  on 
arrival  at  field  hospitals  to  detect  commencing 
phlegmon. 

SEVERE  HEMORRHAGE  FROM  WOUNDS 

The  experience  of  178  surgeons  with  regard  to 
haemorrhage  from  wounds  was  related  by  Rehn 
in  brief  as  follows:  Severe  haemorrhage  is  infrequent. 
Shell  wounds  conduce  to  haemorrhage  more  than 
rifle,  ball,  and  shrapnel  projectile  wounds.  Of  421 
severe  cases  of  haemorrhage  about  50  per  cent  re- 
quired ligation.  The  order  of  frequency  of  arterial 
wounds  was  brachial,  femoral,  radial.  In  the 
field  hospitals  ligatures  were  applied  in  72  out  of  188 
cases  of  haemorrhage,  the  point  of  election  having 
been  selected  in  22  cases.  Much  harm  was  done 
in  the  early  part  of  the  war  by  the  application  of 
improvised  tourniquets,  such  as  straps,  belts,  etc., 
to  arrest  haemorrhage,  by  soldiers  in  cases  which 
did  not  require  constriction  and  in  otheis  in  which 
pressure  was  too  long  continued.  Wounded  men 
having  tourniquets  in  place  should  have  some  dis- 
tinguishing mark  to  arrest  the  attention  of  the 
surgeons  while  in  transit  to  the  rear. 
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TETANUS  AND   GAS   GANGRENE 

KttMMELL  places  the  frequency  of  tetanus  at  0.6 
to  0.65  among  the  wounded  in  the  region  of  the 
Aisne  in  which  the  soil  is  badly  contaminated.  In 
350  recorded  cases  the  mortality  was  as  high  as  70 
per  cent.  Cases  at  the  front  were  more  fatal  than 
those  noted  at  the  rear.  Out  of  125  cases  in  a 
Hamburg  hospital  the  mortality  was  but  25  per  cent. 
The  latter  were  lighter  cases,  with  longer  incubation 
periods.  In  August  and  September  the  disease 
became  frequent,  with  a  short  incubation  period 
and  a  maximum  mortality  of  100  per  cent.  In 
October  the  frequency  of  the  disease  declined,  and 
it  practically  disappeared  between  November 
and  January.  Dysphasia  was  an  early  symptom. 
As  already  reported,  prophylactic  treatment  was 
very  satisfactory.  When  possible,  serum  injections 
of  20  units  were  administered  to  every  wounded 
man  in  the  trenches.  In  Hamburg  the  practice 
of  giving  large  doses  of  serum  combined  with  old 
salvarsan  yielded  good  results.  Serum  injections 
although  given  in  large  doses  seldom  proved  of 
benefit  after  the  onset  of  symptoms.  Magnesium 
sulphate  relieved  painful  spasm,  as  also  did  mor- 
phine, chloral,  and  scopolamine  in  large  doses. 

Gas  gangrene  is  attributed  to  Frankel's  bacillus. 
Early  diagnosis  is  of  the  greatest  importance.  The 
skin  acquires  a  coppery  color,  with  swelling  and 
emphysematous  crackling  on  pressure.  The  dis- 
charge contains  gas  bubbles.  Life  and  limb  are 
often  saved  by  early  treatment  consisting  of  free 
incisions  and  application  of  hydrogen  peroxide  to 
the  open  wound.  When  gangrene  has  already  su- 
pervened the  only  treatment  is  by  amputation, 
employing  either  flaps  or  sutures.  Kiimmell  does 
not  favor  excision  of  wounded  tissues  early  in  all 
cases  to  prevent  the  development  of  gangrene  and 
tetanus,  a  procedure  which  often  hampers  the  un- 
complicated recovery  of  many  cases.  A  rise  in 
temperature  is  indication  for  opening  up  a  wound 
and  removing  lodged  missiles.  In  the  discussion  of 
Kiimmell's  paper  it  was  pointed  out  that  infection 
from  the  bacillus  aerogenes  capsulatus  develops 
within  four  days  after  the  injury;  the  infection 
develops  five  times  more  frequently  in  the  lower 
limbs  than  in  the  upper.  The  blood  is  not  infected 
with  bacteria,  except  in  fatal  cases  when  the  causa- 
tive agent  is  readily  found  by  staining  in  the  blood 
of  the  heart. 

WOUNDS    OF    THE    CHEST 

Sauerbruch  found  the  proportion  of  chest 
wounds  to  all  others  to  be  about  27  per  cent,  ex- 
clusive of  the  cases  which  died  on  the  battle  field, 
the  latter  representing  30  per  cent  of  all  chest 
wounds. 

BoRST  found  the  prognosis  of  chest  wounds  favor- 
able under  complete  rest  and  morphine.  The 
usual  mortality  was  about  12  per  cent.  In  cases 
with  foreign  bodies  carried  in  the  chest,  such  as 
fragments  of  ribs  or  missiles,  the  mortality  reached 
24  per  cent.  The  treatment  of  infected  haemo- 
thorax  was  by  repeated  aspiration  after  which  the 


temperature  drops.  Resection  of  rib  was  not  con- 
sidered necessary.  When  the  chest  was  penetrated 
in  the  axilla  in  the  region  of  the  seventh  and  ninth 
ribs,  whether  by  bullet  or  shell  fragment,  the  ab- 
dominal cavity  was  usually  involved  and  all  such 
cases  required  operation.  He  has  seen  82  such 
cases  with  72  deaths  in  a  field  hospital.  By  op- 
erating promptly  in  this  class  he  was  able  to  save 
10  out  of  14  cases  which  came  under  his  care. 

BoRCHARD  makes  it  a  rule  to  withdraw  effused 
blood  from  the  pleura  as  soon  as  pressure  symptoms 
are  no  longer  necessary  to  stay  haemorrhage.  Trans- 
port should  be  delayed  in  all  chest  wounds.  A 
wound  of  the  lung  is  apt  to  become  infected  as 
late  as  two  weeks  after  injury  by  disturbance  in 
transport.  Sixty  per  cent  of  deaths  from  chest 
wounds  may  be  ascribed  to  infection,  and  5  per  cent 
to  haemorrhage. 

wounds  of  the  skull 
Gunshot  wounds  of  the  skull  at  close  range  were 
fatal  in  the  majority  of  cases  immediately  after  the 
receipt  of  the  injury  or  during  transport.  Nearly 
all  the  cases  observed  were  inflicted  by  bullets  of 
low  velocity.  When  the  entrance  and  exit  wounds 
were  small  the  rule  was  to  apply  an  antiseptic  dress- 
ing; and  when  the  exit  wound  was  large  the  wound 
was  explored,  pieces  of  loose  bone  and  foreign  matter 
were  removed,  the  surface  of  the  brain  was  sponged, 
and  a  tampon  was  applied.  In  the  absence  of 
good  facilities  for  operating  the  author  favors  con- 
servatism in  the  management  of  these  cases.  He 
had  18  recoveries  in  as  many  severe  penetrating 
wounds  of  the  skull  when  treated  by  cleansing  and 
sterile  dressings.  Necropsy  invariably  showed  the 
presence  of  infection  from  the  lack  of  proper  surgical 
care.  Removal  of  lodged  missiles  is  favored  when 
properly  located  by  the  rontgen  rays,  as  retention 
of  the  missiles  favors  development  of  infection. 
The  most  common  wounds  requiring  treatment  are 
tangential  shots  delivered  at  close  range.  In 
these  cases  there  is  extensive  fracture  of  the  brittle 
inner  table  and  a  tendency  to  drive  spicules  of  bone 
into  the  brain  substance  with  resulting  suppuration 
and  its  after-effects,  such  as  paralyses,  pressure 
symptoms,  etc.  The  furrow  made  by  the  bullet 
is  exposed,  all  detached  pieces  of  bone  removed, 
and  a  loose  dressing  subsequently  applied.  A  word 
of  caution  is  given  to  beware  of  apparently  trivial 
skull  wounds,  such  as  those  occurring  from  ricochet- 
ing or  low  velocity  shots.  These  may  only  inflict 
an  indentation  on  the  skull  with  no  apparent  injury 
within.  Nevertheless,  cerebral  symptoms  are  apt 
to  arise  in  such  cases,  and  as  soon  as  they  do  the 
bone  and  dura  should  be  exposed  and  search  made 
for  the  point  of  pressure. 

WOUNDS    OF    the    ABDOMEN 

Korte's  remarks  on  war  wounds  of  the  abdomen 
are  of  special  interest:  The  prognosis  of  all  operated 
cases  is  very  much  influenced  by  the  length  of  time 
which  elapses  between  the  receipt  of  injury  and  the 
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operation.  The  prognosis  is  very  bad  after  12 
hours,  especially  if  the  patient  has  been  transported 
over  rough  roads  meanwhile.  Of  the  312  cases 
reported  but  2  were  inflicted  by  bayonet,  the  re- 
mainder were  by  bullets.  Two  hundred  and 
seventy-four  of  these  cases  reached  hospital  care 
alive,  and  38  died.  Out  of  the  274  cases  reaching 
the  hospital,  121  recovered  and  146  died;  the  result 
in  the  remainder  is  not  given.  In  17  severe  cases 
with  protrusion  of  the  intestine  or  omentum  op- 
erative relief  was  practiced  in  every  case  with  only 
two  recoveries.  Of  257  cases  admitted  to  the  hos- 
pital from  the  sixth  to  the  eighth  day  and  treated 
expectantly  the  mortality  was  51  per  cent  and 
recoveries  47  per  cent.  In  10  cases  subjected  to 
secondary  laparotomy  for  prolapse  of  the  omentum 
or  abscess,  6  died  and  4  recovered.  Necropsies 
demonstrated  that  in  a  number  of  the  cases  pre- 
viously operated  upon,  perforations  of  the  intestines 
and  other  organs  had  been  ovei looked.  There  is 
much  diversity  of  opinion  among  German  surgeons 
as  to  the  merits  of  operative  and  conservative  treat- 
ment of  abdominal  wounds.  Recently  there  seems 
to  be  a  greater  tendency  in  favor  of  operation. 

Rotter,  whose  operative  experience  had  been 
unfavorable,  recorded  6  consecutive  recoveries 
after  operation  under  favorable  conditions.  In 
cases  in  which  intestinal  perforations  are  present, 
he  considers  operation  is  indicated  within  12  hours 
if  the  patient  has  not  been  disturbed  by  transport 
for  any  great  distance,  and  when  the  condition  of 
the  patient  and  the  environments  are  generally 
favorable. 

Schmieden  gave  his  experience  which  was  con- 
fined to  trench  warfare  entirely.  The  prognosis  in 
gunshots  of  the  abdomen  was  worse  than  that  ob- 
served in  wounds  of  the  chest  and  skull.  The  belief 
that  the  intestinal  mucosa  forms  a  plug  to  close  the 
perforated  gut  he  believes  is  hardly  tenable.  Such 
a  condition  might  have  been  obtained  in  wounds 
inflicted  by  the  Japanese  bullet,  but  it  is  not  true 
of  the  abdominal  wounds  with  the  present  arma- 
ment. When  abdominal  wounds  recover  now,  the 
intestines  and  stomach  have  very  likely  escaped 
injury.  Transport  cannot  be  avoided  and  conserva- 
tive treatment  cannot  be  satisfactorily  carried  out. 
Laparotomy  is  permissible  within  1 2  hours  when  the 
patient's  condition  is  favorable  and  when  facilities 
for  operation  are  good.  In  198  cases  it  was  esti- 
mated that  the  gastro-intestinal  tract  had  been 
perforated  in  157  cases.  Of  58  laparotomies  death 
occurred  in  37  cases;  16  recovered;  the  outcome  in 
the  remaining  5  cases  is  unknown.  Of  94  cases 
treated  conservatively  but  4  recovered.  He  esti- 
mates that  abdominal  wounds  uncomplicated  by 
intestinal  perforation  recover  in  50  per  cent  of  the 
cases.  Wounds  of  the  liver  with  large  external 
wounds  should  not  be  closed.  Free  drainage 
favors  escape  of  damaged  liver  substance  and  pre- 
vents retention  abscesses. 

Friedrich  spoke  of  the  mortality  from  abdominal 
wounds  at  a  first  dressing  station,  a  field  hospital. 


and  a  home  hospital.  In  33  patients  at  the  dressing 
station  the  mortality  was  44  per  cent  in  the  first  24 
hours,  and  85  per  cent  at  the  end  of  2  days  from  the 
time  the  injury  was  received.  Only  5  of  the  original 
33  patients  survived.  Thirty-four  cases  were 
treated  on  conservative  lines  at  a  field  hospital, 
with  a  mortality  of  32  per  cent.  Forty-eight  were 
treated  at  a  home  hospital,  with  a  mortality  of  38 
per  cent. 

OPERATIONS  FOR  ABDOMINAL  WOUNDS 

Enderlen  reported  30  recoveries  out  of  85 
laparotomies  for  gunshot  wounds  from  bullets, 
shrapnel,  and  shell  fragments.  Three  cases  necessi- 
tating resection  of  part  of  the  intestine  were  saved. 
In  5  cases  in  which  the  points  of  entry  and  exit  of 
the  bullet  indicated  perforation  of  the  intestinal 
area,  no  lesion  of  the  intestine  was  found  and  there 
was  recovery  in  every  case.  In  cases  operated 
upon  in  the  early  part  of  the  war  from  18  to  24  hours 
after  the  injury,  he  found  purulent  peritonitis  but 
no  adhesions  of  abdominal  organs,  nor  mucous  plugs 
in  the  intestinal  perforations.  Death  followed  in 
all  cases  of  prolapse  of  abdominal  organs. 

Sauerbruch  is  a  firm  believer  in  laparotomy  for 
gunshot  injury.  He  saved  23  out  of  54  cases 
operated  upon. 

IMMOBILIZATION   BY  PLASTER   OF   PARIS 

GoLDAMMER  adviscs  against  the  use  of  plaster  of 
Paris  for  fracture  at  the  extreme  front.  He  thinks 
it  is  safer  to  use  it  at  points  on  the  line  where  pa- 
tients can  be  under  constant  observation.  Up  to 
such  a  time  the  surgeon  should  be  satisfied  with  more 
simple  means  of  fixation. 

SURGERY   OF   BLOOD-VESSELS 

Bier  reported  102  operations  for  aneurisms. 
Recently  28  arteriovenous  aneurisms  were  observed 
out  of  33  aneurisms  of  the  femoral  artery.  Varicose 
aneurisms  were  rare.  Of  the  102  aneurisms  under 
consideration  the  length  of  time  preceding  operation 
was  from  eight  days  to  five  months.  The  aneurism 
generally  develops  early  after  the  receipt  of  injury, 
and  less  frequently  much  later.  In  all  cases  the 
sac  is  dissected  out  after  the  artery  has  been 
thoroughly  exposed.  Unless  the  last  precaution  is 
observed  much  of  the  artery  is  sacrificed  in  dissecting 
the  sac,  so  that  arterial  suture  is  unsatisfactory. 
Suture  was  performed  in  74  of  the  102  cases.  Op- 
eration for  arteriovenous  aneurisms  was  more 
difficult.  Thorough  preliminary  dissection  was 
especially  indicated  in  such  cases;  venous  trans- 
plantation was  unnecessary  and  superfluous.  Mom- 
burg's  method  of  inducing  anaemia  of  the  limb  was 
employed.  Sepsis  contra-indicates  suture  of  blood- 
vessels as  it  promotes  danger  of  secondary  haemor- 
rhage later.  Suture  of  smaller  arteries  is  not 
recommended  as  they  are  better  treated  by  simple 
ligature.  Eight  of  his  102  cases  died,  4  of  the  deaths 
occurring  among  9  cases  of  aneurism  of  the  sub- 
clavian artery. 
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UTERUS 

Hutchins,  H.  T.:  Limitations  of  the  Radical  Op- 
eration for  Cervical    Cancer   of  the  Uterus. 

Boston  M.  6*  5.  /.,  1915,  clxxiii,  97. 

The  author  states  that  he  thoroughly  believes 
in  the  radical  operation  for  cancer  in  the  early  cases, 
but  makes  a  plea  for  better  selection  of  the  cases 
in  which  it  is  attempted. 

The  necessity  of  early  diagnosis  is  generally  known, 
but  as  many  physicians  are  lazy  or  careless  this 
doctrine  should  be  continually  preached.  There  is 
no  scarcity  of  surgeons  capable  of  performing  the 
radical  operation,  but  there  is  a  great  difference 
of  opinion  as  to  what  cases  are  suitable  for  this 
operation. 

When  a  radical  operation  is  attempted  and  all 
the  growth  is  not  removed,  the  patient's  condition 
is  frequently  worse  than  before  operation,  from 
vesical,  rectal,  or  ureteral  fistulae.  An  exploratory 
laparotomy  is  frequently  necessary  to  determine 
what  cases  are  suitable  for  the  radical  operation. 

If  the  base  of  the  bladder  is  involved,  if  the 
rectum  is  involved,  if  the  growth  extends  laterally 
to  the  wall  of  the  pelvis  and  surrounds  the  ureter, 
and  if  the  iliac  glands  are  involved,  only  a  minimum 
of  these  cases  will  be  cured  by  radical  operation  and 
a  large  number  will  be  left  in  a  hopeless  condition. 

In  these  cases,  Hutchins  advises  ligation  of  both 
internal  iliacs,  with  thorough  cauterization  of  the 
mass  with  slow  heat  after  the  technique  of  Percy. 
The  cauterization  may  be  repeated  if  necessary. 

Hutchins  has  the  following  to  say  in  conclusion: 

"The  campaign  for  the  early  examination  and 
diagnosis  of  cancer  must  be  continued  with  vigor 
and  the  radical  operation  performed  on  all  such 
cases,  but  in  the  cases  where  the  early  diagnosis  has 
not  been  made,  and  those  form  a  large  group  at 
present,  let  us  adopt  measures  which  give  the 
maximum  of  relief  and  comfort  for  the  remainder 
of  life  and  the  minimum  of  mutilation,  rather  than 
carry  the  radical  procedures  to  such  unfortunate, 
unfruitful,  and  unsurgical  extremes.  If  we  cannot 
do  good  let  us  not  do  harm  and  thus  bring  discredit 
on  radical  surgery  and  attempt  to  ease  our  con- 
sciences by  the  plain  falsehood  that  'we  have 
given  the  patient  her  only  chance.'  " 

S.  A.  Chalfant. 

Cobb,  F. :  The  Surgical  Treatment  of  Cancer  of  the 
Cervix  Uteri.    Boston  M.  &•  S.  J.,  191 5,  clxxiii,  85. 

Cobb  reviews  a  series  of  420  cases  of  cancer  of 
the  uterus  treated  at  the  Massachusetts  General 
Hospital  from  igoo  to  1914  inclusive.  During  this 
period  he  performed  extensive  hysterectomy  42  times 


in  98  personal  cases  with  an  average  mortality  of 
12.5  per  cent.  By  extensive  hysterectomy  the 
author  means  the  Wertheim  abdominal  hysterec- 
tomy plus  certain  modifications  of  his  own.  He 
devised  a  new  technique  for  removal  of  the  vagina 
and  rectum  when  these  organs  were  involved;  the 
internal  iliac  arteries  were  tied  as  a  step  in  the 
palliative  operation,  and  the  lymph-glands  were  re- 
moved when  enlarged  to  sight  or  palpation.  Dur- 
ing the  last  six  months  the  method  of  Percy  has 
been  followed  in  the  use  of  the  cautery.  Cobb  was 
able  to  trace  all  of  his  cases  and  of  the  116  patients 
surviving  various  kinds  of  hysterectomy  by  his 
associates,  all  but  10  were  traced.  The  need  of 
educating  the  public  and  profession  to  early  recogni- 
tion of  uterine  cancer  was  emphasized  by  the  high 
percentage  of  inoperability.  Of  the  Massachusetts 
General  Hospital  cases,  4  refused  operation,  63 
were  totally  inoperable,  201  could  have  only  a 
palliative  operation — an  operability  of  36.1  per 
cent. 

Cobb  states  that  the  advanced  cases  are  too  often 
neglected  and  believes  that  ligation  of  the  ovarian 
and  internal  iliac  arteries  is  a  valuable  means  of 
stopping  pain  and  haemorrhage  in  these  advanced 
cases.  Previous  to  becoming  familiar  with  the 
method  of  Percy  he  had  been  Ugating  the  internal 
iliac  arteries  and  then  using  the  curette  to  remove 
diseased  tissue  and  charring  with  the  cherry-red 
cautery  iron.  Including  the  cases  done  by  the 
Percy  method,  he  has  ligated  the  internal  iliac 
arteries  23  times  with  no  immediate  mortaUty. 
Cobb  believes  that  Percy's  method  is  the  one  of 
choice  in  borderline  and  advanced  cases  and  that  the 
moderately  advanced  cases  which  in  the  past 
have  been  operated  upon  radically,  should  have  the 
Percy  method  used  first  and  an  abdominal  hysterec- 
tomy done  later. 

Regarding  the  decision  as  to  which  cases  should 
receive  radical  operation,  the  author  states  that 
while  such  cases  as  have  the  entire  pelvis  filled  with  a 
hard  mass  and  the  vagina  markedly  involved  must 
be  considered  inoperable,  there  are  numerous  cases 
in  which  no  bimanual  examination  with  or  without 
anaesthesia  can  positively  determine  that  it  is  in- 
operable because  fixation  of  the  uterus  and  indurated 
masses  in  the  pelvis  are  not  infrequently  due  to  in- 
flammatory lesions.  In  such  cases  an  exploratory 
laparotomy  is  necessary  to  settle  the  question  of 
radical  operation  and  since  the  Percy  treatment 
requires  opening  the  abdomen,  the  case  if  inoperable 
is  ready  for  his  treatment.  After  opening  the 
abdomen,  the  peritoneum  should  be  split  and  the 
great  vessels  laid  bare.  If  large  nodes  are  felt 
in  the  sacral  chain  the  radical  operation  is  inad. 
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visable.  Moderate  involvement  of  the  iliac  and 
obturator  groups  does  not  countra-indicate  ex- 
tended hysterectomy. 

Analysis  of  all  cases  of  cancer  of  the  uterus,  both 
of  the  cervix  and  body,  at  the  Massachusetts 
General  Hospital  from  1900  to  1914  inclusive: 

Total  number  of  cases 420 

Personal  cases  of  Dr.  Cobb 98 

Refused  operation 4 

Inoperable 63 

Palliative  operations aoi 

Vaginal  hysterectomies 19 

I'or  cancer  of  cervix 14 

For  cancer  of  fundus 5 

Abdominal  hysterectomies 133 

For  cancer  of  cervix 104 

For  cancer  of  fundus 20 

Operability 36.  i  per  cent 

264  came  too  late. 

Analysis  of  the  radical  (Wertheim)  hysterectomies 
at  the  Massachusetts  General  Hospital  from  1900 
to  1 9 14  inclusive: 

Total  number  of  cases SS 

Immediate  mortality 12  or  21 .8% 

Surviving  cases 43 

Traced 43 

Operated  on  over  5  years  ago 14 

Alive  and  free  from  recurrence  over  5  years 7  or  50% 

Alive  and  free  from  recurrence  over  3  years 12 

Analysis  of  personal  cases  of  Dr.  Cobb  at  the 
Massachusetts  General  Hospital  from  1900  to 
1 9 14  inclusive: 

Total  number  of  cases 31 

Immediate  mortality S  or  16 . 1% 

Cases  traced All 

Operated  on  over  s  years  ago 6 

Alive  and  free  from  recurrence  over  5  years s  or  83% 

Alive  and  free  from  recurrence  over  3  years 10 

W.  H.  Gary. 

Anspach,  B.  M.:  The  Treatment  of  Advanced  Car- 
cinoma of  the  Cervix  with  Radium.     Am.  J. 

Obst.,  N.  Y.,  1915,  Ixxii,  97. 

The  author  gives  a  brief  history  of  the  five  cases 
he  has  treated  with  radium,  all  of  which  are  still 
under  observation  and  all  but  one  recent,  and  gives 
the  following  conclusions: 

1.  Treatment  by  radium  must  be  reserved  for 
those  cases  of  carcinoma  of  the  cervix  in  which 
removal  by  operation  is  out  of  the  question.  Ra- 
dium will  cure  an  undetermined  percentage  of 
the  inoperable  cases,  and  give  the  stricken  people 
formerly  condemned  to  die  a  new  hope. 

2.  The  therapeutic  effect  of  radium  is  probably 
analogous  to  the  therapeutic  effect  of  the  X-ray. 
Only  radium  can  be  placed  directly  in  the  diseased 
tissue  overcoming  some  of  the  mechanical,  diffi- 
culties of  X-ray  treatment  for  these  cases. 

3.  With  few  exceptions,  up  to  the  present  time 
radium  has  not  been  properly  used.  It  must  be 
exhibited  in  massive  doses,  and  the  case  must 
be  kept  under  observation  until  the  local  subjective 
and  objective  symptoms  have  disappeared. 

4.  In  order  to  avoid  deception  in  regard  to  radium 
treatment  of  all  sorts,  the  collection  of  radium 
should  be  limited  to  hospitals  and  public  institutions, 
and  the  existence  of  all  radium  supplies  should  be 
jegistered  in  the  Department  of  Public  Health. 

C.  H.  Davis. 


Massey,  G.  B.:  Two  New  Electrical  Methods.     Am. 

J.  Obst.,  N.  Y.,  1915,  bcxii,  56. 

Some  twenty  years  ago  the  author  began  to  use 
a  unipolar  method  for  the  ionic  destruction  of  car- 
cinoma of  the  cervix,  with  the  patient  under  a 
general  anaesthetic.  He  has  found  the  following 
changes  necessary: 

1.  The  inclusion  of  both  f)oles  within  the  edges 
of  the  growth,  the  negative  as  a  single  electrode  in 
the  center  and  the  f>ositive  as  multiple  points  in  the 
periphery,  thus  absolutely  controlling  the  spread 
and  depth  of  the  action  save  for  the  slight  amount 
of  power  that  curved  outward. 

2.  The  abandonment  of  mercury  and  the  use  of 
more  slender  zinc  instruments,  thus  increasing  the 
ionic  destruction  per  unit  of  current  and  avoiding 
the  brittleness  and  clumsiness  of  mercury-coated 
instruments. 

3.  In  carcinoma  of  the  cervix,  the  division  of  the 
treatment  into  several  applications,  separated  only 
by  the  time  necessary  for  the  separation  of  the 
sloughs  produced,  a  time  varying  from  six  to  eighteen 
days.  This  latter  change  allows  the  operator  to 
judge  quite  accurately  as  to  the  effects  of  the  pre- 
vious application  and  to  gauge  subsequent  applica- 
tions more  intelligently. 

Assuming  that  sagging  and  displacements  of  the 
hollow  viscera  of  the  abdomen  is  partially  due  to 
lack  of  muscular  tone,  it  is  evident  that  repeated 
electrical  stimulation  of  the  structures  will  be 
valuable  and  at  times  curative.  While  the  idea 
is  not  new  there  have  been  difficulties  in  its  applica- 
tion for  three  reasons:  (i)  Faradic  currents  have 
been  used  instead  of  galvanic.  (2)  The  electrode 
skin  contacts  have  not  been  made  sufficiently  per- 
fect with  moist  kaolin  or  clay  pads  to  get  enough 
current  through  for  the  work.  (3)  This  muscle 
power,  so  to  speak,  has  not  been  pumped  into  pa- 
tients for  sufficiently  long  periods  to  obtain  the  best 
results,  without  fatigue  on  the  part  of  the  operator. 

The  author  advises  a  sinusoidal  reversal  of  the 
galvanic  current,  slowly  made,  as  the  most  effective 
in  visceral  ptoses  and  the  abdominal  form  of 
neurasthenia.  C.  H.  Davis. 

Newcomet,  W.  S.:   Uterine  Carcinoma  Treated  by 
Radium.     N.  Y.  M.  J.,  1915,  cii,  19. 

The  author  refers  first  to  the  fact  that  a  certain 
number  of  carcinomata  of  the  uterus  are  more  or  less 
symptomless  until  they  have  gone  past  any  opera- 
tive stage. 

The  author  bases  his  discussion  upon  deductions 
from  some  50  cases  of  advanced  carcinoma.  As 
these  patients  were  all  in  the  advanced  stage  of 
the  disease,  past  any  operative  procedure,  it  would 
be  impossible  to  give  an  absolutely  correct  list  of 
ultimate  results. 

He  divides  his  cases  into  the  following  divisions: 
(i)  patients  who  left  while  under  treatment;  (2) 
those  still  under  treatment;  (3)  those  who  died 
either  while  under  treatment  or  shortly  afterward; 
(4)  unimproved  (left  the  institution  and  have  been 
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lost  sight  of),  no  doubt  most  of  them  have 
died;  (5)  improved;  (6)  greatly  improved  (where  the 
disease  process  disappeared  and  was  not  detectable 
upon  local  examination). 

He  details  some  of  the  more  interesting  cases,  and 
states  that  radium  did  not  seem  to  have  such  special 
influence  upon  any  one  case  that  it  required  a 
distinctive  classification. 

No  doubt  the  temporary  improvement  is,  in 
most  instances,  due  to  the  recuperation  of  the  system 
because  the  bleeding  has  been  temporarily  abated. 
Even  where  there  is  little  local  improvement, 
haemorrhage  and  discharge  are  often  lessened. 

Fever,  due  to  the  absorption  of  these  toxic  pro- 
ducts, is  lessened  and  temporary  improvement  is 
noted.  This  gives  rise  to  a  general  feeling  of  well 
being,  and  the  patient  believes  that  the  growth  of 
the  disease  has  been  checked. 

In  many  instances  where  radium  was  used,  pain 
was  relieved.  Still  there  was  a  large  proportion  of 
cases  in  which  it  failed  to  have  any  influence  what- 
ever, and  furthermore,  some  patients  complained 
of  increased  pain  after  the  applications,  this  too  in 
some  in  which  it  had  a  marked  beneficial  effect. 

A  number  of  patients  showed  a  decided  increase 
in  mental  excitement,  loss  of  sleep,  and  in  three  in- 
stances developed  what  might  be  recognized  as 
acute  mania. 

The  amount  of  radium  used  in  each  case  was  from 
10  to  40  mg.  element  contained  in  small  tubes,  and 
these  surrounded  with  aluminum  and  lead,  de- 
pending upon  the  condition  of  the  tissues.  Gauze 
was  then  placed  about  the  metal,  and  this  in  turn 
covered  by  a  rubber,  celluloid,  or  glass  tube.  After 
the  applicator  was  completed,  it  was  placed  within 
the  vagina  (rarely  within  the  uterus)  for  three,  four, 
or  even  eight  hours  daily,  every  other  day,  or  even 
at  longer  intervals  to  suit  the  demands  of  the  in- 
dividual case.  D.  C.  Balfour. 

Percy,  J.   F.:    Inoperable  Uterine  Carcinoma;  a 
Method  of  Applying  Heat  in  Its  Treatment. 

Boston  M.  dr  S.  J.,  1915,  clxxiii,  93. 

The  author's  treatment  is  based  upon  the  lab- 
oratory evidence  that  carcinoma  cells  cannot  be 
successfully  transplanted  after  they  have  been 
exposed  to  a  temperature  of  113°  F.  (45°  C.)  for  ten 
minutes.  He  insists  that  it  is  not  a  cautery  opera- 
tion, as  high  degrees  of  heat  carbonize  the  tissues 
and  prevent  penetration. 

The  abdomen  is  opened  and  the  extent  of  the 
growth  determined.  The  intestines  are  packed  off 
with  a  large  piece  of  baby  flannel  wrung  out  in 
a  2  per  cent  solution  of  sodium  citrate  in  normal 
salt  solution,  to  prevent  adhesions.  The  internal 
iliac  and  ovarian  arteries  are  ligated  and  the  mass 
grasped  in  the  hand.  Then  through  a  water-cooled 
vaginal  speculum  the  heated  iron  is  introduced 
through  the  vaginal  or  cervical  mass  to  the  fundus  of 
the  uterus  and  held  there  until  everything  abnormal 
is  too  hot  to  hold  in  the  hand  covered  with  a  medium- 
weight  rubber  glove;  this  treatment  is  continued  in 


other  directions  until  all  the  fixed  carcinomatous 
tissues  are  freely  movable. 

Percy  has  operated  upon  50  per  cent  of  his  cases 
two  or  more  times  and  on  two  of  them  five  times. 
He  advises  after-treatment  by  X-ray  with  the 
Coolidge  tube,  but  is  not  sure  that  a  later  radical 
operation  is  advisable.  S.  A.  Cualpant, 

Pfahler,  G.  E.:    Rdntgenotherapy  in  Uterine  Fi- 
broids   and    Uterine    Haemorrhage.    Am.    J. 

ObsL,  N.  Y.,  191S,  Ixxii,  79. 

The  author  was  one  of  the  first  to  use  rontgen 
rays  in  the  treatment  of  uterine  fibroids,  and  bases 
his  paper  upon  nine  years'  experience  and  a  total 
of  46  malignant  cases  treated  in  that  time. 

He  gives  the  following  indications  for  treatment 
of  haemorrhages  due  to  myomata:  (i)  all  cases  of 
myomata  in  older  women  in  whom  there  is  already 
a  well-advanced  anaemia,  which  may  be  the  cause  of 
an  ana;mic  heart;  (2)  all  elderly  and  young  women 
with  myomata  in  whom  there  is  marked  organic 
heart-disease,  diabetes  mellitus,  chronic  nephritis, 
marked  lung  disease  and  goiter  with  cardiac  symp- 
toms; (3)  all  patients  beyond  the  age  of  40,  in  whom 
there  is  no  contra-indication  to  the  treatment.  In 
general  the  older  the  patient  and  the  nearer  she  has 
approached  the  menopause  the  more  prompt  and 
satisfactory  will  be  the  result.  Under  40  it  is  not 
the  treatment  of  choice,  but  good  results  can  be  ob- 
tained, though  the  younger  the  patient  the  more 
treatment  will  be  required. 

The  contra-indications  are:  (i)  all  cases  of  myo- 
mata in  which  the  tumor  is  pedunculated,  or  which 
can  be  excised  without  destroying  the  reproductive 
powers  of  the  patient;  (2)  fibroids  that  have  under- 
gone malignant  degeneration  or  that  have  become 
gangrenous;  (3)  fibroids  associated  with  disease  of 
the  adnexa;  (4)  fibromata  which  are  producing  such 
marked  symptoms  that  the  patient  is  endangered 
more  by  waiting  two  or  three  months  for  the  results 
of  the  rontgenotheraphy,  than  by  the  result  of  an 
operation. 

The  author  points  out  that  with  the  improved 
technique  worked  out  by  Gauss  haemorrhage  has 
been  controlled  in  practically  every  case,  and  even 
with  the  smaller  dosage  has  returned  in  only  three 
or  four  per  cent  of  the  cases.  In  his  own  experience 
75  per  cent  of  the  tumors  have  disappeared.  While 
a  study  of  the  published  reports  show  that  a  few 
malignant  tumors  have  been  discovered  during  the 
course  of  the  treatment,  there  are  no  reports  of 
malignant  disease  having  developed  in  over  1,500 
cases  which  were  treated  at  least  long  enough  to 
have  been  placed  on  record.  Should  complications 
arise  during  the  course  of  the  treatment  there  is 
nothing  to  prevent  an  immediate  operation.  Be- 
cause of  the  control  of  the  haemorrhage  the  patient's 
condition  will  be  better  and  she  will  be  better  able 
to  stand  the  operation. 

He  draws  the  following  conclusions: 

I.  Rontgenotheraphy  must  be  looked  upon  as  a 
very  efficient  adjunct  to  the  gynecologist's  armamen- 
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tarium,  and  while  he  believes  that  the  rays  should 
be  applied  by  the  rontgenologist,  the  rontgenologist 
should  work  with  the  gynecologist. 

2.  Deep  rontgenotheraphy  stops  the  ha;morrhage 
associated  with  uterine  fibroids.  This  is  followed 
by  the  gradual  disappearance  of  the  tumor.  This 
atrophic  change  may  extend  over  several  years  and 
continues  long  after  the  cessation  of  treatment. 

3.  The  treatment  of  metropathic  treatment  is 
almost  uniformly  successful. 

4.  Uterine  haemorrhage  occurring  at  the  meno- 
pause, when  not  malignant,  will  usually  respond 
very  quickly. 

Some  good  results  can  be  obtained  in  inoperable 
carcinoma,  and  the  deep  rays  should  be  used  in 
all  cases  operated  upon  for  carcinoma. 

C.  H.  Davis. 

Ashby,  T.  A. :  A  Clinical  Study  of  Uterine  Haemor- 
rhage.   Old  Dominion  J.,  1915,  xxi,  21. 

The  author  believes  that  the  borderline  between 
the  physiological  and  the  pathological  function  of 
menstruation  is  often  so  narrow  that  much  con- 
fusion exists  and  the  clinician  is  left  in  doubt  as  to 
the  proper  consideration  of  the  condition.  From 
the  clinical  point  of  view,  there  are  many  indefinite 
symptoms  relative  to  excessive  uterine  bleeding 
that  do  not  receive  proper  attention  and  thus  the 
doorway  is  opened  to  ill  health  and  the  way  paved 
for  the  development  of  serious  organic  diseases. 

Usually  the  causes  of  excessive  uterine  bleeding 
are  not  difficult  to  determine  if  the  physician  would 
only  take  the  trouble  and  time  to  investigate  the 
existing  symptoms.  A  physical  condition  will 
almost  always  be  found  to  explain  the  symptoms. 

The  most  important  points  from  the  author's 
study  of  uterine  haemorrhage  are: 

1.  Uterine  haemorrhage  is  much  more  common 
than  is  generally  supposed. 

2.  It  is  a  cause  of  impaired  health  in  many 
women,  and  more  frequently  in  the  childbearing 
than  in  the  non-childbearing. 

3.  In  the  vast  majority  of  cases  it  is  the  initial 
symptom  of  uterine  neoplasms  and  of  cancer  of 
the  uterus. 

4.  Excessive  flow  of  blood  at  the  menstrual 
period  should  be  investigated  and  the  cause  deter- 
mined. 

5.  An  early  diagnosis  of  the  cause  of  any  abnor- 
mal uterine  bleeding  is  of  the  utmost  importance. 

Harvey  B.  Matthews. 

Lange,  S.:  A  Preliminary  Report  of  tlie  X-Ray 
Treatment  of  Menorrhagia  and  Uterine  Fi- 
broids.   Lancet-Clin.,  1915,  cxiv,  59. 

In  Lange's  series  of  20  cases,  8  were  treated  for 
menorrhagia,  7  for  fibroids  of  the  uterus,  and  5  for 
dysmenorrhoea. 

The  patients  treated  for  menorrhagia  varied  in 
age  from  19  to  47  years.  All  were  chronic  cases  and 
all  had  been  curetted  several  times  without  benefit. 
Several  were  very  weak  from  blood  loss.     Treat- 


ment was  administered  as  a  rule  once  a  week.  The 
greatest  number  of  treatments  given  in  any  case 
was  eight.  In  7  patients  the  bleeding  was  stopped 
and  an  artificial  menopause  established.  Such  a 
result  was  secured  in  a  girl  of  19.  Many  of  the 
patients  had  a  temporary  increase  of  flow  during  the 
first  few  treatments.  Where  the  menopause  was 
not  desired,  the  menorrhagia  was  controlled  without 
complete  cessation  of  the  periods. 

Lange  considers  the  X-ray  treatment  to  be  futile 
or  indeed  countra-indicated  in  the  pedunculated 
submucous  type  of  fibroids.  The  7  cases  of  his 
series  were  the  intramural  or  subserous  typ>e.  The 
menopause  was  established  in  6  patients.  The 
size  of  the  tumor  mass  was  reduced  in  every  in- 
stance, the  reduction  varying  from  30  to  70  per 
cent.  This  he  believes  to  be  due  to  the  direct  action 
of  the  rays  upon  the  tumor  mass. 

The  Coolidge  tube  was  used  exclusively  in  treat- 
ing these  cases,  and  with  proper  technique  Lange 
concludes  that  the  menopause  may  be  brought 
about  in  any  patient  irrespective  of  age,  and  in 
properly  selected  cases  is  of  extreme  clinical  value. 

W.  H.  Gary. 

MacNaughton- Jones,    H.:    Sterility    in    Women. 

Practitioner,  Lend.,  1915,  xcv,  10. 

Sterility  is  frequently  the  cause  of  unhappiness 
and  neurasthenia.  When  a  patient  complains  of 
neurasthenic  symptoms  it  is  often  difficult  to 
determine  that  sterility  is  the  underlying  cause. 

In  the  absence  of  gross  congenital  anomalies  of 
the  genitalia,  the  husband's  responsibility  must  be 
determined.  The  author  gives  the  technique  of 
Huhner  for  examining  the  spermatozoa  both  be- 
fore and  after  contact  with  the  acid  vaginal  secre- 
tion. 

Examination  of  the  wife  must  include  the  men- 
strual history,  previous  state  of  health,  and  employ- 
ment. For  the  physical  examination  an  anaesthetic 
may  be  necessary.  The  condition  of  the  clitoris, 
hymen,  vaginal  walls,  cervix,  uterus,  and  adnexa 
must  be  determined.  A  very  acid  vaginal  secretion 
may  be  corrected  by  an  alkaline  douche.  Stenosis 
of  the  cervix  may  require  a  Dudley  or  Reynold's 
operation.  Gonorrhoea  is  a  frequent  cause  of 
sterility  and  requires  careful  examination  and 
energetic  treatment. 

The  prognosis  as  to  the  cure  of  the  sterility  must 
always  be  guarded  and  all  operative  treatment 
scrupulously  aseptic,  as  a  slight  infection  may  cause 
sufficient  damage  to  prevent  conception,  or  a 
trifling  operation  on  the  uterus  light  up  dormant 
infection  of  the  adnexas.  S.  A.  Chalfaxt. 

Powell,   C:    Congenital  Absence  of  Vagina  and 
Uterus.     Denver  M.  Times,  1915,  xxxiv,  471. 

Powell  reports  a  case  of  congenital  absence  of 
the  vagina  and  uterus  in  a  girl  17  years  of  age. 
Her  personal  and  family  history  were  negative.  She 
had  never  menstruated,  but  regularly  every  twenty- 
eight  days  she  experienced  pain  in  the  thighs  and 
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back  and  a  dull  heavy  sensation  lasting  five  or  six 
days.  She  had  previously  been  examined  by 
another  physician  who  had  found  no  vaginal  open- 
ing. A  dissection  had  been  done  upward  in  the 
direction  of  the  vagina  until  a  point  was  reached 
near  the  uterine  cervix.  She  had  menstruated  once 
since  that  time,  but  the  opening  had  gradually 
closed. 

Upon  examination  under  anaesthesia,  Powell 
found  a  normal  labia  and  urethra,  and  scar  tissue 
between  the  labia,  but  no  vaginal  opening.  Rectal 
examination  failed  to  disclose  any  evidence  of 
either  cervix  or  uterus  although  ovaries  were  easily 
palpated.  A  careful  dissection  was  done  between 
the  urethra  and  rectum  upward  for  a  distance  of 
about  three  inches,  but  this  failed  to  show  any 
evidence  of  a  cervix.  This  opening  was  dilated 
so  as  to  admit  a  plug  about  two  inches  in  diameter. 
The  abdomen  was  then  opened  and  two  large  and 
apparently  normal  ovaries  and  tubes  were  found, 
but  careful  search  failed  to  reveal  a  uterus.  An 
artificial  vagina  was  then  made,  a  portion  of  re- 
sected small  bowel  being  used  after  the  method  of 
Baldwin.  The  opening  thus  made  remained  patent 
under  after-care,  and  the  patient  made  an  unevent- 
ful recovery.  H.  G.  Garwood. 

ADNEXAL  AND  PERIUTERINE  CONDITIONS 

Hellman,  A.  M.:   Ovarian  Fibroids;  Report  of  Six 
Cases.    Surg.yGynec.  b'Ohst.,  1915,  xx,  692. 

The  author  reports  in  detail  6  cases  of  this  con- 
dition, being  all  the  cases  of  this  nature  among 
4,500  specimens  collected  in  the  last  ten  years  in 
the  pathological  laboratory  of  the  Charite  Frauen- 
klinik  in  Berlin.  The  literature  of  the  subject  is 
completely  reviewed. 

The  6  specimens  were  studied  in  detail,  one 
small  tumor  having  been  cut  serially  without 
discovering  the  anatomical  origin  of  the  growth. 
Photographs  and  colored  microscopic  drawings 
accompany  the  work.  The  author  arrives  at  the 
following  conclusions: 

The  pathological  etiology  is  still  obscure  and 
unsettled.  The  anatomical  origin  is  variable. 
The  symptoms  are  those  of  a  tumor  of  the  adnexa, 
and  the  diagnosis  of  fibroid  can  only  be  made  at  the 
operating  table.  In  fact  only  after  the  tumor  has 
been  sectioned  and  studied  microscopically  can 
one  feel  sure  that  the  ovarian  tumor  is  not  a  myoma 
or  sarcoma  or  not  of  epithelial  origin.  The  treat- 
ment is  operation.  The  prognosis  is  good.  The 
tumors  can  best  be  classified  as  fibroma  with  and 
without  ovarian  rests.  The  pathology  is  variable 
from  very  small  to  very  large.  The  tumors  are 
as  a  rule  hard  and  irregular  but  may  be  cystic. 
They  may  undergo  many  forms  of  degeneration, 
of  which  fatty  degeneration  is  more  common  than 
usually  noted.  To  call  a  given  ovarian  tumor  a 
fibroma  there  must  be  a  definite  regularity  of  the 
individual  fibrous  or  muscular  cells  and  strands 
despite  all  other  irregularities.     The  fibers  are  as  a 


rule  short  and  spindle-shaped,  the  nucleus  is  slightly 
bent  or  pointed  and  the  protoplasm  only  slightly 
surrounds  the  nucleus, 

Ries,  E.:  Primary  Syncytioma  of  the  Ovary.    Am. 

J.  Obsl.,  N.  Y.,  191S,  Ixxii,  46. 

The  author  reports  a  case  in  which  on  account 
of  the  local  findings  and  the  rapid  growth  of 
the  tumor  a  diagnosis  of  a  probable  malignant 
tumor  of  the  right  ovary  was  made  and  operation 
performed. 

The  ovarian  tumor  was  round  and  the  size  of  a 
child's  head.  On  halving  it,  the  cut  surface  was  seen 
to  be  mottled  red  and  brown.  The  tumor  was  al- 
most entirely  solid,  but  had  a  few  small  cysts  which 
were  filled  with  serous  fluid.  It  had  a  thin  capsule 
which  could  easily  be  stripped  in  places. 

The  uterus  contained,  in  addition  to  the  large 
fibroid  in  the  left  horn,  several  small  fibroids  (six). 
The  left  ovary  was  very  small,  and  consisted  of 
two  parts,  which  were  almost  completely  separated. 
One  part  was  a  calcified  corpus  luteum,  the  rest 
was  a  small  senile  ovary.  The  left  tube  was  in 
dense  adhesions,  but  not  occluded. 

Microscopic  examination  showed  that  the  thin 
capsule  of  the  tumor  consisted  of  parallel  connec- 
tive-tissue fibers  between  which  there  was  consider- 
able oedema.  A  number  of  blood-vessels  were  seen 
in  this  connective  tissue,  most  of  which  were  filled 
with  fresh  blood.  The  capsule  sent  a  few  thin 
strands  of  connective  tissue  into  the  substance  of 
the  tumor,  but  they  were  very  slender  and  were 
lost  almost  immediately  below  the  surface;  the 
center  of  the  tumor  consisted  entirely  of  tumor 
elements  without  any  normal  structures. 

The  connective  tissue  of  the  capsule  was  inlaid 
in  parts  with  tumor  elements  in  more  or  less  solid 
masses,  in  other  parts  the  connective-tissue  fibers 
separated  and  left  open  spaces  of  various  dimensions. 
The  open  spaces  were  lined  with  tumor  elements. 
The  centers  of  these  spaces  were  occupied  either  by 
degenerated  or  by  actively  growing  tumor  elements, 
or  by  fresh  or  degenerated  red  blood-cells  and  fibrin, 
or  by  combinations  of  all  of  these. 

The  tumor  elements  consisted  in  most  cases  of 
protoplasmic  masses  not  divided  into  individual 
cells  and  containing  large  numbers  of  nuclei.  The 
protoplasm  stained  more  or  less  dark  with  haema- 
toxylin  and  the  nuclei  stained  even  darker.  The 
nuclei  were  large  and  showed  distinct  nucleoli  in 
varying  numbers.  The  protoplasmic  masses  formed 
many  bizarre  shapes,  ribbons,  garlands,  arches,  or 
appeared  vacuolated.  They  occupied  large  areas 
and  dominated  the  microscopic  appearance  of 
the  tumor.  Light  cells  with  distinct  cell  outlines 
and  lightly  stained  nuclei  (Langhan's  cells)  were 
present  here  and  there  among  the  syncytial  masses 
but  were  in  the  minority.  The  syncytial  masses 
showed  degeneration  in  many  areas. 

From  the  above  microscopic  findings  the  author 
made  a  diagnosis  of  syncytioma  malignum  or  chorio- 
epithelioma    malignum    of    the    ovary.     He   gives 
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in  abstract  6  similar  cases  which  he  found  in  the 
literature  of  the  past  few  years,  and  discusses  the 
possible  origin  of  this  tumor.  C.  H.  Davis. 

Freund,  H.:  Delivery  After  Conservative  Ovari- 
otomy (Geburt  nach  konservativcr  Ovariotomic) . 
Zentralbl.  f.  GynUk.,  1915,  xxxix,  523. 

In  a  former  contribution,  Freund  described  his 
method  of  ovariotomy,  which  had  as  its  object  the 
preservation  of  any  normal  bit  of  ovarian  stroma  so 
that  pregnancy  might  take  place.  He  describes 
here  a  case  of  bilateral  ovarian  cyst  in  a  young 
woman  of  22.  The  left  ovary  was  entirely  removed. 
The  right  was  transformed  into  a  cyst  as  large  as  a 
fist.  The  cyst  was  split  open  and  a  piece  of  ovarian 
tissue  with  normal  follicles  was  found  not  far  from 
the  insertion  of  the  pedicle  into  the  wall  of  the 
tumor.  The  cyst  was  cut  away  from  this  normal 
bit  of  ovary  and  was  left  intact.  Ten  months  later 
the  woman  became  pregnant  and  was  delivered  at 
term  of  a  healthy  child.  His  method  of  splitting  open 
the  cyst  and  examining  the  walls,  he  holds,  is  the 
only  way  of  quickly  finding  any  normal  ovarian 
tissue.  The  normal  part  is  not  necessarily  near  the 
insertion  of  the  pedicle,  as  some  authors  claim. 
This  case  which  he  cites  was  a  cyst  of  the  hilum  and 
the  remnant  of  ovarian  tissue  was  at  the  pole  of  the 
tumor  directly  opposite  the  tube.  A.  Goss. 

Fitzgibbon,  G.:  A  Case  of  Tuberculous  Salpingitis 
witli  Unusual  Toxic  Symptoms.  Med.  Press  is' 
Circ,  1915,  cl,  565. 

The  patient  at  first  presented  symptoms  of  eye 
distress  associated  with  fatigue  and  rheumatic 
pains  in  the  eye,  arm,  and  knee  and  was  treated  for 
rheumatism  as  well  as  for  the  eye  condition.  This 
form  of  treatment  failed  to  relieve  the  patient  and 
upon  examination  the  author  made  a  diagnosis  of 
tuberculous  salpingitis.  Upon  performing  a  lapar- 
otomy, he  found  both  tubes  enlarged  to  about  the 
size  of  hens'  eggs  and  there  were  dense  adhesions 
involving  both  bladder  and  rectum.  The  entire 
mass  was  removed  and  the  patient  made  an  uninter- 
rupted recovery;  from  the  third  day  after  the 
operation,  pains  in  the  arm  and  leg  completely  dis- 
appeared and  sight  was  improving. 

Fitzgibbon  is  of  the  opinion  that  the  symptoms 
in  the  case  were  due  to  the  action  of  the  toxins 
formed  in  the  pelvis,  the  most  serious  effect  being 
upon  the  eyes,  tending  to  produce  total  loss  of 
vision,  while  the  pains  in  the  limbs  were  probably 
neuritic  and  due  to  the  same  cause. 

W.  D.  Phillips. 

Nair,  B.  P. :  The  Organisms  Wliich  Cause  Infection 
in  tlie  Female  Pelvis  and  Tlieir  Paths  of  En- 
trance.    Clinique,  Chicago,  1915,  xxxvi,  353. 

The  author  gives  a  very  short  review  of  the  work 
that  has  been  done  on  the  bacteriology  and  the 
micro-organisms  of  the  female  external  genitals 
with  a  few  words  regarding  their  mode  of  entrance 
and  their  pathogenicity. 


The  following  conclusions  are  reached  as  to  the 
variety  and  modes  of  entrance  of  the  micro- 
organisms into  the  female  pelvic  structures: 

1.  Extension  of  mixed  infections  from  adjacent 
tissues  or  through  the  blood  and  lymph  channels. 

2.  Extension  of  a  gonorrha-al  infection  of  the 
urethra  and  Skene's  glands  to  the  cervix,  uterus, 
tubes,  and  peritoneum. 

3.  Infections  due  to  constitutional  diseases; 
e.g.,  tuberculosis  and  syphilis. 

4.  Infections  associated  with  acute  fevers. 

5.  Infections  associated  with  aphthaj  or  thrush 
(odium  albicans). 

6.  Infections  due  to  the  bacillus  aerogenes 
capsulatus,  which  enters  through  the  vagina  and 
cervix. 

7.  Infections  due  to  bilharzia  haematobia,  which 
is  endemic  in  Africa. 

8.  Infections  due  to  the  echinococcus,  which  may 
have  entered  through  an  abrasion  of  a  mucous 
surface  or  may  be  secondary  to  a  focus  in  some  re- 
mote organ;  e.g.,  the  liver.    Harvey  B.  Matthews. 

Bandler,  S.  W.:  Danger  Signals  of  Cancer  of  the 
Female  Pelvic  Organs.  Internal.  J.  Surg.,  1915, 
xxviii,  237. 

Regarding  malignant  disease  of  the  female  pelvic 
organs,  the  author  calls  attention  to  the  following 
facts: 

1.  Pain  is  a  very  late  symptom  of  cancer  of  the 
female  pelvic  organs. 

2.  The  most  important  early  symptoms  are 
abnormal  menstruation  and  persistent  leucorrhoea 
—  often  of  foul  odor. 

3.  A  serous,  thin,  watery  or  blood-tinged  vaginal 
discharge  or  bleeding  after  coitus  or  recurrence  of 
bleeding  after  a  varying  period  of  the  menopause 
should  at  once  excite  suspicion  of  malignancy. 

4.  Pure  sarcomatous  growths  of  the  uterus  are 
extremely  rare  and  sarcoma  changes  in  fibromyo- 
mata  of  the  uterus  rarely  show  symptoms  any 
different  from  simple  fibromyomata. 

5.  Solid  tumors  of  the  ovary  are  usually  malig- 
nant. Only  a  few  cystic  tumors  of  the  ovary  are 
malignant. 

6.  Cervical  polyps  have  a  tendency  to  malig- 
nancy, beginning  usually  at  their  bases;  conse- 
quently every  cervical  polyp  must  be  examined 
microscopically. 

7.  All  suspected  cases  of  malignancy  should  have 
a  diagnostic  curettage  or  excision  of  enough  cervical 
or  other  tissue  for  microscopical  examination. 

8.  Early  diagnosis  is  absolutely  the  only  hope 
in  malignant  disease  of  the  female  pelvic  organs. 

Harvey  B.  Matthews. 

EXTERNAL  GENITALIA 

Outerbridge,  G.  W.:  Sweat-Gland  Tumors  of  the 
Vulva.     Am.  J.  Obst.,  N.  Y.,  1915,  Ixxii,  32. 

The  author  reports  the  case  of  an  unmarried 
woman,  39  years  old,  who  had  for  many  years  had 
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a  small,  freely  movable,  painless  tumor  in  the  ex- 
treme anterior  portion  of  the  right  labium  majus, 
just  to  the  right  of  the  clitoris.  As  it  had  recently 
become  ulcerated  it  was  removed  by  means  of  the 
cautery. 

On  section  through  the  middle  of  the  specimen  it 
was  found  to  be  made  up  of  a  nodule  of  yellowish- 
white,  fairly  firm  tissue,  with  a  slight  amount  of 
softening  in  the  center.  The  microscopic  sections 
showed  that  the  tumor  consisted  primarily  of  in- 
numerable irregular  acini  and  papilhc,  the  acinar 
characteristics  being  more  marked  in  the  peripheral 
portions,  the  papillary  in  the  central.  In  one 
portion  the  tumor  tissue  was  separated  from  the 
surrounding  corium  by  a  narrow  epithelium-lined 
cleft,  suggesting  the  formation  of  the  papillary 
masses  in  a  cystic  cavity,  but  for  the  most  part  the 
tumor  acini  were  in  direct  contact  with  the  sur- 
rounding fibrous  corium.  The  individual  acini 
were  separated,  for  the  most  part,  by  exceedingly 
delicate  connective-tissue  septa,  though  in  places 
these  were  somewhat  thicker  and  carried  small  blood- 
vessels. 

The  author  gives  in  abstract  ii  cases  he  has  col- 
lected from  the  literature,  and  makes  the  following 
summary: 

Of  recent  years  there  has  come  to  be  recognized 
a  fairly  definite  group  of  tumors  of  the  vulva, 
usually  involving  the  labia  majora,  and  believed  to 
originate  from  the  sweat-glands.  The  tumors  are 
small,  rarely  exceeding  a  centimeter  in  diameter, 
slow-growing,  painless,  and  present  few  clinical 
symptoms.  They  may  be  single  or  multiple,  uni- 
lateral or  bilateral.  On  microscopic  examination, 
they  present  a  papillary  cystadenomatous  structure, 
in  which  certain  characteristics  of  the  finer  anatomy 
of  normal  sweat-glands  are  reproduced.  Both 
histologically  and  clinically,  the  tumors  of  this  class 
so  far  reported  appear  to  have  been  benign,  al- 
though the  possibility  of  recurrence  after  removal,  or 
of  carcinomatous  degeneration,  must  not  be  lost 
sight  of.  C.  H.  Davis. 

MISCELLANEOUS 

Chase,  W.  B.:   Radium  in  Gynecological  Practice. 

Am.  J.  Obst.,  N.  Y.,  1915,  Ixxii,  90. 

For  ten  years,  in  treating  cancer  of  the  cervix, 
the  author  has  used  the  high  thermocautery  op- 
eration —  and  destroyed  the  endometrium  by 
burning  the  body,  followed  by  radium.  From  his 
experience  he  believes  that  it  is  the  most  efficient 
method  of  treatment  for  inoperable  cases.  He 
believes  that  panhysterectomy  should  be  performed 
unless  metastasis  has  rendered  it  futile. 


After  reviewing  the  results  of  various  writers,  and 
giving  a  brief  history  of  a  few  cases  he  has  treated, 
he  concludes  as  follows:  Particular  emphasis 
should  be  given  to  prophylactic  and  post-operative 
radiation.  Its  analgesic  influence  in  affording 
palliation  and  sometimes  a  controlling  influence 
over  pain  with  avoidance  of  perturbing  opiates,  is 
one  of  the  most  precious  properties,  although  al- 
most unknown  and  little  appreciated.  Insistence 
on  the  utility  of  cross-firing  frequently  by  burying 
radium  in  malignant  growths  has  too  long  been 
neglected. 

The  author  believes  that  too  little  attention  has 
been  given  to  the  general  health  and  the  hygienic 
surroundings  of  the  patient.  Finally,  as  in  surgery, 
so  in  radium,  disappointments  are  and  must  be 
encountered,  and  caution  should  be  exercised  in 
making  promises  as  to  results.  C.  H.  Davis. 

Clark,  W.  L.:  The  Uses  of  Desiccation  Surgery  in 
Gynecology.     Am.  J.  Obst.,  N.  Y.,  1915,  Ixxii,  63. 

The  author  has  used  desiccation  in  his  practice 
for  seven  years  and  advises  it  for  the  following 
conditions: 

Curatively:  venereal  warts,  leukokeratoses,  con- 
dylomata, moles,  pigmentations,  chanchroids, 
angiomata,  pruritus  of  nervous  and  eczematous 
origin,  urethral  caruncle,  erosions  and  infected 
glands,  lupus,  fissures  of  the  vagina  and  rectum,  ero- 
sions of  the  cervix,  haemorrhoids  (external  and  in- 
ternal), localized  epitheliomata,  and  rodent  ulcers. 

Palliatively:  chancre  (influencing  the  treatment 
and  prognosis  of  lues),  advanced  epitheliomata  of 
the  external  genitals  and  adjacent  parts,  and  inoper- 
able carcinoma  of  the  vagina,  cervix,  bladder,  and 
rectum. 

He  claims  for  desiccation  the  following  advan- 
tages : 

Abnormal  tissues  may  be  devitalized  rapidly  and 
the  operation  is  bloodless.  It  is  a  precise  method, 
the  smallest  discernible  spot  may  be  treated,  as 
may  a  growth  covering  a  large  area,  and  to  a  depth 
within  the  limit  of  safety.  The  current  has  anaes- 
thetising properties  if  properly  applied,  and  is 
usually  sufficient  without  other  anaesthetic.  There 
is  a  devitalizing  action  on  cells  of  less  vitality 
than  normal  cells,  somewhat  deeper  than  the  desiccat- 
ed area,  the  normal  cells  recovering.  The  current 
sterilizes  the  tissue  and  healing  progresses  rapidly. 
Channels  are  sealed,  which  lessens  the  likelihood  of 
metastasis  in  cases  of  malignancy.  There  is  absence 
of  contracted  cicatrical  tissue.  The  method  has 
no  disadvantages  other  than  the  expense  and 
cumbersomeness  of  necessary  apparatus. 

C.  H.  Davis. 
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PREGNANCY  AND  ITS  COMPLICATIONS 

KUstner,  C:  Extraperitoneal  Csesarean  Section 
for  Shoulder  Presentation  (Extraperitonealer 
Kaiserschnitt  wegen  verschleppter  Querlage). 
Zentralbl.  f.  Gyn&k.,  1915,  xxxix,  539. 

Kustner  describes  a  case  of  shoulder  presentation 
in  a  woman  of  23 ;  the  child  was  in  the  dorsoposterior 
position  and  was  so  firmly  fixed  that  version  was 
impossible.  The  head  was  on  the  right  side  of  the 
fundus,  the  breech  and  feet  on  the  left.  He  per- 
formed extraperitoneal  caesarean  section,  making 
the  incision  on  the  left  side  of  the  cervix,  where 
the  child's  feet  lay.  He  took  hold  of  the  right 
(lower)  foot,  but  in  extraction  the  left  (upper)  foot 
struck  against  the  child's  back  and  made  extraction 
so  difiicult  that  the  child  died.  Both  feet  should 
have  been  grasped  and  there  would  have  been 
no  difficulty  in  extraction.  The  mother's  recovery 
was  uneventful. 

Kustner  thinks  extraperitoneal  caesarean  section 
is  indicated  in  the  few  cases  of  shoulder  presentation 
with  a  living  child.  Transperitoneal  caesarean  sec- 
tion is  a  much  more  serious  operation,  for  the  mother 
and  the  child's  chances  are  so  poor  anyway  that  it  is 
not  worth  the  greater  risk  to  the  mother.  As  the 
incision  is  in  the  cervix  and  the  child  lies  in  the 
fundus  version  is  necessary,  and  this  should  be  by 
both  feet  to  avoid  the  difficulty  encountered  in  this 
case.  A.  Goss. 

Orlovius,  M.:  Functional  Testing  of  the  Kidneys 
During  Pregnancy  to  Decide  the  Question  of 
Inducing  Abortion  (Funktionspriifung  erkrankter 
Nieren  bei  bestehender  Schwangerschaft  zur  Ent- 
scheidung  der  Frage  der  kiinstlichen  Unterbrechung). 
Ztschr.  f.  Geburish.  u.Gyndk.,  1915,  Ixxvii,  348. 

It  is  often  difficult  during  pregnancy  to  decide 
from  the  clinical  symptoms  whether  a  kidney  is 
sufficiently  diseased  to  justify  inducing  an  abortion. 
Orlovius  suggests  a  functional  test  that  he  has  found 
of  value  in  deciding  the  question,  taken  in  conjunc- 
tion with  the  clinical  signs.  He  tests  the  excretion 
of  creatinin  at  6-hour  intervals  for  a  day.  Then  he 
gives  1.5  gm.  creatinin  and  makes  the  tests  again 
at  6-hour  intervals  for  another  day.  Then  after 
this  creatinin  is  eliminated  the  tests  are  again 
made  on  a  third  day.  Details  of  his  technique  and 
the  tabulated  results  in  a  number  of  cases  are 
given. 

The  average  amount  of  creatinin  excreted  daily 
by  a  healthy  individual  is  0.8  to  2.4  gm.  He  found 
that  the  average  daily  excretion  in  11  normal 
pregnant  women  was  1.23  gm.  After  giving  the 
creatinin,  if  the  kidneys  are  normal  it  is  practically 
all  eliminated   at   the  end  of   two  of   the  6-hour 


periods;  if  it  is  not  all  eliminated  by  the  end  of  the 
first  24  hours  it  is  evident  the  kidney  function  is 
disordered.  The  elimination  may  be  regarded  as 
complete  when  the  creatinin  excretion  returns  to 
its  normal  figure. 

The  creatinin  may  be  given  through  the  mouth 
or  intramuscularly,  but  Orlovius  prefers  the  latter 
method  as  more  of  the  creatinin  is  eliminated  through 
the  kidneys  by  this  method.  Part  of  it  is  eliminated 
through  the  intestines,  so  no  laxatives  should  be 
given  during  the  test,  and  if  diarrhoea  exists  it 
should  be  treated  before  the  tests  are  given.  The 
greater  the  proportion  of  creatinin  excreted  during 
the  first  6-hour  period  the  more  normal  the  kidney, 
and  the  greater  the  proportion  excreted  during 
the  succeeding  periods  the  more  seriously  is  the 
kidney  impaired.  If  the  clinical  signs  and  the 
creatinin  test  show  the  kidney  seriously  affected 
and  a  second  test  a  week  or  two  weeks  later  shows 
no  improvement,  abortion  is  indicated.  The  test 
is  easy  to  carry  out  and  neither  unpleasant  nor 
harmful  to  the  patient.  A.  Goss. 

LABOR  AND  ITS  COMPLICATIONS 

Williams,  J.  W. :  The  Effect  of  Pubiotomy  upon  the 
Course  of  Subsequent  Labors.  Am.  J.  Obst., 
N.  Y.,  1915,  Ixxii,  I. 

From  an  experience  with  pubiotomy  which  began 
in  1906  and  has  continued  until  the  present  time 
the  author  has  given  a  most  valuable  contribution 
to  obstetrical  literature.  The  histories  of  the  labors 
in  20  cases  are  given  in  abstract.  After  discussing 
pubiotomy  and  its  value  in  various  types  of  con- 
tracted pelves  the  author  draws  the  following  con- 
clusions: 

1.  Among  30  labors,  which  occurred  subsequent 
to  pubiotomy  in  20  individuals,  13  full-term  and 
13   premature  children  were  born  spontaneously. 

2.  In  somewhat  more  than  one-third  of  the  cases, 
particularly  in  funnel  pelves,  pubiotomy  has  resulted 
in  sufficient  enlargement  of  the  pelvis  to  permit 
subsequent  spontaneous  labors. 

3.  Experience  has  proved  that  greater  conserva- 
tism is  necessary  in  the  employment  of  pubiotomy, 
which  should  not  be  regarded  as  an  elective  opera- 
tion except  in  funnel  pelves  in  young  women. 

4.  In  contractions  of  the  superior  strait,  the  aim 
should  be  to  differentiate  the  patients  into  those 
requiring  caesarean  section  at  the  onset  of  labor, 
and  those  in  whom  a  spontaneous  outcome  may 
reasonably  be  expected.  Pubiotomy  should  be 
employed  in  the  latter  only  when  the  failure  of  the 
head  to  engage  after  a  prolonged  second  stage  has 
demonstrated  that  the  prognosis  is  erroneous. 
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5.  Pubiotomy  does  compete  with  elective  caesarean 
section  at  the  onset  of  labor,  but  is  far  safer  than  con- 
servative caisarean  section  late  in  the  second  stage. 

6.  In  moderate  degrees  of  contraction  of  the 
pelvic  inlet,  the  great  field  for  pubiotomy  is  in  pa- 
tients who  have  not  been  seen  until  late  in  labor,  or 
who  have  been  examined  by  those  whose  technique 
is  questionable.  In  such  cases  conservative  caesar- 
ean section  is  too  dangerous,  so  that  the  choice  lies 
between  pubiotomy,  caisarean  section  followed  by 
removal  of  the  uterus,  or  craniotomy  upon  the 
living  child.  If  definite  infection  is  present,  pubio- 
tomy is  contra-indicated. 

7.  In  version  or  breech  extraction  when  there  is 
a  moderate  disproportion,  prophylactic  laying  of 
the  Gigli  saw  adds  greatly  to  the  peace  of  mind  of  the 
operator,  as  it  enables  him  to  resort  promptly  to 
pubiotomy  if  unexpected  difficulty  is  encountered. 

8.  The  most  promising  field  for  pubiotomy  is  in 
funnel  pelves  in  young  women,  as  it  not  only  permits 
the  delivery  of  a  living  child,  but  offers  a  reasonable 
prospect  of  permanently  enlarging  the  pelvis,  so 
that  subsequent  labors  will  end  spontaneously. 

9.  With  proper  training  in  the  treatment  of  labor 
complicated  by  contracted  pelvis,  the  author  be- 
lieves that  the  induction  of  premature  labor  can  be 
definitely  abandoned.  C.  H.  Davis. 

PUERPERIUM  AND  ITS  COMPLICATIONS 

Wamekros,  K. :  Prognosis  of  Puerperal  Fever  Based 
on  Bacteriological  and  Histological  Examina- 
tion (Zur  Prognose  der  puerperalen  Fiebersteiger- 
ungen  auf  Grand  bakteriologischer  und  histologis- 
cher  Untersuchungen).  Arch.f.Gynak.,  1915,  civ,  301^ 

In  this  article  of  80  pages  Warnekros  gives  the 
results  of  bacteriological  and  histological  examina- 
tion in  several  hundred  cases  of  fever  during  the 
puerperium  and  the  relation  of  the  results  of  such 
examination  to  the  course  and  outcome. 

The  results  of  histological  examination  and 
examination  of  the  blood  for  bacteria  supplement 
each  other  in  a  very  valuable  way.  Repeated 
examinations  of  the  blood  should  be  made  in  all 
cases  of  rise  of  temperature  during  the  puerperium. 
It  is  well  known  that  some  cases  are  harmless  and 
due  to  intoxication;  these  are  revealed  by  blood  ex- 
amination and  moreover  the  local  can  be  separated 
from  the  general  infections.  Examination  of  the 
blood  enables  the  physician  to  avoid  unnecessary 
operations  in  cases  with  favorable  prognosis  and  on 
the  other  hand  to  recognize  general  infections  at  an 
early  stage  when  there  is  hope  of  arresting  their 
progress  by  suitable  treatment.  A.  Goss. 

MISCELLANEOUS 

Thorns,  H.  K. :  A  Statistical  Study  of  the  Frequency 
of  Funnel  Pelves;  a  Description  of  a  New  Outlet 
Pelvimeter.     Am.  J.  Obst.,  N.  Y.,  1915,  Ixxii,  121. 

The  author  adds  1,785  pelvic  measurements  to 
the  ones  already  reported  by  Williams,  making  a 


total  of  4,000  reported  from  the  Johns  Hopkins  clinic. 
After  tabulating  the  various  types  of  abnormal 
pelves  to  show  the  frequency  of  the  various  types 
in  white  and  colored  patients,  and  describing  the 
manner  of  measuring  the  pelvic  outlet  with  his 
modification  of  the  William's  instrument,  the 
following  summary  is  given: 

1.  The  most  frequent  type  of  contracted  pelvis 
occuring  in  white  women  is  the  funnel  pelvis,  con- 
stituting 37  per  cent  of  all  contracted  pelves  found 
in  the  white  race. 

2.  It  is  of  equal  incidence  in  both  the  white  and 
black  races,  but  owing  to  the  greater  frequency  of 
the  usual  types  of  contracted  pelvis  in  the  latter 
race  it  constitutes  but  14.5  per  cent  of  all  contracted 
pelves  in  black  women. 

3.  Owing  to  the  course  the  child's  head  must 
take  in  funnel  pelvis,  we  must  expect  an  increase 
in  the  number  and  severity  of  perineal  lacerations. 

4.  The  modified  Sim's  posture  affords  an  excellent 
means  of  increasing  temporarily  the  anterposterior 
diameter  of  the  outlet. 

5.  In  severe  contractions  of  the  outlet  pubiotomy 
is  the  operation  of  choice,  in  many  instances  trans- 
forming the  deformed  pelvis  into  one  with  prac- 
tically normal  measurements. 

6.  The  following  may  be  taken  as  the  average 
measurements  of  the  normal  outlet: 

Transverse 9.5  cm. 

Anterior  sagittal 5.0  cm. 

Posterior  sagittal 7.5  cm. 

Anteroposterior 10.5  cm. 

7.  The  pelvimeter  described  provides  an  easy 
and  accurate  means  of  determining  the  diameter 
of  the  pelvic  outlet.  C.  H.  Davis. 

Bohi,  P.:  Sarcoma  of  the  Placenta  (tjber  Chorioma 
malignum).    Arch.  f.  Gyndk.,  1915,  civ,  214. 

The  new-growths  of  the  placenta  that  originate 
in  the  foetal  ectoderm,  such  as  chorio-epithelioma, 
syncytioma  malignum,  and  hydatidiform  mole, 
have  been  very  thoroughly  studied  within  recent 
years,  but  those  originating  in  the  mesoderm  have 
not  been  so  studied,  and  there  is  still  considerable 
lack  of  uniformity  in  the  nomenclature.  Only  a 
few  cases  of  true  sarcoma  of  the  placenta  have  been 
described,  but  Bohi  had  two  cases  within  a  few 
weeks  of  one  another. 

The  first  case  was  a  Vl-para  of  35  who  was  de- 
livered normally  of  a  child  which  died  in  a  few  days. 
The  child  was  cedematous,  the  heart-muscle  showed 
degenerative  changes,  and  the  liver  was  rudimen- 
tary. The  tumor,  the  size  of  a  small  child's  head, 
was  fastened  to  the  placenta  by  a  long  pedicle. 
Microscopic  examination  showed  pure  sarcoma 
tissue.  About  a  year  later  the  patient  developed 
signs  of  pregnancy  or  tumor,  but  the  uterus  was 
curetted  and  she  has  been  well  for  a  year  since. 

The  second  case  was  a  woman  of  27  who  was 
delivered  of  a  living  and  healthy  child.  Im- 
mediately after  the  delivery  of  the  placenta  a  hard, 
oval   tumor   the   size  of  an  egg   was   discharged. 
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Both  women  were  frail  but  had  no  kidney  or  heart- 
disease;  there  were  no  signs  of  syphilis  in  mother 
or  child  in  either  case.  In  spite  of  the  fact  that  both 
tumors  showed  typical  pictures  of  sarcoma  their 
clinical  course  was  benign.  This  is  in  marked  con- 
trast to  chorio-epitheliomata  and  syncytial  tumors. 
Colored  plates  and  illustrations  are  given  showing 
the  macroscopic  and  microscopic  appearance  of  both 
tumors.  A.  Goss. 

Hytnanson,  A.:  Haemorrhagic  Disease  in  the  New- 
born Treated  by  Horse  Serum.     N.  V.  M.  J., 

191S,  ci,  1274. 

After  a  careful  resume  of  melaena  neonatorum  and 
the  usual  drug  therapy,  Hymanson  reports  four 
cases  treated  with  horse  serum,  with  three  recoveries, 
and  one  fatality.     His  conclusions  are: 

1.  The  coagulation  time  of  blood  is  usually  de- 
layed. 

2.  It  is  difficult  to  obtain  human  blood  serum 
or  blood,  but  fresh  horse  or  rabbit  serum  is  always 
available  and  serves  just  as  well. 

3.  In  the  newborn  where  bleeding  is  not  spurious, 
horse  serum  should  be  administered  early  and  re- 
peatedly until  bleeding  ceases. 

4.  Reports  of  the  injurious  effects  of  horse  serum 
are  greatly  exaggerated.  H.  G.  Garwood. 

Ingraham,  G.  B.,  and  Chase,  P.  M.:  Observations 
upon  the  Use  of  Pituitary  Extract  in  Ob- 
stetrics.    Colo.  Med.,  1915,  .xii,  190. 

Ingraham  and  Chase  report  their  observations 
in  the  use  of  pituitary  extract  in  44  obstetrical 
cases.  Tetanic  pains  are  more  common  where  there 
is  resistance  to  the  descent  of  the  child.  The 
effect  of  the  drug  lasted  from  one  half  to  two  and 
one  half  hours.  In  37  cases  in  which  the  drug  was 
given  during  the  first  and  second  stages,  there  was 
marked  effect  in  26,  slight  in  3,  none  in  8.  The 
greatest  rise  of  blood-pressure  was  20  mm.  Hg. 
In  15  cases  the  maternal  pulse  had  an  average  fall 
of  seven  beats.  The  fcetal  heart-beat  in  9  cases 
showed  an  average  fall  of  11  beats.  Of  2>i  cases 
in  which  records  were  kept  of  the  effects  on  the 
children,  20  were  born  in  excellent  condition,  6 
slightly  asphyxiated,  5  extremely  so;  3  lived  but  a 
short  time,  2  born  dead  were  known  to  be  alive  be- 
fore the  extract  was  given.  Coils  about  the  neck, 
rapid  descent,  tetanic  contractions,  convulsions, 
prematurity  in  a  syphilitic  child  are  given  as  prob- 
able causes  of  fcetal  death.  Of  30  cases  7  had  ex- 
cessive post-partum  bleeding;  of  these  2  had  deep 
cervical  tears,  i  excessive  distention  due  to  hydram- 
nios.  It  was  used  for  post-partum  haemorrhage  in 
two  cases,  and  the  author  concludes  that  ergot  is 
better.  They  do  not  consider  it  of  much  benefit 
as  a  means  of  inducing  labor.  It  was  used  for 
therapeutic  abortion  in  3  cases,  but  was  of  practically 


no  benefit  in  the  early  months.  It  was  used  in  2 
cases  to  maintain  uterine  contractions  during  caesar- 
ean  section.  The  most  common  indication  is 
in  secondary  inertia;  with  the  cervix  fully  dilated, 
the  head  low,  and  no  dystocia  it  is  safe.  It  lessens 
the  use  of  forceps. 
The  conclusions  are: 

1.  It  must  not  be  used  haphazardly, 

2.  Its  use  is  now  abused.  It  is  given  to  hasten 
labor  regardless  of  conditions. 

3.  It  has  indications  and  when  rightly  used  is  a 
valuable  obstetrical  adjunct.  H.  G.  Garwood. 

Holzapfel,  K.:    Points  on  Obstetrical  Operations 

(Betrachtungen    zur    geburtshilflichen    Operations- 
lehre).    Zenlralbl.  f.  Gyndk.,  1915,  xxxix,  425. 

Holzapfel  mentions  a  number  of  p>oints  that  are 
not  generally  given  in  textbooks,  and  though  they 
may  be  regarded  as  minor  matters  still  they  are  of 
importance,  especially  in  teaching  students.  Di- 
rections for  movements,  for  instance,  should  be 
given  according  to  the  direction  of  the  patient's 
body,  not  with  reference  to  the  position  of  the 
physician.  This  should  be  borne  in  mind  in  teach- 
ing the  use  of  forceps.  In  extracting  a  breech 
presentation  he  exerts  traction  downward  and  back- 
ward, that  is,  he  pulls  directly  down  on  the  peri- 
neum. This  stretches  the  perineum  gradually  and 
makes  it  easier  to  extract  the  head.  In  all  breech 
and  transverse  presentations  the  opposite  hand 
should  be  used.  In  breech  delivery  the  finger  is 
the  best  instrument;  it  should  be  exercised  so  as  to 
make  it  strong  enough.  If  neither  the  finger  nor  an 
oiled  rubber  tube  proves  sufficient  a  hook  can  be 
used  with  an  oiled  rubber  tube  drawn  over  it. 

He  gives  minute  directions  for  protecting  the  peri- 
neum. If  it  is  very  resistant  he  stretches  it  with 
his  hand  and  if  this  fails  makes  an  incision  in  or  near 
the  raphe,  because  this  is  easier  to  suture  than  a 
lateral  incision.  The  incision  is  made,  however, 
only  if  the  sphincter  is  in  danger.  Any  manipula- 
tion of  the  head  through  the  rectum  is  directly  op- 
posed to  asepsis.  Directions  are  generally  given  to 
cut  the  cord  after  pulsation  has  stopped;  this  is 
really  of  no  importance.  The  essential  thing  is  to 
cut  it  after  the  child  has  cried  or  breathed  freely, 
and  during  a  pain.  It  is  particularly  important  to 
cut  it  during  a  contraction  if  the  child  is  not  breathing 
well.  Generally  the  first  pain  appears  about  five 
minutes  after  the  delivery  of  the  child,  and  this  time 
may  be  utilized  to  clear  the  child's  respiratory 
passage  of  mucous  or  amniotic  fluid.  If  the  child 
gets  too  much  blood  from  the  placenta  it  may  be- 
come jaundiced,  but  more  than  the  minimum  is 
certainly  of  advantage  to  it.  In  the  18  years  in 
which  the  author  has  practiced  the  above  technique 
he  has  never  had  a  severe  case  of  jaundice. 

A.  Goss. 
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KIDNEY  AND  URETER 

Kinnear,  F.  J.:  Probable  Left  Nephrolithiasis  with 
Passage  of  Small  Calculi,  Some  Lodging  in  the 
Urethra  and  Causing  Urethritis.  Urol.  6* 
Cutan.  Rev.,  1915,  xix,  376. 

The  author  cites  the  case  of  a  man,  aged  42,  with 
a  history,  five  years  before  admission,  of  excruciating 
pain  in  the  left  side  referred  to  the  left  testis  and  the 
head  of  the  penis.  There  were  six  recurrences  of  this 
crisis  in  four  years,  each  accompanied  by  passage 
of  small  particles  of  gravel.  Five  months  previous 
to  consultation  the  patient  noticed  difficulty  in  pass- 
ing urine,  requiring  fifteen  minutes  to  empty  the 
bladder  drop  by  drop,  with  great  frequency  and 
pronounced  soreness  along  the  urethra,  accompanied 
by  a  purulent  discharge  containing  bacillus  coli  and 
some  pyogenic  organism. 

Endoscopy  revealed  a  stricture,  with  a  calculus 
lying  behind  it,  acting  as  a  ball  valve.  Internal 
urethrotomy  was  done,  3  drams  of  olive  oil  were 
introduced  into  the  urethra,  and  several  stones  and 
amorphous  masses  milked  out  according  to  the 
method  of  L.  E.  Schmidt. 

The  interesting  mechanical  point  is  whether  the 
first  stone  coming  down  from  the  kidney  caused 
the  stricture  itself  by  the  trauma  it  offered  to  the 
urethral  wall,  or  whether  it  simply  lodged  behind  a 
stricture  resulting  from  a  previously  denied  gonor- 
rhoea! infection.  The  therapeutic  point  of  note  is 
the  great  ease  with  which  a  stone  covered  with 
spicules  could  be  expressed  from  the  urethra  by 
using  a  small  quantity  of  olive  oil  as  a  lubricant. 

H.  W.  Plaggemeyer. 

Noguiera,  A.:  Giant  Calculus  of  the  Renal  Pelvis 
and  Hypernephroma.  Am.  J.  Urol.,  1915,  xi, 
261. 

The  patient  had  suffered  a  fall  from  a  horse  19 
years  previous,  followed  by  severe  haematuria  for  four 
days.  The  haematuria  recurred  15  years  later.  The 
pain  was  localized  to  the  left  iliac  fossa.  The  lumbar 
region  on  the  left  side  showed  a  tumor  mass  the  size 
of  a  fist,  hard,  smooth,  and  rounded,  which  was 
prolonged  at  its  upper  end  by  a  smaller,  thinner,  and 
softer  one  which  was  floating  and  movable  with 
each  respiration.  Functional  tests  showed  the  right 
side  normal,  left  side  deficient.  Radiography 
showed  a  shadow  extending  from  the  eleventh  rib 
to  the  terminal  apophysis  of  the  third  lumbar 
vertebra.  A  shadow  measured  12  cm.  at  its  vertical 
diameter,  9.5  cm.  at  its  horizontal  diameter,  and 
the  distance  between  its  external  outline  and  median 
line  was  4  cm. 

Nephrectomy     was     performed.     In     the     renal 


pelvis  there  was  a  tumor  the  size  of  an  orange, 
smooth  and  adherent  to  the  lips  of  the  renal  sinus 
and  enveloping  a  hard  rounded  body  fixed  to  its 
coverings.  At  the  upper  pole  of  the  kidney,  a  tu- 
mor the  size  of  an  egg  proved  to  be  a  hypernephroma. 
The  calculus  filled  the  enormously  distended  pelvis. 
It  weighed  400  gms.  Its  longitudinal  diameter 
was  II  cm.,  transverse  diameter  7.5  cm.,  its  great- 
est circumference  22  cm.  It  consisted  chiefly  of 
urates  and  calcium  oxalates.  It  presented  on  its 
internal  aspect  4  nipple-like  processes  correspond- 
ing to  the  calices.  Hakry  Kkaus. 

Morian,  R.:  Irritation  of  the  Kidney  from  Novo- 
caine  Anaesthesia  (Nierenreizung  nach  Novo- 
kainanasthesie).    Zentralbl.  f.  Chir.,  1915,  xlii,  493. 

Morian  has  found  albuminuria  in  from  5  to  10  per 
cent  of  his  cases  after  novocaine  anaesthesia.  The 
amount  varied  from  mere  traces  up  to  0.5  per 
thousand.  It  began  generally  a  few  hours  after 
the  injection  and  persisted  for  48  hours,  then  dis- 
appeared entirely.  Sometimes  there  were  hyaline 
and  granular  casts  in  the  urine  also,  and  in  a  few 
cases  red  and  white  blood-cells.  The  amount  of 
urine  did  not  seem  to  be  much  affected,  though 
sometimes  it  was  irregular  and  sometimes  decreased 
in  amount.  The  adult  patients  had  had  morphine 
injections  before  the  beginning  of  the  anaesthesia, 
but  neither  morphine  nor  suprarenin  irritates  the 
kidneys,  so  the  albuminuria  cannot  be  attributed 
to  that.  It  did  not  seem  to  make  any  difference 
what  strength  of  solution  was  used  or  what  was  the 
site  of  the  injection. 

Most  of  Morian's  patients  suffered  from  vomiting 
after  local  anaesthesia.  Novacaine  does  not  in- 
fluence the  blood-pressure,  so  the  albuminuria  can- 
not have  been  due  to  changes  in  blood-pressure.  In 
1907  Schwarz  pointed  out  the  fact  that  stovaine 
anaesthesia  was  sometimes  followed  by  albuminuria 
as  high  as  7  per  thousand.  A.  Goss. 

Marzynski,   G.:    Diagnosis  of  Horseshoe  Kidney 

(Zur     Diagnostik     der     Hufeisenniere).     Deutsche 
Ztschr.  f.  Chir.,  191S,  cxxxiii,  281. 

From  a  review  of  extensive  statistics  Marzynski 
finds  that  there  is  about  one  case  of  horseshoe 
kidney  in  555  autopsies.  But  as  horseshoe  kidney 
is  more  subject  to  injury  on  account  of  its  position 
and  on  account  of  being  fixed  so  that  it  cannot 
move  when  struck,  it  is  reported  more  frequently  in 
surgical  operations.  Mayo  reports  12  cases  in  649 
kidney  operations,  and  Botez  reports  one  horseshoe 
kidney  to  715  autopsies  and  i  to  every  143  opera- 
tions. 

Botez  attempted  to  devise  a  symptom-complex 
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by  which  horseshoe  kidney  could  be  diagnosed  when 
it  was  not  diseased.  He  proposed  the  following 
three  cardinal  symptoms:  (i)  nervous  disturbances, 
neurasthenia,  hysteria;  (2)  digestive  disturbances; 
(3)  pain  in  the  abdomen  on  bodily  exertion,  espe- 
cially when  the  spinal  column  is  bent,  which  dis- 
appears when  the  body  is  at  rest.  These  symptoms, 
however,  are  not  characteristic  enough  of  the  con- 
dition. They  are  frequently  found  from  other 
causes,  especially  in  gynecological  affections. 

By  palpation,  rontgen  photography,  introduction 
of  catheters  containing  bismuth  into  the  ureters,  and 
by  pyelography  the  following  characteristic  signs 
of  horseshoe  kidney  can  be  made  out:  (i)  The 
position  of  the  kidneys  is  lower  down,  farther  for- 
ward and  farther  toward  the  median  line  than  the 
normal  kidney.  (2)  The  pelvis  is  located  on  the 
anterior  wall  of  the  kidney.  The  ureters  are  ab- 
normally short  and  the  kidneys  converge  at  the 
lower  pole  instead  of  at  the  upper  as  in  normal 
kidneys. 

A  detailed  description  is  given  of  7  cases  of  horse- 
shoe kidney  and  the  importance  is  emphasized  of 
determining  whether  the  connecting  bridge  is  only 
membrane  continuous  with  the  kidney  capsule  or 
whether  it  contains  kidney  substance;  operation 
being  of  course  much  less  serious  in  the  former  class 
of  cases.  A.  Goss. 

Gray,  E.  T. :  A  Case  of  Pyelonephritis  Complicated 
by  Adenocarcinoma  and  Chyluria.  Boston 
M.  Ssr  S.  J.,  1915,  clxxiii,  95. 

The  author  reports  a  case  of  adenocarcinoma 
of  the  kidney  with  chyluria. 

The  patient,  a  widow  of  74,  had  had  kidney 
trouble  14  years,  floating  kidney  being  diagnosed. 
Four  years  later  she  had  an  abscess  of  the  urinary 
tract  with  a  discharge  of  pus  from  the  bladder  for  a 
few  weeks.  Every  nine  or  ten  months  afterward 
attacks  of  severe  pain  in  the  right  lumbar  region 
occurred  lasting  from  two  to  five  weeks. 

When  seen  the  patient  was  suffering  severe  pain 
in  the  right  side  which  had  begun  three  weeks  be- 
fore. She  was  cachectic  and  had  a  temperature 
of  103°,  pulse  100.  A  large  mass  filled  the  right 
abdomen  which  was  very  tender  on  pressure. 

The  urine  showed  albumin,  many  pus-cells,  much 
fat,  and  a  few  hyaline  casts.  X-ray  examination 
showed  a  dense  shadow  much  mottled  but  without 
definite  outline. 

At  operation,  by  Israel's  incision  a  large  amount 
of  pus  and  bloody  debris  with  several  stones  was 
evacuated.  The  cavity  was  irrigated  and  sutured 
with  ample  drainage.  The  patient  made  a  good 
recovery  and  was  able  to  leave  the  hospital  in 
five  weeks  with  the  wound  practically  closed. 

Pathological  examination  of  the  material  removed 
from  the  abscess  cavity  showed  adenocarcinoma. 

True  adenocarcinoma  of  the  kidney  is  practically 
unknown,  but  quite  frequently  in  conjunction  with 
carcinoma,  adenomatous  masses  are  found,  and  to 
this  condition  the  term  adenocarcinoma  is  given. 


Chyluria  is  a  peculiar  condition  of  the  urine  in 
which  it  presents  a  milky  appearance  and  contains 
fat.  It  is  usually  acid  and  resembles  the  urine  of 
pyuria  but  can  be  distinguished  by  the  microscope 
which  shows  fat  in  a  fine  state  of  emulsion.  Chylu- 
ria is  often  associated  with  elephantiasis  and 
lymphangiectasis.  It  may  be  of  parasitic  or  non- 
parasitic origin.  The  parasitic  or  obstructive  type 
is  due  to  obstruction  of  the  kidney  lymphatics  by 
the  filaria  sanguinis  hominis  and  their  rupture  and 
discharge  of  chyle  into  the  kidney. 

The  cause  in  the  non-parasitic  form  is  obscure; 
possibly  it  is  a  symptom  of  malignant  tumor  of  the 
kidney.  H.  G.  Hauer. 

Richardson,  E.  P.:  Perinephritic  Abscess;  a  Re- 
view of  Cases  Operated  on  at  the  Massachu- 
setts   General   Hospital   from    1899   to    1913. 

Surg.,Gynec.  drObst.,  1915,  xxi,  i. 

The  author  reviews  59  cases  operated  on  at  the 
Massachusetts  General  Hospital  in  the  15  years 
from  1899  to  1 9 13,  with  especial  reference  to  the 
r61e  played  by  metastatic  haematogenous  infection 
in  the  development  of  perinephritic  abscess. 

These  cases  of  perinephritic  abscess  fall  into  three 
groups:  those  due  to  extension  of  suppuration  from 
structures  outside  of  the  perirenal  fascia,  those 
secondary  to  disease  of  the  kidney,  and  those  with- 
out obvious  source. 

The  mortality,  10.2  per  cent,  was  confined 
entirely  to  the  first  two  groups.  The  last  group, 
those  of  uncertain  origin,  showed  a  predominance 
of  the  staphylococcus  as  the  causative  organism, 
and  in  three  instances  perinephric  suppuration  was 
apparently  metastatic  from  furuncles. 

The  following  conclusions  may  be  drawn: 

1.  The  commonest  organism,  the  staphylococcus, 
producing  primary  perinephritic  abscess  is  also  the 
most  frequent  organism  concerned  in  producing 
focal  cortical  abscess  in  the  kidney. 

2.  Primary  perinephritic  abscess  occasionally 
follows  peripheral  pus  foci  due  to  staphylococcic 
infection.  In  such  cases  it  is  reasonable  to  suppose 
that  infection  has  followed  a  metastatic  haematoge- 
nous course. 

3.  A  urine  normal  on  clinical  examination  does 
not  exclude  the  possibility  of  cortical  renal  abscess. 

4.  The  previous  occurrence  of  a  peripheral  pus 
focus  may  be  of  some  importance  in  the  diagnosis 
of  continued  fever  with  leucocytosis  and  lumbar  or 
abdominal  pain. 

Ricen,  L.:  The  Therapeutic  Value  of  the  Cortical 
Substance  of  the  Kidney.  Northwest  Med., 
1915,  vii,  225. 

In  an  interesting  way  Ricen  opens  up  the  question 
of  internal  secretion  (?)  from  the  kidney.  In  a 
case  of  chronic  nephritis  with  acute  exacerbation 
with  diminishing  urine  and  approaching  uraemic 
symptoms,  he  gave  50  grams  of  the  crushed  cortical 
substance  of  beef  kidney  by  mouth.  During  the 
succeeding  twenty-four  hours  the  patient  passed 


GENITO-URINARY  SURGERY 


549 


43  ounces  of  urine.  The  administration  was  con- 
tinued at  increasing  intervals  until  in  six  weeks  the 
patient  was  able  to  return  to  his  work. 

He  objects  to  the  ordinary  diuretics,  citing  the 
experiments  of  Fitz,  of  Boston,  working  on  animals 
in  which  he  had  produced  uranium  nephritis. 
Such  diuretics  as  diuretin  and  theocin  were  in- 
variably hurtful  in  these  cases. 

Dieulafoi  in  1894  suggested  the  use  of  kidney 
cortex.  He  later  produced  an  extract,  nephrin, 
which  was  injected  subcutaneously  with  gratifying 
success. 

Schiperowitch  of  St.  Petersburg  and  Gonin  of 
Paris  report  favorably  on  this  experimental  work. 

Ricen  discusses  the  modus  operandi,  referring 
to  the  work  of  Rose  Bradford,  who  found  that  com- 
pletely nephrectomized  animals  would  live  for 
days  when  regularly  injected  hypodermatically  with 
kidney  extract.  Animals  not  so  treated  died  in  a 
few  hours. 

The  inference  is  that  an  internal  secretion  exists 
which  either  neutralizes  or  converts  into  less  dan- 
gerous forms  the  toxic  substances  associated  with 
uraemia.  F.  C.  Charlton. 

Aynesworth,  K.  H.:  Acute  Pyelitis;  Its  Diagnosis 
and  Treatment.  Surg.,Gynec.  b°  ObsL,  1915,  xxi, 
123. 

The  author  states  that  the  colon  bacillus  is  the 
chief  organism  present  in  acute  pyelitis.  He  is 
inclined  to  discredit  the  theory  of  ascending,  de- 
scending, and  haematogenous  infection  of  the  kidney 
pelvis  and  seems  to  lay  more  stress  upon  Weibel's 
theory  of  direct  lymphatic  connection  between  the 
colon  and  the  kidney.  He  states  that  the  symp- 
tomatology of  acute  pyelitis  is  that  of  a  general 
infection  associated  with  frequent  urination  and 
irritable  bladder.  Occasionally  if  the  pus  is  thick 
enough  or  the  swelling  great  enough  to  close  the 
ureter  to  these  symptoms  there  are  added  pains 
in  the  side,  colic,  and  a  sensitive  enlarged  kidney. 

In  regard  to  treatment,  the  author  maintains  that 
dilatation  of  the  ureter  with  the  ureteral  catheter 
is  the  chief  factor  in  producing  relief. 

At  times  he  washes  the  pelvis  of  the  kidney  with 
sterile  water  followed  by  10  per  cent  argyrol,  but  is 
doubtful  as  to  the  value  of  this  procedure. 

He  reports  five  cases  of  acute  pyelitis  in  great 
detail  showing  the  rapid  improvement  following 
ureteral  catheterization. 

In  conclusion  he  makes  the  following  resume: 

Pyelitis  is  a  disease  which  is  very  frequently  not 
diagnosed,  due  to  the  fact  that  the  symptoms  are 
so  often  directed  to  the  bladder.  There  may  be 
no  localizing  symptoms  at  all  to  guide  one;  unless 
the  urine  be  microscopically  examined,  followed 
by  cystoscopy  and  ureteral  catheterization,  it  is 
possible  to  overlook  the  disease.  Tenderness  and 
pain  in  the  kidney  may  or  may  not  be  present,  de- 
pending upon  whether  or  not  there  is  blocking  of  the 
urinary  outflow  or  whether  there  is  involvement  of 
the  kidney  substance. 


Treatment  should  be  general  and  local;  general 
treatment  should  be  to  secure  an  acid  urine  with 
some  drug  which  will  eliminate  formaldehyde;  also, 
massive  water  drinking  must  be  ordered,  especially 
in  those  patients  who  have  no  nephritis;  liquid  diet  is 
best;  rest  in  bed  should  be  insisted  upon;  and 
last  and  by  all  means  kidney  drainage  by  the 
ureteral  catheter  and  local  applications  to  the  kidney 
pelvis  are  advised.  V.  D.  Lespinasse. 

Specklin,  P.  A.:   A  Giant  Calculus  of  the  Ureter. 

Am.  J.  Urol.,  1915,  xi,  270. 

The  patient,  a  male,  aged  48,  suffered  the  first 
severe  colicky  attack  twelve  years  previous.  Dur- 
ing the  past  year  the  urine  had  been  turbid  and 
contained  red  blood-cells  and  a  large  number  of 
leucocytes.  Cystoscopy  showed  an  oedema  around 
a  normal  ureteral  orifice  on  the  right  side.  The 
left  ureter  was  prolapsing  and  inflamed;  oedema 
bullosum  was  around  the  orifice,  and  contractions 
were  visible.  Chromocystoscopy  showed  a  normal 
right  ureteral  orifice.  The  opening  of  the  left 
ureter  showed  a  puckered  crater  within  which 
there  was  a  stone  the  size  of  a  pinhead  which  at 
the  beginning  of  each  ureteral  contraction  was 
pushed  forward  and  then  drawn  back  but  remained 
visible  in  the  intervals.  X-rays  showed  a  shadow 
in  the  left  parasacral  region.  Nephrectomy  was 
performed.  The  kidney  was  enlarged  and  showed 
cystic  degeneration;  the  pelvis  was  greatly  enlarged 
and  contained  a  calculus  weighing  16  gms.  The 
ureter  was  the  size  of  a  little  finger.  The  calculus 
weighed  51  gms,  and  was  12  cm.  long.  At  the  end 
which  was  nearest  the  bladder  was  the  sharp  point 
seen  at  cystoscopy.  About  the  middle  of  the  con- 
cretion the  upper  and  lower  arms  were  joined  by  a 
narrow  elbow  at  an  angle  of  150  to  160°. 

Harry  Kraus. 

Ries,  E.:    A  Case  of  Ectopic  Ureter.    Lancet-Clin., 
1915,  cxiv,  83. 

The  author  reviews  the  case  history  and  em- 
phasizes the  important  points.  From  the  data  ob- 
tained, he  decided  that  no  condition  except  ectopic 
ureter  would  fit  the  symptoms  and  it  became  evident 
that  the  patient  must  present  a  rare  malformation 
in  which  the  ureter  had  been  misplaced  congenitally 
in  its  lower  course  and  opening.  The  patient,  a 
young  woman  of  19,  complained  of  incontinence 
since  birth.  On  inspection  of  the  external  meatus, 
it  was  found  that  there  was  a  little  pouting  fold 
in  which  was  a  small  opening  which  exuded  clear 
fluid  in  drops.  A  probe  could  be  introduced  and 
passed  between  the  ureter  and  vagina  without  en- 
tering either.  Cystoscopy  showed  the  bladder  to 
be  normal  and  both  meati  discharging  urine  normal 
in  amount  and  clear.  A  ureteral  catheter  passed 
on  the  left  side  was  obstructed  about  3  cm.  from  the 
bladder.  The  catheter  introduced  into  the  ectopic 
ureter  would  not  pass  higher  than  the  trigone.  The 
uterus  was  found  enlarged  corresponding  to  a  four 
months'    pregnancy.     Because   of   the   pregnancy. 
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the  author  was  very  careful  in  his  choice  of  opera- 
tion. By  way  of  a  median  incision  he  dissected 
out  the  ureters  on  the  left  side  and  as  suggested 
by  Kawasoye,  the  ureter  itself  was  tied  in  a  double 
knot  and  a  ligature  was  placed  on  the  free  end  of  the 
ureter  below  the  knot.  The  incontinence  was  cured 
at  once  and  the  patient  made  an  uneventful  re- 
covery. 

The  author  calls  attention  to  the  rarity  of  these 
cases  and  the  different  methods  which  are  used  in 
their  cure.  He  reports  this  case  particularly  be- 
cause of  the  diagnosis,  which,  simple  as  it  is,  when 
the  points  brought  out  above  are  remembered,  is 
so  commonly  overlooked  that  all  authors  who  re- 
port such  cases  with  special  reference  to  the  history, 
emphasize  the  fact  that  the  cases  have  been  treated 
unsuccessfully  for  years  because  the  correct  diagno- 
sis was  not  made.  G.  J.  Thomas. 

BLADDER,  URETHRA,  AND  PENIS 

Noguiera,  A.:    Foreign  Bodies  in  the  Bladder;  a 
Remarkable  Case.     Am.  J.  Urol.,  1915,  xi,  219. 

A  four-year  old  girl  gave  a  history  of  polyuria  and 
burning  urination  for  six  months.  Four  months 
before  examination  she  had  passed  a  small  calculus. 
She  was  suspected  of  having  a  vesical  calculus  be- 
cause of  her  symptoms  and  the  presence  of  pus  and 
blood  in  her  urine.  A  radiograph  showed  a  hair- 
pin, one  portion  of  which  was  apparently  covered 
by  a  phosphatic  incrustation.  Suprapubic  section 
revealed  a  hairpin,  5.5  cm.  long,  embedded  in  the 
bladder  and  incrusted  with  phosphates.  It  was 
removed. 

The  author  calls  attention  to  the  fact  that  he  has 
been  able  to  find  only  five  cases  of  foreign  bodies 
introduced  into  the  bladder  of  very  young  children. 
He  believes  in  these  cases  that  radiography  is 
better  than  cystoscopy  for  diagnosis,  and  that 
suprapubic  removal  is  better  than  attempting  re- 
moval per  urethrum.  B.  S.  Barringer. 

Spitzer,    W.    M.:     Diagnosis    and    Treatment    of 
Papillary  or  Villous  Tumors  of  the  Bladder. 

Colo.  Med.,  1915,  xii,  187. 

Spitzer  discusses  the  diagnosis  of  tumors  of  the 
bladder  and  wisely  lays  much  stress  on  the  fact  that 
all  such  growths  are  to  be  regarded  with  suspicion. 
He  decries  the  all  too  frequent  practice  of  making  a 
diagnosis  of  the  nature  of  the  growth  by  the  ex- 
amination of  a  piece  removed  through  the  operating 
cystoscope.  The  universal  experience  is  that  this 
means  of  diagnosis  is  fallacious.  Statistics  are 
given  of  the  operative  mortality  of  such  cases  and 
the  end-results.  The  operative  mortality  varies 
from  4  to  15  per  cent,  according  to  the  type  of 
operation.  Recurrences  have  been  found  in  over 
75  per  cent  of  cases.  Most  of  these  are  malignant, 
even  though  the  primary  growth  was  of  a  supposedly 
benign  type.  Recurrences  in  the  bladder  are  rare 
at  the  original  tumor  site  but  come  in  other  places. 
The  advantages  of  treatment  by  the  high-frequency 


current  are  discussed  at  length.  The  percentage  of 
cures  by  this  method  is  evidently  very  high,  there 
being  about  66  per  cent  presumably  permanent 
cures. 

The  author  makes  a  strong  plea  for  the  treatment 
of  bladder  tumor  by  fulgu  ration  and  emphasizes  its 
advantages  in  a  striking  way. 

J.  Dellinger  Barney. 

Moore,  H.  A.:    Tumors  of  the  Bladder.     Urol.  &• 
Cutan.  Rev.,  1915,  xix,  361. 

Moore  summarizes  his  observations  on  tumors  of 
the  bladder  as  follows:  A  purely  benign  tumor  is  of 
rare  occurrence.  The  term  non-malignant  papillo- 
ma is  especially  criticized.  A  certain  percentage 
of  papillary  growths  are  cancerous  from  the  onset; 
others  pursue  a  slower  course  and  it  may  be  many 
months  or  even  years  before  malignancy  is  apparent. 
It  is  unwise  to  exclude  malignancy  in  any  villous  tu- 
mor. In  Judd's  series  of  cases  of  tumors  of  the 
bladder,  the  youngest  was  under  10  years,  the 
oldest  over  80 — age  being  of  little  consequence  ex- 
cept as  to  frequency,  the  greater  number  appearing 
at  the  average  age  of  53.1  years.  Vesical  tumors 
vary  greatly  in  size  and  location.  Papillomata 
are  usually  seen  first  about  the  base  of  the  bladder, 
while  the  benign  growths,  especially  the  myomata, 
are  most  frequent  in  the  fundus  or  lateral  walls. 

Moore  lays  the  greatest  possible  stress  on  haema- 
turia  and  pain  as  the  symptoms  to  arouse  suspicion 
of  bladder  tumor;  next  in  order  being  frequency, 
with  pain  before  or  after  urination,  with  bearing- 
down  pain  which  may  be  referred  to  the  lumbar 
region,  down  the  thighs,  or  to  the  glans  penis. 
Occasionally  a  tumor  is  found  high  on  the  bladder 
wall;  in  which  case  the  above  mentioned  symptoms 
are  not  so  well  marked  and  the  tumor  may  appear 
as  any  other  abdominal  or  pelvic  growth.  Con- 
stitutional symptoms  depend  in  a  large  measure 
upon  the  amount  of  bleeding — occasionally  true 
cancer  cachexia  is  encountered.  Moore  advises 
cystoscopic  examination  with  removal  of  a  piece 
of  the  growth  for  microscopical  examination,  also 
routine  bimanual  examination  by  rectum  or  vagina. 
His  prognosis  is  always  guarded  in  malignant  con- 
ditions; in  the  non-malignant  it  depends  upon  the 
size,  location,  and  amount  of  tissues  it  is  necessary 
to  sacrifice  in  their  removal. 

He  considers  the  treatment  of  vesical  tumors  to 
be  surgical;  he  also  favors  the  fulguration  method  of 
Beer.  His  method  of  operation  depends  upon  the 
general  condition  of  the  patient,  the  size,  nature, 
and  location  of  the  tumor.  The  extraperitoneal 
operation  is  done  in  tumors  high  on  the  bladder 
wall.  If  the  tumor  is  situated  low  on  the  lateral 
walls  or  about  the  base,  he  uses  the  transperitoneal 
operation  if  greater  exposure  is  necessary  than  is 
permitted  by  the  extraperitoneal  method. 

His  conclusions  are: 

I.  The  great  majority  of  bladder  tumors  are 
either  primarily  malignant  or  undergo  early  malig- 
nant degeneration. 
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2.  Hacmaturia  and  pain  arc  the  most  constant 
symptoms  of  bladder  tumors. 

3.  Early  surgical  intervention  is  imperative. 

4.  In  fulguration  we  have  a  method  of  treat- 
ment which  in  some  cases  offers  possibilities  not 
obtained  by  other  surgical  methods. 

Squier,  J.  B. :  The  Early  Diagnosis  of  Cancer  of  the 
Bladder.     Am.  J.  Surg.,  1915,  xxix,  248. 

Squier  emphasizes  the  primary  occurrence  of  pain- 
less hacmaturia.  Cancer  of  the  bladder  comprises 
about  one-half  of  the  tumors  of  the  bladder.  Cysto- 
scopic  examination  of  the  bladder  has  brought 
diagnosis  within  precise  limits.  The  entire  tumor 
should  be  submitted  to  histological  examination, 
search  being  made  for  atypical  epithelial  nests. 
Philipowicz  diagnoses  tumors  where  urethral  stric- 
ture precludes  cystoscopy  by  distending  with  coUar- 
gol  solution,  the  latter  adhering  to  the  tumor  whose 
contour  shows  on  the  skiagram.  Occasionally 
tuberculous  masses  present  a  likeness  to  neoplasms. 
Simple  ulcers  are  likewise  confusing.  Some  of 
these  are  shallow,  others  deep  and  perforating. 
The  former  respond  to  fulguration,  the  latter  re- 
quire excision.  Bimanual  examination  is  an  aid 
to  cystoscopy  in  determining  the  extent  of  the 
cancer.  L.  L.  Ten  Broeck. 

Beer,  E. :  Early  Recognition  of  Malignant  Disease 
of  the  Bladder  and  of  the  Prostate;  Operative 
Therapy.     Am.  J.  Surg.,  1915,  xxix,  247. 

Beer  emphasizes  the  need  of  cystoscopy  for  the 
early  recognition  of  malignancy  especially  when 
supplemented  with  microscopic  search.  The  re- 
sults of  fulguration  also  are  important;  malignant 
tumors  not  yielding  to  the  same  rectal  examination 
must  not  be  omitted.  Exploratory  incision  is 
sometimes  indicated.  About  20  to  25  per  cent  of 
hypertrophies  are  malignant;  often  of  slow  growth 
and  not  inclined  to  spread.  Irregularities  in 
contour,  hard  nodules,  and  periprostatic  thickening 
are  suspicious  signs.  Urethrescopically  one  rec- 
ognizes the  irregularities  of  adenomata  and  also  a 
peculiar  rigidity  of  this  canal.  Exploratory  in- 
cision may  be  imperative. 

Operative  therapy  of  the  bladder  consists  in 
radical  excision  with  the  cautery.  Palliative  treat- 
ment consists  in  nephrostomy;  ureterostomy; 
cystostomy;  or  radium  treatment. 

Operative  treatment  of  the  prostate  consists  in 
radical  total  excision  through  the  perineum  or 
total  excision  by  the  abdominoperineal  route. 

Palliative  treatment  consists  in  removal  of  the 
gland  without  disturbing  the  capsule;  suprapubic 
cystostomy;  and  X-ray  and  radium  treatment. 

L.  L.  Ten  Broeck. 

Pedersen,  V.  C:  Cancer  of  the  Bladder  and  Kid- 
neys.    N.  Y.  M.  J.,  igis,  cii,  33. 

The  author  discusses  malignancy  of  the  bladder. 
The  pathology  of  the  glandular  neoplasms  varies 
greatly.     The  most  common  growth  is  the  papillo- 


ma. It  may  be  cither  pedunculated  or  sessile, 
single  or  multiple,  benign  or  malignant,  primary  or 
secondary.  The  sessile  type  is  more  apt  to  under- 
go cancerous  degeneration,  A  benign  papilloma 
frequently  undergoes  transition  into  malignancy. 

Upon  inspection,  at  least  two  of  the  following 
four  points  are  needed  for  diagnosis  of  malignancy: 
(i)  hardness  and  inelasticity;  (2)  a  high  degree  of  in- 
flammation and  irritation  of  the  bladder;  (3)  multi- 
plication of  neoplasms;  (4)  ulceration,  which  is  a 
later  development. 

Among  other  epithelial  neoplasms  of  the  bladder 
may  be  mentioned  ulcerating  carcinoma  and  epithe- 
lioma, which  are  frequently  met,  and  adenoma  and 
myxomafibroma,  which  are  rare.  Epithelioma 
originates  not  as  a  papilloma  but  as  an  epithelial 
manifestation  rapidly  infiltrating  the  surrounding 
tissues.  Central  ulceration  follows,  due  to  faulty 
blood  supply.  Later,  fungoid  and  papilloid  offsets, 
resembling  degeneration  from  a  papilloma,  may 
develop.  Adenoma  and  myxomafibroma  are  usually 
not  suspected  until  cancerous  degneration  is  ad- 
vanced. 

The  foregoing  tumors  are  glandular  in  t)rpe,  while 
sarcoma  is  of  the  connective  tissue.  It  is  infiltrating 
or  non-infiltrating,  each  type  being  fairly  regular  in 
outline.  It  is  typical  of  early  life,  while  carcinoma  is 
typical  of  middle  and  old  age.  The  most  common 
location  for  all  tumors  is  in  the  trigone  and  around 
the  ureteral  orifices.  It  is  here  that  a  greater 
supply  of  lymphatics  is  found.  There  is  closer 
contiguity  to  adjacent  organs,  such  as  the  uterus 
in  the  female,  prostate  in  the  male,  and  the  rectum 
in  both  sexes,  for  secondary  malignancy  is  not 
infrequent.  The  base  is  also  nearer  to  where 
foetal  remnants  persist. 

The  symptomatology  in  children  is  indefinite, 
resting  upon  the  effects  of  the  growth  itself.  In 
extravesical  growths  there  is  pressure  and  obstruc- 
tion from  without,  followed  later  by  bladder  irrita- 
tion, while  intravesical  growths  are  characterized  by 
irritation  first.  In  both  adults  and  children, 
bladder  hypertrophy  and  cystitis  produce  painful 
dysuria  and  pollakyuria.  Silent  haematuria  is  an 
early  symptom,  as  also  is  the  presence  of  pus  in  the 
urine.  These  two  should  be  traced  to  their  sources. 
In  early  cases  these  symptoms  are  not  constant, 
but  when  they  are  firmly  established  it  is  too  late  for 
early  treatment 

Bimanual  examination  per  rectum  or  vagina  will, 
in  adults,  reveal  the  source  if  the  tumor  is  secondary. 
In  children  an  infiltrating  mass  may  be  found  in  the 
bladder  wall.  Cystoscopy  should  be  done  by  an 
experienced  man,  and  done  w-hen  the  early  symptoms 
first  appear.  Not  only  should  the  bladder  be  ex- 
amined, but  the  kidneys  should  be  catheterized 
also,  for  obstruction  very  easily  causes  infection 
of  the  pelves.  The  urethra  should  be  minutely  in- 
spected. The  X-ray  is  of  service  only  when  the 
tumor  is  well  advanced. 

Diagnosis  by  cutting  away  parts  of  a  tumor  for 
microscopic  examination,  before  radical  removal,  is 
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condemned.  Secondary  deposits  follow  readily. 
Clinical  diagnosis  is  more  important  and  accurate, 
depending  upon  the  four  points  as  previously  stated. 
The  pathologist's  report  is  often  misleading,  for 
various  sections  of  the  same  neoplasm  show  different 
pictures.  C.  D.  Pickrkll. 

Morton,  H.  H.:  Cancer  of  the  Bladder.  Med. 
Times,  1915,  xliii,  226. 

In  a  brief  but  explicit  paper,  the  surgery  of  bladder 
cancer  is  discussed.  At  the  present  time  it  is  in  a 
chaotic  condition,  and  will  have  to  be  systematized 
before  definite  progress  can  be  made.  Twisting 
tumors  off  by  forceps,  or  curetting  them  through  a 
suprapubic  opening  is  condemned,  as  urosepsis  and 
recurrence  speedily  follow.  Cutting  through  the 
pedical  or  mucous  membrane,  and  at  a  later  date, 
cauterizing  the  base  of  the  tumor  with  an  electro- 
cautery improved  the  technique. 

As  recurrence  follows  these  operations,  Cathelin 
stated  that  the  bladder  should  be  opened  when  the 
following  conditions  exist:  (i)  when  neoplasms 
involve  the  summit  or  front,  (2)  when  neoplasms 
clog  the  neck  of  the  bladder,  causing  retention,  and 
(3)  when  there  is  excessive  haematuria.  In  terminal 
conditions  a  suprapubic  cystotomy  or  double 
nephrostomy  may  be  done  for  relief. 

Fulguration  by  the  Oudin  current  is  the  ideal 
treatment  for  non-malignant  tumors,  but  is  useless 
in  carcinoma  except  in  checking  haemorrhage  and 
retarding  growth.  Radium  is  uncertain.  More 
radical  operations  have  been  done  in  later  years 
with  better  results.  If  the  tumor  is  situated  upon 
the  anterior  wall  or  in  the  vertex,  it  is  removed  with 
the  entire  thickness  of  the  bladder  wall  and  within 
a  wide  area.  If  within  the  trigone,  ureteral  trans- 
plantation is  necessary.  Early  diagnosis,  before 
extensive  involvement,  is  emphasized.  Every  case 
of  haematuria  should  be  cystoscoped  immediately. 

C.  D.  PiCKRELI,. 

Roth,  L.  J.:  Cystalgia;  Urethralgia;  Syndrome 
Vesical  and  Urethral  Neuralgia.  Surg.,  Gynec. 
b'Obst.,  1915,  xxi,  91. 

This  syndrome  has  not  been  definitely  described 
in  many  of  its  phases.  To  simplify,  it  is  divided  into 
three  primary  classes:  lesions  of  the  nervous  system, 
of  the  urinary  tract,  and  of  adjacent  structures. 
The  final  consideration  is  devoted  to  pelvic  and 
contiguous  lesions. 

Idiopathic  conditions  are  considered  as  improb- 
able. Among  those  which  influence  the  bladder 
and  urethra  are:  pelvic  tumors  and  masses,  ad- 
hesions, inflammations,  and  post-operative  nerve 
inclusions,  anteflexed  and  pregnant  uterus  and 
adhesions  of  the  cervix,  rectal  lesions  and  distention. 

Of  major  importance  among  conditions  causing 
bladder  spasm  are  senile  muscular  atrophy,  sclero- 
sis, and  atresia  of  the  female  urethra  and  vagina, 
accompanied  by  atrophy  of  the  mucosa. 

The  symptoms  consist  of  vesical  and  urethral 
spasm  with  dysuria.     This  is  of  day  or  night  type. 


or  both,  and  varies  from  moderate  frequency  and 
pain,  to  practically  continuous  urination  with 
intense  suffering;  or  on  the  other  hand,  to  small 
retentions,  the  bladder  being  painful  when  con- 
taining urine,  and  relieved  when  empty. 

Cystoscopy  and  urethroscopy  are  usually  nega- 
tive.    The  urine  remains  nearly  normal. 

The  condition  is  most  probably  a  neurosis  of 
reflex  origin  dependent  upon  intricate  pelvic  inner- 
vation.    The  bladder  itself  is  but  rarely  respkonsible. 

GENITAL  ORGANS 

Coley,  W.  B.:    Cancer  of  the  Testis.     Ann.  Surg. 
Phila.,  1915,  Ixii,  40. 

The  .author  reviews  the  literature  and  quotes  a 
number  of  well-known  authorities  on  the  subject. 

Blank's  collection  in  1906  showed  only  19  cases 
of  malignant  tumor  of  the  testicle. 

Bulkley  collected  59  cases  of  sarcoma  of  the 
abdominal  variety  of  ectopia  and  quotes  Eccle's 
analysis  of  60,000  male  admissions  to  the  London 
Hospital,  showing  38  cases  of  sarcoma  of  the  testis, 
of  which  one  occurred  in  the  undescended  testicle. 

In  110,000  male  patients  admitted  to  the  London 
hospitals  during  a  period  of  twenty  years,  Howard 
found  65  cases  of  malignant  disease  of  the  testis,  9 
of  which  occurred  in  the  ectopic  testicle  all  of  the 
inguinal  variety,  and  none  of  the  abdominal. 
Bulkley's  record  of  12,729  male  admissions  to  the 
Presbyterian  Hospital,  New  York,  gives  13  ex- 
amples of  malignant  tumor  of  the  testis,  of  which 
1 1  were  situated  in  the  scrotum  and  2  in  the  abdomen. 
Combining  these  statistics  shows  that  of  182,729  ad- 
missions to  general  hospitals,  there  were  116  cases 
of  sarcoma  of  the  testicle,  12  of  which  occurred  in 
the  undescended  testicle,  only  3  of  these  occurring 
in  the  intra-abdominal  testicle. 

At  the  Hospital  for  Ruptured  and  Crippled 
Children,  from  1890  to  1907,  in  59,235  cases  of 
inguinal  hernia  in  the  male  sex  there  were  found  737 
cases  of  sarcoma  of  the  undescended  testis. 

As  to  the  influence  of  trauma  upon  the  develop- 
ment of  sarcoma  of  the  undescended  testicle, 
Bulkley  states  that  only  two  cases  of  the  abdominal 
type  gave  a  history  of  direct  trauma. 

In  42  cases  the  disease  occurred  between  the 
ages  of  25  and  45  years,  and  of  114  cases  of  scrotal 
sarcoma  of  the  testis  as  shown  by  Kober  the  disease 
occurred  between  the  ages  of  20  and  50  years. 

Bulkley's  59  collected  cases  were  classified  as 
follows:  20  were  classed  as  sarcoma,  10  as  round- 
celled  sarcoma,  6  as  large  round-celled  sarcoma,  i 
as  spindle-celled  sarcoma,  i  as  mixed  sarcoma,  i 
as  myosarcoma,  i  as  cystic  sarcoma,  2  as  teratoma, 
2  as  epithelioma,  2  as  chorio-epithelioma,  7  as 
carcinoma,  i  as  rhabdomyoma,  and  5  as  cancer. 

As  to  the  clinical  diagnosis  of  cancer  of  the  un- 
descended testis,  acute  abdominal  pain  is  often  the 
earliest  symptom,  dragging  pain  in  or  over  the  iliac 
fossae  and  objective  signs  of  an  acute  abdominal 
lesion  and  a  tumor  in  the  lower  iliac  fossa. 
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Before  the  disease  has  advanced  sufiicicnUy  to 
form  a  palpable  mass  it  may  be  very  diflicult  to 
make  a  diagnosis,  as  the  condition  cannot  be  dif- 
ferentiated from  that  of  renal  colic,  appendicitis, 
or  caecal  tumors.  If  the  testis  cannot  be  found 
either  in  the  scrotum  or  inguinal  canal,  and  a  tender 
mass  is  felt  in  the  lower  iliac  fossa,  giving  rise  to 
symptoms,  the  chances  are  very  strong  that  one  is 
dealing  with  a  malignant  ectopic  testicle.  The 
prognosis  is  exceedingly  grave. 

Bulkley's  opinion  is  that  if  the  individual  has  one 
testicle  in  the  scrotum,  the  abdominal  testis  should, 
after  puberty,  be  removed.  As  to  duration  of 
life,  the  author  quotes  Chevassu's  statistics: 

Unknown 15  cases 

1 5  days  to  i  year 38  cases 

1  to  2  years 17  cases 

2  to  3  years 9  cases 

3  to  4  years 2  cases 

From  his  own  and  other  cases  the  author  concludes 

that  cancers  of  the  testis  treated  by  simple  or- 
chidectomy,  followed  by  a  thorough  course  of 
treatment  with  the  mixed  toxins  of  erisipelas  and 
bacillus  prodigiosus,  have  a  far  better  prognosis 
than  those  subjected  to  very  extensive  laparotomy 
with  removal  of  the  lumbar  glands,  as  advocated 
by  Chevassu  and  Hinman.    Theodore  Drozdowitz. 

Koll,  I.  S.:  Infections  of  the  Epididymi,  with  Their 
Surgical  Treatment.  Illinois  M.  J.,  1915,  xxviii, 
II. 

The  point  of  most  importance  that  the  author 
wishes  to  bring  out  in  his  consideration  of  this  sub- 
ject is  the  diflficulty  with  which  certain  forms  of 
chronic  epididymitis  due  to  either  the  staphylococ- 
cus, streptococcus,  or  colon  bacillus  are  differentia- 
ted from  tuberculous  infections.  The  clinical  mani- 
festations may  be  so  similar  that  a  final  conclusion 
can  be  reached  only  after  a  careful  histological  ex- 
amination of  the  removed  epididymis.  The  after- 
care of  the  patient  must  therefore  depend  upon  the 
pathologist's  diagnosis.  Tuberculin  treatment  in 
the  hands  of  competent  men  has  given  some  excel- 
lent results  in  generalized  genital  tuberculosis. 

Lower,  W.  E. :  Cysts  of  the  Prostate.  Ohio  St.  M.  J., 
1915,  xi,  430. 

Lower  states  that  cysts  of  the  prostate  either  are 
extremely  rare,  or  they  are  not  readily  recognized, 
if  we  are  to  judge  from  the  comparatively  small 
number  of  cases  reported  in  the  literature. 

The  author's  case  was  a  man  51  years  old  who 
complained  of  difficult  urination,  dating  his  trouble 
to  a  period  eight  years  before,  when  after  an  opera- 
tion for  mastoiditis,  he  had  some  slight  trouble  with 
his  bladder  at  which  time  his  bladder  was  irrigated. 
For  the  preceding  year  the  flow  of  urine  had  been 
obstructed,  the  difficulty  of  urination  having  increas- 
ed steadily,  becoming  very  much  worse  during  the 
last  six  months.  He  was  unable  to  empty  his 
bladder  completely,  had  a  frequent  desire  to  void, 
and  had  slight  dysuria. 


A  cystoscope  was  easily  introduced  into  the 
bladder;  the  capacity  was  found  to  be  300  ccm.; 
residual  5  oz.  of  clear  urine.  What  appeared  to 
be  the  median  lobe  of  the  prostate  was  considerably 
enlarged;  there  was  some  trabeculation  of  the 
bladder.  Hypertrophy  of  the  middle  lobe  of  the 
prostate  was  the  diagnosis,  and  prostatectomy 
was  recommended. 

Under  complete  anoci-association  suprapubic 
cystotomy  was  done  and  upon  exposure  of  the 
prostate  a  tumor  mass  the  size  of  the  end  of  the 
thumb  was  disclosed  protruding  from  the  prostatic 
portion  of  the  urethra.  It  was  covered  with  mucous 
membrane,  and  the  blood-vessels  radiating  over 
made  it  appear  not  unlike  the  prostatic  growths  so 
frequently  seen.  Upon  attempting  to  remove  it  it 
suddenly  ruptured  and  viscid  fluid  escaped.  By 
gentle  manipulation  the  sac  was  removed.  It  was 
distinctly  the  wall  of  a  cyst.  The  bleeding  was 
slight.  The  usual  technique  of  prostatectomy  was 
employed.  The  patient  is  making  an  excellent 
recovery  and  has  had  no  trouble  since. 

In  1907,  Cabot  classified  prostatic  cysts  as 
follows:  (i)  echinococcus;  (2)  retention  cysts  due 
to  distention  of  occluded  prostatic  glands;  (3)  cystic 
dilatation  of  the  utricle;  and  (4)  cysts  or  cystic 
cavities  in  connection  with  cancer  of  the  prostate. 
Lower  also  reviews  abscess  cysts,  calculous  cysts, 
proligerous  cysts,  and  others. 

Poor  general  hygienic  conditions,  fatigue,  and  poor 
health  have  been  considered  etiological  factors  in 
prostatic  cyst  formation.  The  most  commonly 
noted  symptoms  of  the  condition  are:  difficulty  of 
urination,  frequency,  difficult  defecation,  and  re- 
tention. The  diagnosis  is  not  always  easy;  cystos- 
copic  pictures  furnish  the  most  evidence  in  typical 
cases.  The  treatment  consists  in  opening  the  cyst 
through  an  operating  cystoscope,  or  if  very  large, 
excision,  as  in  the  case  mentioned  above. 

H.  W.  E.  Walther. 

Judd,  E.  S.:    Surgical  Pathology  of  the  Prostate. 

J. -Lancet,  1915,  xxxv,  380. 

Judd  briefly  reviews  the  anatomy  and  surgical 
pathology  of  the  prostate  gland  and  follows  with 
a  discussion  of  the  technique  employed  at  the  Mayo 
clinic  in  the  operative  treatment  of  the  obstructing 
prostate.  The  development  of  the  prostate  gland 
from  five  independent  groups  of  tubules,  constitut- 
ing the  five  lobes  of  the  gland,  is  described  and  illus- 
trated with  drawings  from  Lowsley's  work.  Judd 
states  that  the  subtrigonal  and  subcervical  glands 
of  Albarran  are  rarely  seen  and  have  not  been  of 
great  clinical  importance  in  his  experience.  He 
limits  his  discussion  of  the  surgical  pathology  of  the 
prostate  to  three  conditions:  (i)  adenomatous 
hypertrophy,  (2)  carcinoma,  and  (3)  malignant 
degeneration. 

Adenomatous  hypertrophy  is  reported  as  occur- 
ring in  34  per  cent  of  men  who  reach  60  years  of 
age,  though  it  is  symptomless  in  15  per  cent  of 
cases.     The  degree  of  development  of  the  adeno- 
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mata  varies  markedly  and  the  obstructive  symptoms 
produced  do  not  vary  directly  in  proportion  to  the 
size  of  the  adenomatous  growth.  This  form  of 
hypertrophy  involves  chiefly  the  median  lobe,  but 
the  lateral  lobes  are  also  involved.  Hypertrophy 
of  the  posterior  lobe  is  seldom,  if  ever,  seen,  while 
carcinoma  probably  always  begins  in  the  posterior 
lobe.  Cancer  of  the  prostate,  if  it  exists  alone,  may 
cause  few  or  no  urinary  symptoms  until  late,  since 
the  process  is  infiltrative,  extending  beneath  the 
trigone  along  the  seminal  vesicles,  and  does  not  in 
the  early  stage  project  into  the  urethra  or  bladder. 
In  about  50  per  cent  of  cases  carcinoma  and  hyper- 
trophy are  associated.  The  obstructive  symptoms 
are  then  due  to  enlargement  of  the  median  and 
lateral  lobes.  When  benign  hypertrophy  and 
cancer  exist  together,  the  cancer  is  usually  con- 
fined behind  the  capsule  which  separates  the  lateral 
and  posterior  lobes,  although  as  the  malignant 
process  extends  it  breaks  through  the  capsule  into 
the  benign  hypertrophy. 

In  studying  700  specimens  of  prostate,  Wilson 
and  McGrath  found  many  areas  indicative  of 
change  of  the  hypertrophied  process  to  malignancy, 
although  in  no  instance  was  there  a  positive  case 
showing  that  benign  hypertrophy  had  become 
malignant.  Cancer  of  the  prostate  is  probably 
much  more  common  than  is  generally  believed,  be- 
cause it  is  infiltrative,  and  not  ulcerative,  in  charac- 
ter. Many  of  these  patients  die  of  metastatic 
carcinoma  without  the  location  of  the  primary 
focus  being  discovered. 

The  first  and  most  important  part  of  the  treat- 
ment consists  in  overcoming  as  much  as  possible  the 
secondary  changes  produced  by  the  deformed  gland. 
These  changes  result  from  the  interference  with 
complete  emptying  of  the  bladder.  The  knowledge 
gained  by  the  more  recent  investigations  regarding 
the  part  of  the  gland  most  often  affected,  and  its  rela- 
tion to  the  bladder  and  sphincter  muscle,  has 
caused  most  men  to  decide  in  favor  of  the  suprapubic 
or  transvesical  operation.  The  most  serious  ob- 
jection to  this  route  is  the  danger  of  infection  of  the 
cellular  tissue  of  the  space  of  Retzius.  An  attempt 
has  been  made  to  develop  a  technique  which  mini- 
mizes the  danger  of  this  infection.  The  bladder  is 
cleansed,  the  catheter  is  left  in  place,  and  the 
bladder  opened  dry.  The  adenoma  is  enucleated 
in  the  usual  way  and  the  cavity  packed  with  gauze. 
The  bladder  is  then  retracted  with  three  Walker 


retractors,  the  end  of  the  catheter  is  drawn  out  of 
the  suprapubic  wound,  caught  with  a  clamp,  and 
held  to  one  side.  The  gauze  is  removed  from  the 
prostatic  capsule,  and  the  bladder  edges  of  the  cap- 
sule are  sutured  with  firm  plain  catgut.  No  attempt 
is  made  to  catch  the  torn-ofi  end  of  the  urethra,  but 
the  needle  is  passed  as  deeply  as  possible  into  the 
prostatic  tissue.  This  suture  serves  in  many  cases 
to  check  the  oozing.  The  clamped  end  of  the 
catheter  is  left  out  of  the  suprapubic  opening  in  the 
bladder  and  the  bladder  closed  tightly  around  it. 
A  good  sized  hole  is  cut  in  the  side  of  the  catheter 
near  its  entrance  into  the  urethra.  As  soon  as  the 
urine  is  free  from  blood  the  catheter  is  drawn  into  the 
bladder  and  left  for  several  days.      H.  A.  Fowler. 

MISCELLANEOUS 

Crockett,  F.  S.:    Source  of  Blood  in  the  Urine. 

Indianapolis  M.  J.,  1915,  xviii,  240. 

The  determination  of  the  source  of  blood  in  the 
urine  is  often  a  very  difficult  problem.  The  follow- 
ing are  possible  causes: 

1.  Kidney  and  ureter:  wounds,  injuries  to  loin, 
stone,  pyelitis,  acute  nephritis,  haemorrhagic  nephri- 
tis, chronic  nephritis,  tumors,  tuberculosis. 

2.  Bladder:  wounds,  injuries  to  pelvis,  stone  or 
foreign  body,  due  to  stricture  or  enlarged  prostate, 
cystitis,  tuberculosis,  new-growths,  bilharzia. 

3.  Prostatic  urethra:  stone,  posterior  urethritis, 
tumors,  tuberculosis. 

4.  Anterior  urethra:  rupture,  urethrotomy, 
fracture  of  pubis,  anterior  urethritis.  Certain 
diseases  are  responsible  for  general  changes  resulting 
in  bloody  urine:  smallpox,  typhoid  fever,  purpura, 
yellow  fever,  plague,  phosphorus  poisoning,  haemo- 
philia, leukaemia,  and  malaria.        Frank  Hestman. 

Rosenbloom,  J. :  A  Further  Study  of  the  Chemical 
Composition  of  Urinary  Calculi.    /.  Am.  M. 

Ass.,  1915,  Ixv,  i6i. 

The  author  has  analyzed  a  series  of  26  renal 
stones,  with  findings  similar  to  those  of  his  first 
series  of  25  calculi.  In  the  present  series,  but 
two  stones  were  of  the  uric  acid  variety,  the  others 
being  composed  largely  of  calcium  salts,  the  oxalate 
predominating. 

He  emphasizes  the  importance  of  a  correct  con- 
ception of  the  constituents  of  calculi  as  a  means  of 
adopting  a  rational  therapeusis.    S.  W.  Moorhead. 


SURGERY   OF  THE   EYE  AND   EAR 


EYE 

Macleish,  A.  C:  Keratitis  Caused  by  Infection 
witli  Bacillus  Coli.     Arch.  Ophlh.,  1915,  xliv,  403 

Macleish  reports  a  series  of  five  cases  of  vesicular 
keratitis  caused  by  infection  with  bacillus  coli.  In 
each  case  a  chronic  cystitis  accompanied  the  eye 
trouble  and  a  pure  culture  of  bacillus  coli  was  ob- 
tained from  the  urine  of  each  patient.  In  ad- 
dition one  patient  showed  a  pure  culture  of  bacillus 
coli  from  the  aspirated  contents  of  the  anterior 
chamber. 

The  cornea  in  these  cases  appears  diffusely  clouded. 
Focal  illumination  shows  the  surface  of  the  cornea 
covered  with  minute  vesicles.  There  are  also  some 
small  blebs  in  the  corneal  epithelium  and  depres- 
sions where  they  have  ruptured.  The  patient  com- 
plains of  pain  only  when  blebs  are  present. 

The  treatment  consists  in  the  use  of  urinary 
antiseptics  combined  with  the  administration  of 
an  autogenous  vaccine  made  from  a  culture  of 
germs  found  in  the  patient's  urine.  The  patient 
in  addition  is  put  on  a  buttermilk  diet.  Atropine 
is  used  locally  in  the  eyes  with  the  occasional  use  of 
holocaine  to  control  the  irritation.  The  author 
advises  that  in  all  cases  of  affections  of  the  eye  of 
obscure  origin,  the  excreta  and  particularly  the 
urine  of  the  patient  be  examined  for  bacteria. 

J.  A.  Winter. 

Bistis,  J. :  Clinical  and  Experimental  Investigations 
on  the  Etiology  of  Heterochromia.  Arch. 
Ophth.,  1915,  xliv,  433. 

Heterochromia  is  either  congenital  or  acquired. 
In  the  former  case  in  one  eye  the  development  of 
pigment  in  the  stroma  ceases  in  the  first  years  of 
life.  In  the  latter  case  the  iris  becomes  decolorized 
without  visible  cause  after  the  pigmentation  in  the 
stroma  has  become  fully  developed.  Cataract 
formation  and  posterior  corneal  deposits  are  often 
found  in  the  heterochromic  eye,  indicating  the 
presence  of  a  pathologic  process. 

Recent  investigation  has  shown  that  lighter- 
colored  eyes  have  symptoms  of  sympathetic  paraly- 
sis, such  as  ptosis,  miosis,  and  half-sided  facial 
atrophy  on  the  same  side. 

The  author  suggested  that  heterochromia  could 
be  a  consequence  of  paralysis  of  the  sympathetic 
nerve  and  made  this  the  basis  of  animal  experi- 
mentation. The  right  superior  cervical  ganglion 
in  the  rabbit  was  extirpated  in  a  series  of  cases  and 
the  subsequent  condition  of  the  right  eye  noted.  In 
a  typical  case  there  was  miosis,  narrowing  of  the 
palpebral  opening,  and  slight  exophthalmos;  the 
intra-ocular  tension  was  unchanged;  the  right  iris 


was  distinctly  paler  than  the  left;  cocaine  instilled 
into  the  right  eye  caused  no  dilatation  of  the  pupil. 
The  histological  change,  in  brief,  consisted  in  a 
distinct  diminution  of  the  pigmentation  in  the  iris 
stroma  and  new  formation  of  fibrillary  connective 
tissue  in  the  stroma.  There  was  also  thickening 
of  the  blood-vessel  walls,  and  the  whole  pathologic 
process  was  distinctly  inflammatory  in  nature. 
The  author  concludes  by  stating  that  the  clinical 
and  experimental  observations  justify  the  conclusion 
that  heterochromia  is  caused  by  a  paralysis  of  the 
cervical  sympathetic.  J.  A.  Winter. 

EAR 

McKenzie,  D. :  Epithelioma  of  Auricle  Treated  by 
Diathermy.  Proc.  Roy.  Soc.  Med.,  1915,  vill, 
Otol.  Sect.,  65. 

The  growth,  which  caused  severe  pain,  involved 
a  large  surface  of  the  auricle  and  had  led  to  de- 
struction of  about  one-third  of  the  pinna.  It  had 
also  extended  to  the  mastoid  region. 

Under  chloroform  the  growth  was  treated  by 
diathermy.  The  result  has  so  far  proved  satisfac- 
tory. The  diseased  tissue  was  apparently  all  re- 
moved and  the  ulcer  which  had  formed  is  rapidly 
contracting  and  healing.  The  patient  has  had 
no  pain  since  the  operation.  Otto  M.  Rott. 

Patterson,  N.:  Operation  for  Epithelioma  of  the 
Auricle  with  Secondary  Involvement  of  Glands. 

Proc.  Roy.  Soc.  Med.,  1915,  viii,  Otol.  Sect.,  64. 

The  patient  had  a  small  growth  on  the  pinna 
with  well-marked  enlargement  of  the  cervical  glands, 
and  there  was  a  large  hard  mass  over  the  upper 
part  of  the  jugular  vein,  underneath  the  sterno- 
mastoid. 

The  operation  consisted  in  removal  of  the  auricle, 
together  with  a  very  free  dissection  of  the  neck. 
The  internal  jugular  and  also  portions  of  the  sterno- 
mastoid  muscle  and  parotid  gland  were  removed. 
The  glands,  fascia,  etc.,  were  taken  away  in  one 
mass.  In  order  to  avoid  trouble  with  the  internal 
jugular  in  the  upper  part  of  its  course,  the  lateral 
sinus  was  exposed  early  in  the  operation  and  a  tam- 
pon of  gauze  placed  between  it  and  the  skull  wall. 
There  has  been  no  recurrence,  now  three  years 
since  the  operation.  Otto  M.  Rott. 

Mollison,  W.  M.:  Case  of  So-called  Primary  Acute 
Mastoiditis.  Proc.  Roy.  Soc.  Med.,  1915.  viii, 
Otol.  Sect.,  62. 

The  patient,  aged  4,  had  for  four  days  had  a 
swelling  over   the   right   mastoid.     The   right   ear 
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had  ached  ten  days  before,  but  there  had  been  no 
discharge.  The  right  auricle  was  displaced  down- 
ward and  forward,  and  over  the  mastoid  process 
there  was  a  red  fluctuating  swelling,  scarcely  tender; 
the  tympanic  membrane  was  normal.  At  opera- 
tion, pus  was  found  in  the  mastoid  process,  and 
sticky  pus  in  the  antrum.  Cultivation  showed  a 
pure  growth  of  pneumococcus.         Otto  M.  Rott. 

Hetrick,   L.   E.:    Atypical  Mastoiditis.    J.  Ophlh., 
Olol.  &" Laryngol.,  1915,  xxi,  505. 

In  order  to  be  able  to  recognize  a  case  of  atypical 
mastoiditis  or  one  in  which  the  usual  classic  symp- 
toms are  wanting,  the  author  advises  that  a  watch 
be  kept  for  any  of  the  following  symptoms: 

1.  A  discharging  ear  lasting  over  four  to  six 
weeks. 

2.  A  sudden  diminution  or  cessation  of  the  dis- 
charge. 

3.  Pain  and  tenderness  over  the  mastoid. 

4.  Bulging  of  the  drum  membrane  and  superior 
posterior  wall  of  the  external  canal. 

5.  Tenderness,  thickening,  and  immobility  of 
the  tissues  over  the  mastoid  on  the  afficted  side. 

6.  Post-auricular  swelling. 

7.  Swelling  below  the  ear. 

8.  Sudden  change  in  temperature. 

9.  Facial  paralysis. 

10.  Symptoms  of  labyrinthine  involvement. 

11.  Persistent  headache  on  the  same  side. 

12.  Symptoms  of  intracranial  complications. 

13.  A  healed  drum  membrane  which  continues 
dull,  lusterless,  thickened,  and  bulging. 

Otto  M.  Rott. 

McKenzie,    D.:     A    Note    on    Mastoid    Grafting. 

Proc.  Roy.  Soc.  Med.,  1915,  viii,  Otol.  Sect.,  47. 

McKenzie  practices  immediate  grafting,  and 
retains  the  graft  in  position  by  allowing  the  cavity 
to  fill  with  blood.  The  coagulum  retains  the  graft 
perfectly  in  position,  and  packing  is  therefore  un- 
necessary. Care  must  be  taken  to  make  sure  that 
bleeding  from  the  osseous  surface  under  the  graft 
is  not  taking  place.  The  clot  begins  to  disinte- 
grate four  to  five  days  after  the  operation,  and  when 
that  process  is  completed,  the  graft  will  have  sown 
cells  over  the  surface.  Otto  M.  Rott. 

Wolfe,  C.  T.:  The  After-Treatment  of  the  Mastoid 
Wound.    Louisville  Month.  J.,  1915,  xxii,  10. 

The  author  discusses  the  after-treatment  of  the 
wound   following  simple   mastoid  operation.     His 


procedure  consists  in  first  suturing  the  wound  at 
the  upper  portion  only,  using  sutures  of  silkworm 
gut.  The  sterile  gauze  dressing  is  preferred  to  the 
blood-clot  method  because  of  the  uncertainty  of 
the  latter.  The  gauze  is  inserted  with  considerable 
firmness  to  control  haemorrhage  and  to  promote 
drainage. 

The  primary  dressing  is  changed  on  the  fourth 
or  fifth  day  in  the  following  manner:  After  removing 
the  bandage  and  before  removing  the  gauze  pack- 
ing, the  area  surrounding  the  wound  is  thoroughly 
cleansed  with  sterile  water  and  peroxide.  Then 
the  gauze  is  withdrawn  and  the  wound  gently 
cleansed  with  sterile  cotton  held  by  a  pair  of  dressing 
forceps,  sterile  gauze  is  inserted  and  the  sutures 
removed.  Subsequent  dressings  are  changed  every 
second  day  until  the  wound  is  well  filled  with 
healthy  granulations,  when  gauze  is  supplanted  by 
boric  acid.  If  there  is  a  discharge  of  pus  from  the 
external  canal  a  gauze  strip  is  inserted.  If  healing 
is  delayed  because  of  necrotic  bone,  the  area  should 
be  curetted  or  a  secondary  operation  performed. 

Otto  M.  Rott. 

Turner,  N.,  and  Lake,  R.:  Pyrexia  After  Mastoid 
Operation  for  Acute  Otitis  Media.  Proc.  Roy. 
Soc.  Med.,  1915,  viii,  Otol.  Sect.,  53. 

At  the  time  of  operation  the  patient's  tempera- 
ture was  102°  F.  After  the  operation  the  tempera- 
ture dropped  to  99°,  but  on  the  second  day  rose  to 
103.6°.  The  wound  looked  satisfactory  and  after 
dressing  the  temperature  fell  one  degree,  rising  in 
the  early  afternoon  to  104°  and  falling  again  at 
night  to  101°.  The  next  morning  the  temperature 
again  rose  to  103.2°,  falling  a  degree  and  a  half 
in  the  afternoon  and  rising  to  103°  again  at  night. 
After  that  the  temperature  gradually  and  steadily 
fell  to  normal. 

The  authors  were  quite  convinced  that  they  had 
to  deal  with  a  case  of  threatening  meningitis;  but 
the  patient  recovered  in  spite  of  their  non-inter- 
ference. Otto  M.  Rott. 

Kelson,  W.  H. :  Operation  for  Meniere's  Symptoms. 

Proc.  Roy.  Soc.  Med.,  19x5,  viii,  Otol.  Sect.,  56. 

The  patient  was  unable  to  work  because  of 
giddiness  of  aural  origin.  Over  a  year  ago  the 
operation  of  uncapping  the  external  semicircular 
canal  on  the  right  (deaf)  side  was  performed,  since 
which  time  the  giddiness  has  disappeared  and  the 
patient  is  able  to  be  at  work  and  is  feeling  perfectly 
well.  Otto  M.  Rott. 


SURGERY   OF    THE   NOSE,   THROAT,   AND  MOUTH 


NOSE 

Fetterolf,  G.:  Hsemorrhage  from  the  Nose  and 
Throat.     Penn.  M.  J.,  1915,  xviii,  793. 

The  author  discusses  (i)  nose-bleed,  (2)  haemor- 
rhage following  tonsillectomy,  and  (3)  non-traumatic 
haemorrhage  originating  in  the  throat. 

1.  In  epistaxis,  all  packing  and  clots  should  be 
removed,  and  the  pharynx  inspected  to  determine  the 
amount  drot)ping  from  the  nasopharynx.  The  ante- 
rior portion  of  the  septum  should  then  be  inspected; 
if  no  bleeding  point  is  found  there  the  anterior  por- 
tion of  the  middle  turbinate  should  be  examined. 
Having  found  the  spot,  cauterizing  with  chromic 
acid  or  applying  a  disc  of  cotton  soaked  in  tincture 
of  benzoin  is  usually  effective.  Bellocq's  cannula 
is  rarely  necessary  unless  the  bleeding  is  from  the 
nasopharynx. 

2.  As  a  means  of  preventing  haemorrhage  follow- 
ing tonsillectomy,  the  author  advises  that  the  pa- 
tient be  in  a  hospital  the  night  before  and  the  day 
following  operation;  all  bleeding  should  cease  before 
the  patient  leaves  the  table  and  to  facilitate  this 
the  fossae  should  be  swabbed  with  10  per  cent  silver 
nitrate  solution;  should  this  not  stop  the  bleeding, 
the  bleeding  points  should  be  seized  and  sutured 
and  the  cavity  patched  with  gauze  wrung  out  of  i  o  per 
cent  silver  nitrate  solution  and  sutured  in  place  for 
24  hours.  If  haemorrhage  occurs  after  the  patient  is 
in  bed,  haemostats  should  be  applied  for  five  minutes; 
if  bleeding  again  occurs  they  should  be  replaced; 
and  if  there  is  no  cessation  by  this  time  the  patient 
should  be  re-etherized  and  sutures  inserted. 

3.  In  haemorrhage  from  the  throat  of  non-trau- 
matic origin,  the  author  has  only  seen  four  cases 
in  which  the  bleeding  could  be  seen;  usually  the 
diagnosis  was  made  of  early  tuberculosis  by  ex- 
amining the  chest  with  the  stethoscope.  The  four 
cases  were:  (i)  Ragged  ulcer  of  the  false  cord, 
(2)  bleeding  from  the  tonsil  crypt,  (3)  pedunculated 
subglottic  papilloma,  and  (4)  varix  on  the  upper  sur- 
face of  the  soft  palate.  Otto  M.  Rott. 

Delavan,  D.  B.:  The  Effects  of  Radio- Activity 
upon  Nasopharyngeal  Fibroma.  Med.  Rec, 
1915,  Ixxxvii,  1056. 

The  author  states  that  the  effects  of  radio- 
activity upon  nasopharyngeal  fibromata  are  en- 
couraging and  give  promise  of  future  successes. 
He  describes  the  methods  employed  by  Abbe: 
A  tube  of  celluloid  about  three-sixteenths  of  an 
inch  in  diameter  and  with  one  end  closed  like  the 
end  of  an  ordinary  test-tube,  is  cut  to  the  proper 
length.  In  the  bottom  of  the  section  of  tube  is  put 
the  radium.     Upon  it  is  packed  a  bit  of  cotton  or 


gauze  to  keep  it  in  place  The  end  of  a  handle  made 
of  stout  wire  is  thrust  into  the  tube,  and  the  tube  is 
secured  to  the  handle  by  a  wrapping  of  adhesive 
plaster.  For  the  protection  of  the  normal  parts,  a 
piece  of  thin  sheet  lead,  of  proper  size  and  shape,  is 
adjusted  to  the  outside  of  the  tube  and  retained  in 
place  by  a  sufficient  wrapping  of  India  rubber  gauze, 
the  side  covered  by  the  lead  being  directed  away 
from  the  tumor. 

In  using  this  device  one  of  the  nasal  cavities  of  the 
patient  is  first  locally  anaesthetized  and  the  radium 
carrier,  properly  lubricated,  is  then  passed  backward 
through  it  until  the  radium  is  brought  into  proper 
relation  with  the  growth.  Otto  M.  Rott. 

Roth,  J.  B.:   The  Nasal  Septum.     Northwest  Med., 
1915,  vii,  223. 

After  an  anatomical  introduction,  the  author 
mentions  the  following  types  of  deflections: 

1.  A  thickened  or  deflected  incisor  crest  on  one 
or  both  sides. 

2.  A  vertical  ridge  in  the  quadrilateral  cartilage 
a  short  distance  posterior  to  the  anterior  border. 

3.  A  deflected  anterior  border  into  one  nostril. 

4.  A  general  convexity  of  the  septum  on  one  side. 

5.  The  whole  septum  may  be  thickened  or 
only  the  upper  portion  opposite  the  middle 
turbinate. 

6.  A  vomer  cartilaginous  deflection  where  the 
cartilage  slides  down  out  of  the  V-shaped  groove  of 
the  vomer  into  one  or  the  other  inferior  meatus, 
causing  almost  a  sharp  angle  and  a  convexity  to  the 
opposite  side. 

7.  Crest  deflection  with  tilting  of  the  vomer  car- 
tilaginous joint  into  the  nares  of  the  convexity.  In 
this  form  of  deflection  a  sharp  horizontal  crest  is 
found  on  the  opposite  side  which  has  the  appearance 
of  a  spur. 

8.  Some  authors  speak  of  spurs  without  any  de- 
flection. If  they  are  on  the  cartilage  they  are  called 
ecchondrosis.  If  they  occur  on  the  osseous  portion 
of  the  septum,  they  are  called  exostosis.  They  are 
very  rare. 

The  following  are  mentioned  as  causes  of  de- 
flections: mouth  breathing  from  nasopharyngeal 
obstruction,  irregular  and  delayed  dentition,  and 
imperfect  or  unsymmetrical  development  of  the 
upper  jaw. 

The  symptoms  are  of  a  catarrhal  or  reflex  nature. 

The  treatment  recommended  is  submucous  re- 
section, for  the  proper  performance  of  which  the 
following  points  are  mentioned  as  of  essential  im- 
portance: 

I.  The  field  of  operation  must  be  thoroughly 
anaesthetized. 
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2.  The  initial  incision  must  begin  as  high  up  as 
possible  and  extend  down  to  the  middle  of  the  floor 
of  the  nose. 

3.  The  operator  must  be  absolutely  sure  that  he 
is  under  the  perichondrium  in  beginning  the  eleva- 
tion. 

4.  The  elevation  should  be  made  first  upward 
toward  the  cribriform  plate;  from  which  point  it 
should  be  made  backward  and  downward.  After 
the  upper  part  of  the  membrane  is  elevated  well 
back  it  should  be  continued  forward  and  downward. 
Working  backward  over  a  deflection  usually  results 
in  a  perforation.  Otto  M.  Rott. 

Townsend,  I.:  A  Practical  Method  of  Correcting 
Septal  Deformities.  /.  Ophth.,  Otol.  &•  Laryn- 
gol.,  1915,  xxi,  516. 

The  author's  method  is  applicable  to  those  cases 
in  which  there  is  a  ridge  of  bone  along  the  articula- 
tion of  cartilage  and  the  maxillary  crest,  and  is 
based  upon  the  supposition  that  the  ridge  crowds 
out  of  place  the  more  resilient  cartilage.  The 
technique  is  as  follows: 

1.  A  broad  Hajek  or  bevel-edged  chisel  is  in- 
serted under  the  ridge,  including  the  crest  and  chisel, 
directly  backward  to  the  vomer  along  the  floor  of  the 
nose. 

2.  A  flap  is  peeled  up  over  the  surface  of  the  exos- 
tosis by  means  of  a  periosteal  elevator. 

3.  A  chisel  is  inserted  and  a  wedge  of  bone  pried 
out,  the  adherent  membranes  being  loosened. 

4.  The  cartilage  is  pushed  somewhat  past  the 
medial  line  and  some  strips  of  lintine  applied  to  keep 
it  in  place.  Should  the  deviation  extend  to  the 
vomer  or  ethmoid  plate  the  blade  of  an  Adam's 
forceps  is  inserted  on  the  convex  surface  and  the 
anterior  edge  cracked. 

The  advantages  of  this  technique  are: 

1.  It  is  simple  and  can  be  done  in  ten  minutes. 

2.  There  is  little  chance  of  sloughing  of  the  flap 
and  no  danger  of  perforation. 

3.  It  conserves  to  a  greater  degree  the  integrity 
of  the  mucosa. 

4.  It  leaves  a  healthy  membrane  free  from  non- 
secreting  dry  spots. 

5.  It  is  applicable  in  50  to  60  per  cent  of  the 
cases  of  septal  deformity.  Otto  M.  Rott. 

Berry,  H.  M.:  Radiography  in  the  Diagnosis  of 
Diseases    of    the    Accessory    Nasal    Sinuses. 

Arch.  Rontg.  Ray.,  1915,  xix,  419. 

Berry  gives  an  extended  review  of  the  develop- 
ment of  the  various  examinations,  and  notes  the 
variations  of  opinion  as  to  the  best  relative  positions 
of  patient,  tube,  and  plates. 

He  always  examines  the  patient  seated  upright, 
noting  among  other  reasons,  the  more  favorable 
view  of  a  partially  filled  frontal  sinus;  the  fluid 
assuming  a  level  instead  of  being  evenly  spread  out, 
as  in  the  face-down  position. 

After  describing  in  detail  his  apparatus  for  ex- 
amining the  dry  skull,  and  another  for  the  examina- 


tion of  the  living  subject  upright,  Berry  gives  an 
extended  study  of  findings  in  several  dried  skulls. 

The  illustrations  are  correlated  with  lettered 
diagrams  for  interpretation.  The  article  is  a  worthy 
addition  to  the  technique  of  rontgen  study  of  the 
sinuses,  and  is  of  especial  value  for  reference. 

David  R.  Bowen, 

Thomas,  J.  B. :  Tuberculosis  of  the  Frontal  Sinus. 

/.  Am.  M.  Ass.,  1915,  Ixv,  308. 

A  general  reference  to  tuberculous  sinusitis  in 
general  is  made,  following  which  the  author  briefly 
describes  the  five  cases  of  tuberculosis  of  the  frontal 
sinus  hitherto  published  and  two  cases  of  his  own. 

As  a  result  of  his  study  of  the  subject  the  author 
draws  the  following  conclusions: 

1.  There  are  several  factors  that  tend  to  pro- 
tect the  frontal  sinus  from  tuberculous  infection, 
including  such  common  factors  as  the  cilia,  mucus, 
tears,  and  the  bactericidal  action  of  the  mucous 
membrane,  supplemented  by  the  high  position 
and  natural  drainage  of  the  frontal  sinuses. 

2.  Tuberculous  sinusitis  occurs  much  more  fre- 
quently than  is  recognized. 

3.  The  diagnosis  depends  on  careful  bacteriologic 
examination  of  the  sinus  secretion  in  suspected 
cases,  securing  as  large  a  quantity  of  secretion  as 
possible  and  using  sedimentation.  The  so-called 
antiformin  method  is  a  good  one.  Aminal  inocula- 
tion should  be  resorted  to  if  the  simpler  methods 
fail. 

4.  Tuberculin  is  a  valuable  diagnostic  aid. 

5.  In  more  advanced  forms  of  tuberculous  frontal 
sinusitis,  the  middle  turbinal  and  adjacent  ethmoid 
cells  are  apt  to  be  involved,  and  sections  of  mucous 
membrane  or  fungoid  growth  may  demonstrate 
typical  tubercles  or  giant  cells.  Fungoid  and 
cheesy  degeneration  of  the  lining  of  the  sinus,  even 
in  the  absence  of  demonstrable  tubercle  bacilli, 
has  a  high  diagnostic  value. 

6.  The  symptoms  do  not  differ  from  those  of 
simple  chronic  sinusitis  until  advanced  bone  in- 
volvement or  general  tuberculosis  add  their  factors 
to  the  symptom-complex. 

7.  A  history  of  previous  bone  disease  in  a  tuber- 
culous subject  suffering  from  chronic  sinusitis  should 
lead  to  the  suspicion  of  infection  of  the  bony  walls 
of  the  sinus.  A  negative  Wassermann  reaction 
lends  great  weight  to  the  differential  diagnosis. 

8.  Treatment  should  be  early  and  surgical. 

Otto  M.  Rott. 

Lothrop,  H.  A.:    Frontal  Sinus  Suppuration;  Re- 
sults of  New  Operative  Procedure.    /.  Am.  M. 

Ass.,  1915,  Ixv,  153. 

The  author  reports  seventeen  cases  illustrative 
of  his  method  of  operating  upon  the  frontal  sinus 
in  those  cases  where  preliminary  intranasal  treat- 
ment fails  to  cure,  in  all  cases  of  fistulae,  and  in  all 
cases  in  which  an  external  operation  is  required. 
The  advantages  of  this  operative  procedure  are  that 
all  steps  of  the  operation  are  open  to  inspection,  a 
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minimum  scar  results,  and  maximum  opening  into 
the  nose  persists. 

Rontgenologic  study  should  be  made  both  in  the 
anteroposterior  and  lateral  positions  as  an  aid  to 
diagnosis  and  to  determine  the  anatomic  charac- 
teristics of  the  sinus.  After  placing  a  pledget  of 
cotton  wet  with  epincphrin  (1:2000)  and  4  per  cent 
cocaine  in  each  anterior  ethmoid  region,  the  patient 
is  etherized  and  placed  in  a  position  half  way  between 
sitting  and  supine.  The  pledgets  of  cotton  are 
then  removed,  the  nasal  cavities  tamponed  from  the 
posterior  nares,  and  ether  administered  through 
a  tube  entering  the  mouth.  The  eyebrow  is  not 
shaved.  A  single,  curved  one-inch  incision  limited 
by  the  supra-orbital  notch  is  made  in  the  inner  por- 
tion of  the  eyebrow,  the  periosteum  is  elevated,  the 
sinus  entered  with  the  chisel  and  enlarged  by  ron- 
geur forceps  to  make  an  oval  opening  three-fourths 
inch  long. 

With  a  curved  probe  passed  through  the  ostium 
into  the  nose  as  a  guide,  a  small  curved  curette 
is  passed  down  from  above  in  front  of  the  probe  to 
break  up  the  walls  of  the  cells  on  the  floor  of  the 
sinus,  constantly  avoiding  the  posterior  angle  of  the 
sinus  on  account  of  the  proximity  of  the  anterior, 
end  of  the  cribriform  plate  to  the  ostium  frontal. 
The  dense  bone  is  all  reamed  out  by  the  use  of  rasps 
and  burr  drills  passed  from  above  and  below  cutting 
forward  and  laterally. 

By  perforating  the  interfrontal  septum  the  other 
sinus  may  be  explored  and  by  means  of  the  burr 
the  perpendicular  plate  of  the  ethmoid  is  removed 
and  the  dense  bone  under  the  other  sinus  burred  and 
rasped  away  until  there  remains  only  a  thin  shell  of 
bone  around  the  whole  circumference  of  the  floor 
of  the  sinus  in  front. 

The  skin  incision  is  closed  without  drain,  all 
tampons  removed,  and  a  compress  bandage  applied 
for  a  day  or  two.  Ellen  J.  Patterson. 

Syme,  W.  S.:   The  Treatment  of  Nasal  Accessory 
Sinus  Disease.     Practitioner,  1915,  xciv,  789. 

In  cases  of  acute  suppurative  sinusitis  which 
cannot  be  relieved  in  a  few  days  by  local  treatment 
to  reduce  the  congestion  and  swelling  of  the  mucous 
membrane  around  the  opening  of  the  sinus  into 
the  nose,  the  author  uses  lavage  carefully  carried 
out.  With  a  view  to  prevention  of  recurrence  he 
removes  the  middle  turbinate  in  part  or  wholly, 
if  it  has  not  already  been  removed,  in  all  cases  of 
sinusitis. 

Chronic  sinusitis  must  be  treated  surgically.  In 
ethmoidal  disease  the  cells  should  be  oblated  intra- 
nasally  by  means  of  the  ring  curette  working  from 
behind  downward  and  forward,  with  firm  pressure 
on  the  curette. 

Surgical  measures  must  be  instituted  in  all  cases 
of  maxillary  sinusitis  where  pathological  conditions 
of  the  teeth  and  nose  have  received  attention  and 
repeated  lavage  fails  to  relieve  the  condition.  The 
technique  is  as  follows:  Under  local  anaesthesia, 
after  removal  of  the  anterior  end  of  the  inferior 


turbinate,  the  author  opens  the  antrum  through 
the  canine  fossa;  removes  the  membrane  completely; 
makes  a  counteropening  into  the  nose  from  the 
antral  side  through  the  naso-antral  wall  in  the 
lower  anterior  part  and  turns  the  flap  of  mucous 
membrane  from  the  nose  to  cover  the  rough  sur- 
face between  the  floor  of  the  nose  and  the  antrum. 
He  closes  the  mucous  membrane  in  the  canine 
fossa  with  catgut.  After-treatment  consists  in 
careful  douching  of  the  nose  and  washing  out  the 
antrum  daily  for  a  few  days. 

In  cases  of  frontal  sinusitis  the  operative  pro- 
cedure must  be  adapted  to  the  case.  Either  the 
intranasal  or  external  operation  is  used,  whichever 
method  will  best  remove  the  disease,  prevent 
recurrence,  and  cause  as  little  disfigurement  as 
possible. 

Sphenoidal  sinusitis  is  treated  by  removing  the 
anterior  wall  completely  and  curetting  the  lining 
with  care  along  the  external  wall  and  especially 
along  the  roof. 

The  author's  treatment  of  recurrent  catarrhal 
sinusitis  is  climatic  together  with  constitutional 
treatment  in  the  way  of  proper  food,  clothing,  and 
exercise,  and  correction  of  any  local  condition  in 
the  nose  which  tends  to  cause  a  congestion  of  the 
nasal  mucosa.  Ellen  J.  Patterson. 

McGuUagh,  S.:    The  Treatment  of  Ethmoiditis. 

N.  Y.  M.  J.,  1915,  cii,  178. 

The  author  divides  cases  of  ethmoiditis  into  acute 
and  chronic  types  and  an  intermediate  transition 
stage  called  subacute,  in  which  vaccine  therapy  is 
satisfactory.  Acute  cases  may  be  catarrhal  or 
suppurative,  in  either  of  which  the  essential  step  is 
drainage,  best  secured  by  treating  the  offending 
rhinitis  by  means  of  adrenalin  in  weak  solution 
or  better  still  steam  inhalations  charged  with  the 
fumes  of  menthol.  Obstructions  such  as  enlarged 
anterior  ends  of  the  middle  turbinate  and  deflected 
septum  should  be  removed.  Where  complications 
of  a  grave  nature  threaten,  the  second  step  of  the 
Killian  operation  for  frontal  sinusitis  is  advised  as 
an  external  operation. 

Chronic  cases  may  be  hypertrophic,  atrophic, 
suppurative,  specific,  and  tuberculous.  Chronic 
hypertrophic  ethmoiditis,  the  kind  characterized  by 
polypoid  formations,  is  amenable  to  conservative  and 
radical  procedures  depending  upon  the  degree  and 
stage  of  the  pathological  change.  Removing  ob- 
structions to  drainage,  as  middle  turbinectomies  and 
septal  deflections,  is  considered  conservative  treat- 
ment. 

Usually  a  period  of  watchful  waiting  is  advisable 
during  which  the  effect  of  conservative  measures  are 
noted,  before  determining  on  a  final  course  of  action. 
Where  polypoid  formation  is  scarcely  discernible, 
procuring  of  drainage  and  applications  of  silver 
nitrate  usually  suffice.  When  polypi  form,  their 
removal  together  with  their  bony  base  is  essential, 
and  this  is  followed  by  silver  applications.  In  the 
treatment  of  advanced  cases  where  radical  changes 
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have  occurred  in  the  ethmoid  bone,  radical  ex- 
enteration is  demanded. 

Chronic  atrophic  rhinitis  demands  a  radical 
operation  to  limit  the  crusting. 

Chronic  purulent  ethmoiditis  demands  radical 
procedures  unless  the  condition  is  a  recent  infection 
of  an  early  chronic  hypertrophic  case,  when  con- 
servative treatment  such  as  suction  and  vaccines 
may  be  sufficient.  The  specific  type  should  not  be 
attacked  until  all  active  manifestations  of  the  pri- 
mary disease  have  disappeared. 

In  tuberculous  ethmoiditis  the  treatment  should 
depend  largely  upon  the  general  condition  of  the 
patient  and  the  influence  that  the  ethmoid  infection 
is  having  upon  the  general  health. 

As  to  the  radical  operation  itself,  the  procedure  of 
Mosher  is  given  preference,  and  no  post-operative 
packing  is  used,  unless  necessary  because  of  haemor- 
rhage or  the  remoteness  of  the  patient  from  ready 
sources  of  skilled  assistance.  Orro  M.  Rott. 

Hett,  G.  S. :  Inflammatory  Disease  of  the  Maxillary 
Antrum;  Its  Diagnosis  and  Treatment.  Prac- 
titioner, Lond.,  19 1 5,  xcv,  40. 

In  making  a  diagnosis  it  is  not  sufficient  to  deter- 
mine whether  the  inflammation  is  acute  or  chronic, 
but  it  is  very  important  to  ascertain  the  exact  con- 
dition of  the  mucous  membrane  lining  the  cavity. 

While  the  author  admits  that  the  various  recog- 
nized tests  taken  singly  are  liable  to  fallacies,  yet  by 
combining  the  X-ray  treatment  as  a  routine  mea- 
sure with  transillumination,  together  with  anterior 
and  posterior  rhinoscopy  and  a  careful  consideration 
of  the  history  and  symptoms,  he  has  been  able  to 
arrive  at  accurate  conclusions. 

A  table  of  a  clinical  classification  of  infected 
antra,  together  with  the  accompanying  physical 
signs,  appears  with  the  article. 

A  consideration  of  the  results  of  transillumination 
and  X-ray  treatment  reveals  the  following  four 
different  combinations: 

1.  Antrum  clear  by  both  methods. 

2.  Antrum  dark  by  both  methods. 

3.  Antrum  clear  to  transillumination  and  dark 
to  X-rays. 

4.  Antrum  dark  to  transillumination  and  clear 
to  X-rays. 

The  conclusions  the  authors  reached  concerning 
these  combinations  are  as  follows: 

1.  When  an  antrum  is  clear  by  both  methods 
it  is  unlikely  that  it  is  the  seat  of  disease. 

2.  An  antrum  dark  by  both  methods  occurs  with: 
(i)  antrum  containing  pus,  (2)  chronic  degeneration 
of  mucosa  with  pus,  (3)  antrum  previously  operated 
upon,  and  (4)  with  a  neoplasm. 

3.  An  antrum  clear  to  transillumination  but 
dark  to  X-rays  occurs:  (i)  when  polypi  are  present, 
(2)  when  there  has  been  a  radical  operation  but  the 
cavity  is  healthy,  and  (3)  when  a  large  dental  cyst 
occupies  the  antral  space. 

4.  An  antrum  dark  to  transillumination  but  clear 
to    X-rays    occurs:    (i)    when    a    cavity    contains 


mucus  with  no  degeneration  of  mucosa  (Cases  of 
septal  deflection,  which  are  dark  to  transillumina- 
tion, often  come  under  this  category.);  (2)  in  cases 
where  there  are  big  face  bones.         Otto  M.  Rott. 

Wilson,  W.:  Technique  of  Analgesia  in  Intranasal 
Surgery.    Brit.  M.J.,  1915,  i,  1083. 

The  author's  technique  is  as  follows: 
One  hour  before  the  commencement  of  the  opera- 
tion a  hypodermic  injection  of  ]4  gr.  morphine  with 
i/ioo  gr.  atropine  sulphate  is  given  and  the  nasal 
passages  packed  with  gauze  soaked  in  equal  parts  of 
10  per  cent  cocaine  and  adrenalin.  At  the  end  of 
thirty  minutes  the  gauze  is  removed  and  a  one  per 
cent  solution  of  quinine-ureahydrochloride  is  inject- 
ed into  the  mucosa  of  the  septum  or  turbinates 
as  the  case  may  be.  The  nose  is  again  packed 
with  gauze,  wrung  out  of  the  cocaine-adrenalin 
solution,  and  in  twenty-five  minutes  the  operation 
is  begun.  Otto  M.  Rott. 

THROAT 

Schoolman,  N.:  Report  of  a  Case  Showing  the 
Bipolar  Origin  of  the  Faucial  Tonsil.  Laryn- 
goscope, 1915,  XXV,  338. 

The  author  reports  a  case  of  a  man,  36  years  old, 
who  presented  an  unusual  condition  in  the  throat. 
The  right  tonsillar  fossa  was  occupied  by  two  fairly 
large  tonsillar  masses  of  equal  size  separated  by  a 
deep  transverse  recess  lined  with  normal  mucous 
membrane,  free  from  cicatricial  tissue  or  adhesions. 
A  large  lymphoid  mass  was  situated  at  the  pharyn- 
geal aspect  of  the  posterior  pillar,  seemingly  a  con- 
tinuation of  the  upper  tonsil.  The  left  side  presented 
similar  conditions  with  the  exception  that  the  lower 
tonsil  was  smaller  and  seemed  to  have  undergone 
involution. 

Viewed  in  the  light  of  Gruenwald's  studies  re- 
garding the  bipolar  foetal  origin  of  the  faucial  tonsil, 
this  case  may  be  considered  as  an  instance  of  per- 
sistence of  embryological  formations  in  adult  life 
to  an  unusual  degree.  It  not  only  shows  distinct 
tonsillar  masses  separated  by  the  recessus  inter- 
tonsillaris  but  also  the  process  of  involution  in  the 
left  lower  tonsil.  Ellen  J.  Patterson. 

Roman,  D.:  The  Relation  of  the  Tonsil  to  the 
Thyroid  Gland.  /.  Ophth.,  Otol.  csr  Laryngol., 
1915,  xxi,  591. 

In  a  series  of  2,236  cases  of  thyroid  disease  ob- 
served by  the  author,  he  has  found  187  cases  in 
which  the  history,  clinical  course,  and  therapeutic 
results  justify  the  theory  that  the  thyroid  disease 
followed  upon  either  a  direct  bacterial  infection  of 
nasopharyngeal  origin,  or  from  toxic  irritation  of 
nearby  foci.  Further,  he  states  that  the  anatomical 
continuity  of  structure  which  has  been  proven  to 
exist  between  the  adenoid  tissue  and  the  faucial 
tonsil  and  the  thyroid  body  justify  the  conclusion 
that  tonsillar  in*"ections  can  and  do  lead  to  thyroid 
enlargement     through     direct     infection    or     toxic 
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irritation,  as  the  influence  of  faucial  infections  on 
lymphatic  glands  is  recognized. 

Infection  from  the  tonsil  and  peritonsillar  regions 
can  be  carried  to  the  thyroid  over  three  main  routes: 
(i)  by  extension  through  the  anatomical  passages; 
(2)  by  the  blood  stream;  (3)  by  lymphatics. 

The  thyroid  change  seems  to  be  an  inflammatory 
swelling  with  cellular  increase,  but  no  suppurative 
change,  and  proper  treatment  of  tonsils  and  adenoids 
brings  about  a  prompt  resolution  of  the  thyroid 
hypertrophy.  Otto  M.  Rott. 

Jervey,  J.  W.:    Vascular  Ligation  in  the  Tonsillar 
Fossa.    South.  M.  J.,  1915,  viii,  528. 

Jervey  advocates  immediate  ligation  of  the  bleed- 
ing vessels  following  a  tonsillectomy,  and  for  this 
purpose  employs  a  Rosenheim  tonsil  haemostatic 
forceps  and  his  own  throat  ligation  forceps.  The 
Rosenheim  forceps  have  a  groove  on  the  point  of  one 
jaw  to  hold  the  ligature,  and  the  ligation  forceps  are 
fitted  at  the  end  with  broken  circles  placed  at  right 
angles  to  the  shaft  and  so  constructed  as  to  open 
about  two-thirds  of  an  inch  when  the  handles  are 
closed.     The  procedure  is  as  follows: 

The  Rosenheim  forceps  armed  with  a  ligature 
being  in  place,  the  first  half  of  the  knot  is  tied. 
Just  above  this,  the  ends  of  the  ligation  forceps  are 
easily  threaded  on  the  free  strands  of  the  ligature; 
the  ligation  forceps  are  carefully  pushed  down  with 
the  threaded  strands  approximately  parallel  with 
the  Rosenheim  forceps,  and  the  half  of  the  knot 
which  has  been  turned  slides  ahead  easily,  gradually 
tightening  down  to  the  front  where  the  ligature  is 
to  be  permanently  placed.  The  assistant  makes 
gentle  traction  on  the  haemostatic  instrument;  the 
ligation  forceps  are  pushed  slightly  beyond  the  lat- 
ter's  tip  and  the  knot  is  tightened  simply  by  firmly 
opening  and  closing  the  handle  of  the  ligation  for- 
ceps while  strong  countertraction  is  made  on  both 
free  strands  of  the  ligature  held  in  the  other  hand. 
The  second  half  of  the  knot  is  completed  in  the 
same  way.  Otto  M.  Rott. 

Haseltine,  B.:  Tonsil  Surgery  and  Voice  Function. 

/.  Ophth.,  Olol.  &"  Laryngol.,  1915,  xxi,  607. 

The  prevailing  confusion  regarding  this  topic, 
the  author  believes  to  be  due  to  the  following  factors : 

1.  Articles  upon  the  subject  are  usually  written 
to  prove  or  disprove  some  pet  notion  of  the  particular 
writer  and  generally  with  no  clear  distinction  be- 
tween established  fact  and  airy  theory. 

2.  Medical  writers,  as  a  rule,  think  only  in  terms 
of  localized  anatomy  and  physiology,  with  no  ade- 
quate conception  of  voice  production  as  an  expres- 
sion of  the  entire  physical  and  psychical  personality. 

3.  So  much  of  the  damage  admittedly  due  to  un- 
wise, imperfect  or  bungling  surgery  has  been  charged 
against  surgery,  per  se,  that  conclusions  based  upon 
reported  results  in  such  cases  are  usually  of  no  value. 

The  author  further  states  his  belief  in  the  proposi- 
tion that  the  abnormal  tonsil  is  a  hindrance  to  voice 
function,  not  only  because  of  the  local  factors  con- 


cerned but  because  of  the  depressing  effect  of  ton- 
sillar infection  upon  the  system.  As  a  corollary 
he  states  that  improved  vocal  quality  and  power 
noted  by  singers  after  removal  of  diseased  tonsils  is 
often  due  as  much  to  increased  vigor  and  virility 
as  to  changes  in  the  throat  itself. 

Conditions  necessary  for  material  voice  improve- 
ment following  tonsil  surgery  are:  (i)  voice  imper- 
fection must  be  due  directly  or  indirectly  to  tonsil 
disease;  (2)  the  tonsils  must  be  completely  removed 
without  injury  to  the  other  tissues  of  the  pharynx; 
(3)  the  after-care  must  be  such  as  to  preserve  and  if 
possible  increase  the  flexibility  of  the  accessory 
voice-producing  structures.  Otto  M.  Rott. 

MOUTH 

Abbe,  R. :  Cancer  of  the  Mouth.     N.  Y.  M.  J.,  1915, 
cii,  I. 

Continual  irritation  of  any  part  of  the  sensitive 
body  tissue  localizes  the  outbreak  of  cancer,  if 
indeed,  it  be  not  the  actual  cause.  The  author 
quotes  a  great  surgeon  of  a  century  ago  as  saying: 
"Surgery  is  useless  if  the  patient  is  saturated  with 
rum  and  tobacco." 

From  the  histories  of  the  last  100  cases  occurring 
in  his  practice.  Abbe  makes  the  following  summary: 
The  tongue  showed  a  precancerous  condition  in  36; 
inside  the  cheek  15;  gum  21;  lip  14;  throat  14. 
Ten  of  the  cases  were  in  women,  90  in  men. 

All  of  the  men  were  heavy  smokers  except  one 
who  had  cancer  of  the  lip  occurring  in  an  old  scar 
from  a  baseball  injury. 

One  of  them  denied  the  use  of  cigars  but  acknowl- 
edged that  he  smoked  one  or  two  packages  of 
cigarettes  daily.  Many  of  them  used  pipes,  which 
often  caused  cancer  to  begin  where  the  pipe  end 
allowed  the  hot  smoke  to  strike  the  tongue. 

In  another  review  the  author  found  36  tongue 
cancers  in  smokers  of  cigarettes,  only  one  was  a 
woman  who  smoked  one  package  daily.  One  of  the 
worst  cases  of  tongue  cancers  was  in  a  woman  who 
dipped  her  toothbrush  in  snuff  and  rubbed  it  briskly 
upon  her  tongue  enjoying  the  stinging  sensation 
produced.  In  three  women  cancer  of  the  tongue  was 
attributed  to  rough  teeth;  another  used  very  hot 
coffee  and  frequently  burned  her  tongue. 

The  author  charges  nine-tenths  of  mouth  cancers 
to  the  use  of  tobacco,  there  being  a  difference  in 
individuals  as  to  the  tolerance  of  nicotine.  Of  the 
100  cases  studied  13  chewed  tobacco  as  well  as 
smoked,  of  the  13  all  developed  cancer  either  inside 
the  cheek  where  the  quid  was  held  or  on  the  con- 
tiguous tongue  and  palate. 

One  cancer  of  the  tongue  began  opposite  large 
gold  and  amalgam  fillings,  possibly  induced  by  a 
galvanic  current. 

The  author  believes  that  overindulgence  in  both 
stimulants  and  tobacco  is  becoming  less,  as  business 
men  have  recognized  the  danger  of  one,  and  it  is  the 
duty  of  medical  men  to  emphasize  the  danger  of  the 
other.  H.  A.  Pons. 
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Roy,  D.:  Partial  Paralysis  of  the  Soft  Palate  Fol- 
lowing   Removal    of   Tonsils  and    Adenoids. 

Laryngoscope,  1915,  xxv,  361. 

A  study  of  the  literature  of  the  last  few  years 
reveals  the  fact  that  although  many  observers  have 
reported  cases  showing  the  ill-effects  upon  the 
throat  following  the  radical  removal  of  tonsils  and 
adenoids  none  have  mentioned  the  sequela,  paresis, 
or  paralysis  of  the  soft  palate. 

The  attention  of  the  author  was  called  to  this 
sequela  by  a  case  in  his  own  practice,  in  which 
paresis  appeared  ten  days  after  operation  and 
continued  for  two  months.  The  paresis  may  have 
been  due  to  an  intestinal  toxaemia,  chorea,  or  to 
micro-organisms  from  the  nasopharynx  gaining 
portals  of  entrance  through  abrasions  of  the  posterior 
surface  of  the  soft  palate. 

The  author  advises  each  operator  to  adopt  a 
technique  by  which  he  can  accomplish  the  best 
results  and  leave  the  throat  in  as  normal  a  condition 
as  possible.  He  cautions  against  the  removal  of 
adenoids  unless  they  are  a  menace  to  the  physical 
well  being  of  the  child  and  against  injury  to  the 
posterior  surface  of  the  soft  palate  by  too  large 
an  instrument  or  faulty  manipulation  of  the  finger 
or  instrument  in  the  nasopharynx. 

Ellen  J.  Patterson. 

Hybbinette,  S.:  Treatment  of  Congenital  Defects 
of  the  Palate  (Beitrage  zur  Frage  von  der  Behand- 
lung  angeborener  Gaumendefekte).  Nord.  med. 
Ark.,  Stockholm,  1914,  xlvii,  No.  15. 

The  author  calls  attention  to  the  fact  that  while 
the  anatomical  results  after  operation  for  cleft 
palate  are  very  good,  frequently  the  functional 
results  are  not  nearly  so  satisfactory,  and  he  em- 
phasizes the  importance  of  systematic  speech  exer- 
cises after  the  operation,  with  massage  of  the  palate 
at  the  same  time. 

There  are  three  different  methods  of  operation  in 
common  use  at  the  present  time.  Brophy's  method 
can  only  be  used  in  infants  up  to  three  months  old. 
At  first  the  two  sides  of  the  hard  palate  are  pressed 
together  and  held  in  this  position  with  two  or  three 
wire  sutures.  At  a  second  operation  the  soft  palate 
is  sutured.  Disadvantages  of  the  operation  are  its 
high  mortality  and  injury  to  the  rudiments  of  the 
teeth  which  is  frequently  observed.  The  author 
has  only  operated  on  one  case  by  this  method,  and 
the  results  were  not  entirely  satisfactory.  Lane's 
method  is  more  commonly  used;  it  is  similar  to  the 
one  proposed  by  Krimer  in  1824.  Lane  too  advises 
operation  as  soon  as  possible  after  birth.  A  large 
flap  is  made  on  one  side,  which  is  turned  180°  and 
then  shoved  under  a  loosened  flap  on  the  other  side 
and  sutured.  The  author  has  operated  by  Lane's 
method  twice  on  children  two  months  old.  In  the 
one  patient  that  he  has  been  able  to  examine  since, 
the  result  was  very  good. 

The  method  most  frequently  used  is  that  of 
Langenbeck.  The  author  has  applied  it  in  7  cases. 
In  one  case  with  a  very  wide  cleft  he  used  a  method 


that  is  a  combination  of  Lane's  and  Langenbeck's. 
He  has  used  this  combination  in  8  cases  with  very 
good  results,  selecting  cases  in  which  Langenbeck's 
method  had  been  unsuccessfully  used  or  those  in 
which  the  cleft  was  so  wide  that  it  was  improbable 
that  it  would  succeed.  A  flap  was  made  on  one  side 
that  was  turned  180°  and  sutured  to  a  flap  on  the 
other  side  formed  by  Langenbeck's  method.  The 
anatomical  and  functional  results  were  good  in  all 
these  cases.  This  method  has  previously  been  used 
by  Moschowitz  who  has  published  14  cases, 

A.  Goss. 

Thompson,  G.  S.:  Nasal  Flap  and  Modified  Langen- 
beck Operation  for  Cleft  Palate.  M.  J.  Austral., 
1915,  i,  475- 

With  a  view  of  avoiding  the  common  yielding  of 
the  line  of  sutures  which  is  due  to  infection,  tension, 
or  both,  particularly  the  latter,  the  author  advises 
the  following  operation  which  has  the  advantage 
of  non-interference  with  the  blood  supply: 

Flaps  are  made  from  the  upper  aspects  of  the  hard 
and  soft  palates  and  turned  down  into  the  mouth, 
being  united  in  a  V-shaped  manner,  the  raw  surfaces 
of  the  flaps  apposing  each  other.  By  means  of  a 
graduated  series  of  knives  and  raspatories  a  flap  of 
any  desired  width  can  be  made.  The  width  of  the 
flap  having  been  determined,  a  suitable  knife  is  in- 
serted via  the  mouth  through  the  cleft  into  the  nasal 
chamber.  It  is  drawn  with  some  force  through  the 
mucoperiosteum  of  the  nasal  floor  from  end  to  end, 
the  shaft  of  the  knife  being  kept  in  contact  with 
the  long  edge  of  the  cleft,  the  flaps  being  then  libera- 
ted from  the  bone  and  brought  down  into  the  mouth 
and  united  by  a  few  mattress  sutures  vertically 
placed,  the  edge  being  secured  by  a  continuous  cat- 
gut suture.  In  this  way  the  lateral  incisions  and  ele- 
vation of  the  periosteum  of  the  roof  of  the  mouth  are 
avoided,  conserving  the  blood  supply.  This  proced- 
ure is  for  the  hard  palate. 

In  regard  to  the  soft  palate,  a  very  necessary 
but  most  defective  step  undertaken  in  present-day 
operations  is  the  inevitable  section  of  the  tensor 
and  even  the  levator  palati  and  the  separation  of  the 
nasal  portion  of  the  soft  from  the  hard  palate. 
These  two  factors  probably  account  for  the  greater 
part  of  the  common  after-trouble  in  phonation. 
This  the  author  seeks  to  overcome  in  the  same  man- 
ner as  in  the  hard  palate  by  drawing  the  tip  of  the 
soft  palate  forward  on  to  the  hard  palate  and  making 
a  longitudinal  incision  on  its  nasopharyngeal  sur- 
face through  half  its  thickness.  The  incision  fol- 
lows the  nasal  section  of  the  hard  palate.  The 
flaps  are  raised  and  brought  down  into  the  mouth, 
two  palatal  incisions  being  united  at  the  posterior 
border  of  the  soft  palate  by  curved  scissors.  This 
converts  them  into  one  long  incision  and  the  flap 
extends  on  the  upper  aspect  of  the  hard  and  soft 
palates  along  the  whole  length  of  the  fissure.  By 
this  means  the  blood  supply  is  conserved,  the  muscles 
are  scarcely  interfered  with,  and  tension  is  avoided. 

H.  A.  Potts. 
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Hecker,  F.:  The  Study  of  250  Stained  Blood-Films 
in  Pyorrhoea  Alveolaris.  A.  J.  Med.  Sc,  1915, 
cxlix,  889. 

This  study  is  reported  to  show  that  tinctorial 
changes  and  increase  of  the  large  lymphocytes  are 
common  findings  in  stained  blood-films  made  from 
patients  affected  with  pyorrhcjca. 

The  difTcrcntial  count  showed  an  increase  in  the 
large  lymphocytes  and  the  irritation  forms  of 
Ehrlich,  while  the  polymorphonuclear  neutrophiles 
and  small  lymphocytes  were  diminished  in  number. 

For  the  past  two  and  one-half  years  the  author 
has  made  a  routine  blood-film  examination  of  all  his 
patients  suffering  from  pyorrhoea,  the  findings  as 
well  as  the  clinical  picture  being  recorded.  Wright's 
blood  stain  was  used  as  described  by  him. 

The  interesting  features  noted  were  the  wide 
variation  of  the  stained  nuclei  and  cytoplasms  of  the 
leucocytes;  the  morphological  changes  of  the  nuclei 
and  cytoplasm;  the  increase  of  the  large  lymphocytes 
and  irritation  forms  of  Ehrlich,  with  coincident 
decrease  of  the  polymorphonuclear  neutrophiles,  and 
small  lymphocytes. 

The  polymorphonuclear  neutrophiles  were  present 
in  45  to  60  per  cent  of  cases;  large  lymphocytes  in 
15  to  30  per  cent;  small  lymphocytes  in  5  to  15 
per  cent;  eosinophiles  in  i  to  3  per  cent;  mast-cells 
in  I  to  2  per  cent;  transitionals  in  i  to  3  per  cent; 
irritation  forms  in  3  to  10  per  cent;  degenerates 
variable  in  number. 

The  large  lymphocytes  showed  a  wide  variation 
in  the  intensity  and  shade  of  the  nuclei,  varying 
from  intense  reddish  violet  to  pale,  or  from  intense 
blue  to  very  pale  blue.  In  other  specimens  the 
nuclei  were  faintly  stained  and  at  times  scarcely 
discernible.  The  nuclei  contained  granules  of 
variable  size  and  shape  having  no  definite  arrange- 
ment, as  a  rule  staining  in  the  same  manner  as  the 
nuclei  but  slightly  darker. 

The  cytoplasms  also  presented  variations  in 
staining  qualities,  some  being  reddish  violet  while 
others  in  the  same  field  were  pale  blue.  They  varied 
in  size  and  shape  as  well;  in  some  the  nucleus  was 
centrally  placed,  in  some  eccentrically,  varying  from 
round  to  semilunar  in  shape. 

The  nuclei  of  the  polymorphonuclears  showed 
variations  in  staining  quite  similar  to  the  large 
lymphocytes,  at  times  the  nuclei  being  formed  free 
from  surrounding  cytoplasms.  Within  the  nuclei 
granules  and  dust  were  found  which  stained  much 
the  same  as  the  granules  of  the  large  lymphocytes. 

These  changes  and  others,  together  with  the 
changed  proportion  of  the  different  varieties  of 
leucocytes  may  form  a  basis  of  study  as  to  the  cause 
of  pyorrhoea  alveolaris.  H.  A.  Potts. 

Fossier,  A.  W. :  Pyorrhoea  Alveolaris  as  a  Cause  of 
Systemic  Disturbances.  N.  Y.  M.  J.  1915,  cii, 
286. 

The  author  is  of  the  belief  that  many  cases  of 
septic  fever  of  unknown  origin  and  conditions 
diagnosed   as    malignant    endocarditis   as   well   as 


many  deaths  attributed  to  acute  septicazmia  would 
have  been  correctly  diagnosed  if  the  oral  cavity  had 
been  examined.  He  deplores  the  fact  that  the 
oral  cavity  receives  little  attention  from  physicians, 
that  it  is  ignored  by  our  textbooks  and  colleges. 

His  review  of  the  literature  revealed  many  deaths 
due  to  alveolar  abscess,  tooth  extraction,  and  septic 
oral  conditions. 

The  first  fatal  case  reported  due  to  decayed  teeth 
was  by  Vigla  in  1839. 

Chassaignac  in  1859  called  attention  to  the  pos- 
sibility of  general  septicaimic  infection  produced  by 
putrid  products  of  the  gums.  Lejars  in  1895  spoke 
of  a  dental  cachexia.  W.  D.  Miller  in  1890  dis- 
proved the  idea  that  bacteria  and  putrid  matter 
were  destroyed  in  the  stomach,  it  being  true  that 
they  are  destroyed  by  the  gastric  juices,  but  the 
stomach  when  at  rest  is  free  from  its  secretion. 

Hunter's  thesis  of  1904  is  reviewed  and  conclusions 
drawn,  the  substance  of  which  is  that  streptococcic 
and  staphylococcic  infections  any  where  in  the  body 
may  have  their  origin  in  the  oral  cavity. 

C.  H.  Mayo  interestingly  stamps  pyorrhoea  as 
the  cause,  not  the  result,  of  systemic  disturbances. 
Appendicitis  being  caused  by  septic  oral  conditions 
has  been  confirmed  by  the  bacteriological  investiga- 
tions of  Lauz  and  Tavel. 

Tabulations  of  cases  reported  show  that  tooth 
extraction  has  a  comparatively  high  death-rate  and 
that  all  cases  presenting  pus  should  be  afforded 
free  drainage  until  danger  from  infection  has  passed. 

Two  cases  are  reported,  one  a  woman  of  26  years, 
who  had  formerly  been  healthy  and  whose  history 
was  negative.  She  had  occasional  attacks  of  head- 
ache and  languor,  was  anaemic,  and  had  two  attacks 
of  arthritis.  The  author  was  called  to  see  her  on  the 
seventy-eighth  day  of  continuous  fever.  Two 
weeks  previous  she  had  had  a  misplaced  tooth  ex- 
tracted. Drugs,  bacterins,  and  phylacogen  had 
been  given  to  no  avail.  A  dental  surgeon  was  called 
who  found  pyorrhoea  quite  general  in  her  mouth. 
She  had  retinal  and  skin  haemorrhages.  Her  con- 
dition improved  under  general  mouth  hygiene,  but 
a  radical  treatment  was  not  instituted  on  account 
of  her  condition  and  low  vitality.  She  succumbed 
after  two  attacks  of  purpura. 

The  other  case  was  one  of  chronic  pleurisy  with 
empyema,  which  recovered  after  resection  of  two 
ribs.  As  no  other  cause  could  be  found,  an  existing 
pyorrhoea  was  taken  to  be  the  etiological  factor. 

Leebknecht  of  Berlin  mentioned  two  unpublished 
cases,  one  a  nun  who  died  three  months  after  tooth 
extraction,  the  other  a  nurse,  who  expired  six  weeks 
after  a  slight  operation.  Both  suffered  from 
pyorrhoea  alveolaris.  At  autopsy  small  abscesses 
were  found  in  every  organ.  H.  A.  Potts. 

Turner,  J.  G.:    Recent  Work  on  Dental  Surgery. 

Practitioner,  1915,  xciv,  885. 

Turner  reviews  the  work  recently  done  in  dental 
surgery  some  of  which  is  abstracted  as  follows: 
Zender  asserts  that  by  means  of  a  stereogram- 
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matical  method,  using  X-rays,  he  can  reconstruct, 
practically  within  a  fraction  of  a  millimeter,  the 
bones  of  human  beings,  and  will  use  this  method  to 
ascertain  the  reality  of  a  falsity  of  claim  made  by 
some  to  widen  the  floor  of  the  nose  and  straighten 
the  septum  by  expansion  of  the  dental  arch. 

Henderson  reports  numerous  cases  of  erratic 
hallucinations  following  the  use  of  cocaine  as  a 
local  anaesthetic,  even  when  indured  by  pressure 
into  the  dental  pulp,  and  warns  practitioners  against 
its  use  unless  a  third  person  is  present. 

Caillow  describes  a  method  of  facial  restoration 
by  means  of  a  preparation  of  formalized  gelatine 
thickened  with  kaolin,  the  false  part  is  calored 
and  fixed  in  place  by  means  of  a  varnish  cement. 

MoREAUX  advocates  the  treatment  of  chronic 
suppuration  of  the  antrum  by  means  of  heated 
iodoform  introduced  through  a  tube  passed  through 
the  socket  of  an  extracted  tooth. 

Freg  believes  there  is  a  relationship  between 
tuberculosis  and  dental  cysts. 


Znamensky  argues  that  pyorrhoea  alveolaris 
begins  as  an  osteoparesis  and  that  it  is  a  sequence  of 
arteriosclerosis.  H.  A.  Potts. 

Bannes:  Brain  Abscess  Following  Ansesthesia  for 
Dental  Purposes  (Gehirnabscess  nach  Zahner- 
krankung;  Misserfolg  der  Leitungsanasthesie). 
Med.  Klin.,  Berl.,  1915,  xi,  392. 

Bannes  describes  a  case  in  which  the  mandibular 
branch  of  the  trifacial  was  anaesthetized  with  novo- 
caine-suprarenin  for  the  purpose  of  extracting 
several  teeth  which  were  in  very  bad  condition. 
Severe  pain  along  the  course  of  the  nerve  developed 
soon  after  and  within  two  months  the  patient  died 
of  brain  abscess.  As  perfect  asepsis  in  the  mouth 
is  almost  impossible  he  thinks  it  probable  that  the 
infection  was  carried  into  the  nerve  sheath  during 
the  anaesthesia;  he  believes  that  this  form  of  anaes- 
thesia is  absolutely  contra-indicated  in  infectious 
processes  in  the  neighborhood  of  the  mandibular 
foramen.  A.  Goss. 
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THE    USES   OF    THE    HIGH-FREQUENCY    CURRENT   IN    THE    TREAT- 
MENT OF  TUMORS  OF   THE   BLADDER   AND    OTHER  PATHO- 
LOGICAL   CONDITIONS    OF   THE   URINARY   TRACT 

By  henry  G.  BUGBEE,  M.D.,  F.A.C.S.,  New  York 

Instructor  in  Clinical  Surgery,  College  of  Physicians  and  Surgeons,  Columbia  University 


ALTHOUGH  the  high-frequency  current 
had  been  in  use  for  a  number  of  years, 
it  was  not  until  its  power  to  destroy 
tumors  became  an  established  fact  that  it  became 
of  practical  value  in  its  application  to  pathological 
lesions  of  the  urinary  tract. 

The  high-frequency  current  was  discovered  by 
two  Americans,  Tesla  and  Elihu  Thomson  (i). 
Morton  (2)  in  188 1  produced  the  static  induced 
current,  non-oscillating  in  character,  but  the 
prototype  of  the  high-frequency  current.  Tesla 
in  1 89 1  produced  the  apparatus  for  very  high- 
frequency  effects  which  was  improved  a  few  years 
later  by  Elihu  Thomson. 

D' Arson val's  work  in  1893  was  solely  with 
high  potential  currents  and  Oudin's  with  high 
potential,  monopolar  currents. 

The  modern  high-frequency  machine  produces 
two  currents:  the  d'Arsonval,  which  is  a  high- 
frequency  oscillatory  current  with  high  voltage 
and  relatively  high  amperage,  a  bipolar  current; 
and  the  Oudin  current  which  is  an  oscillatory, 
high-frequency  current  with  very  high  voltage, 
but  with  much  lower  amperage,  a  monopolar 
current.  An  alternating  current  is  supplied  by 
direct  connection,  or  by  transforming  a  direct 
current.  The  alternating  current  enters  a  coil 
in  passing  through  which  the  oscillations  are  in- 
creased. The  current  is  stored  in  a  series  of 
Leyden  jars,  from  which  it  is  given  off,  the 
strength  of  the  current  being  regulated  by  a 
rheostat  and  a  spark  gap. 


These  currents  were  early  applied  for  therapeu- 
tic purposes.  Large  electrodes  were  employed 
which  gave  a  diffused  action.  Some  of  the  cases 
in  which  it  was  applied  were:  renal  colic  with  one 
electrode  in  the  bladder  and  the  other  applied 
to  the  back,  various  types  of  cystitis,  urethritis, 
urethral  stricture,  functional  impotence,  etc. 

Bosquain  (3)  in  his  Paris  Theses,  1900,  gave  a 
history  of  the  method  of  production  of  the  high- 
frequency  currents  and  their  various  general 
therapeutic  uses. 

Burch  (4)  showed  by  experiments  the  physio- 
logical action  of  the  high-frequency  current  as 
applied  therapeutically  and  gave  indications  for 
its  use.     These  were  varied  and  wide-spread. 

Piflfard  (5),  Snow  (6),  and  Mabie  (7)  reviewed 
the  history  of  high-frequency  currents  and  their 
therapeutic  adaptations,  and  Burch  (8)  added  a 
few  experiments. 

Wright  (9)  in  1905  modified  the  construction 
of  the  high-frequency  machine. 

Somerville  (10)  successfully  treated  scrofulous 
ulcers  of  the  eye  with  the  high-frequency  current, 
and  Piffard  (11)  in  1906  made  the  first  mention 
of  the  power  of  the  Oudin  current  in  destroying 
tissues,  in  referring  to  its  use  in  the  treatment 
of  malignant  or  semimalignant  tumors  of  the 
skin.  He  stated  that  the  electrode  applied  to 
the  skin  caused  Httle  pain  at  first,  but  if  retained 
in  contact,  the  parts  became  hot  and  painful.  The 
intensity  of  the  current  is  under  control  and  one 
can  get  an  effect  varying  from  a  slight  temporary 
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congestion  to  absolute  necrosis  even  in  a  few 
seconds  in  a  localized  area. 

Geyser  (12)  compared  the  results  obtained 
with  the  X-ray  and  high-frequency  current  in 
therapeutics;  PifTard  (13)  described  new  high- 
frequency  devices  which  were  of  interest  from  the 
standpoint  of  electrotherapeutics. 

Riviere  (14)  wrote  extensively  of  the  treatment 
of  superficial  neoplasms  by  high-frequency  sparks 
and  cffluves,  and  stated  that  he  believed  that 
superficial  growths  needed  only  this  treatment. 
Deep  neoplasms  he  also  treated  successfully 
when  in  centers  accessible  to  electrodes,  of  which 
he  had  special  ones  for  the  stomach  and  bladder. 
He  has  used  this  treatment  before  and  after  opera- 
tion and  states  that  it  is  the  method  of  choice  in 
inoperable  cases. 

MacKee  (15)  reported  twelve  chronic  cases  of 
chancroids,  as  well  as  several  acute  cases  cured 
by  applications  of  the  high-frequency  current. 
He  also  cured  herpes  progenitalis  ulcers. 

Cook  (16)  mentioned  de  Keating-Hart  at  the 
Paris  Surgical  Congress,  December,  1907.  He 
stated  that  the  high-frequency  current  was 
more  powerful  than  galvanism  in  electrolytic 
action,  more  rapid,  effected  indurated  areas,  and 
appeared  to  have  peculiar  selective  action  on 
morbid  cells  or  cells  of  lower  vitality  as  well 
as  a  stimulating  action  on  healthy  cells.  He 
employed  the  current  in  reducing  tonsils  in  adults, 
curing  acne,  moles,  and  papillomata.  In  re- 
moving scars  he  found  it  superior  to  the  X-rays. 
Broken  down  sinuses  healed  rapidly  under  its  ap- 
plication and  haemorrhoids  were  easily  destroyed. 

Riviere  (17)  in  the  Annates  d'eledroligie  et 
radiologie  for  September  1908,  stated  that  in 
1900  he  called  attention  to  the  cytolytic  action 
of  high-frequency  currents  on  neoplastic  cells, 
and  draws  the  following  conclusions : 

1.  The  high-frequency  current  cures  small 
epitheliomata  of  the  face. 

2.  It  checks  certain  cases  of  malignant  disease, 
especially  lymphoid  ones,  by  (i)  thermo-electro- 
chemical  action,  and  (2)  by  trophoneurotic  cura- 
tive action. 

3.  It  is  contra-indicated  in  large  tumors  where 
excision  is  still  the  choice. 

4.  These  operations  on  large  tumors  ought  to  be 
followed  immediately  by  spark  and  effluve  treat- 
ment, thus  preventing  contamination  of  the 
wound  by  carcinoma  cells  (leading  to  recurrences), 
as  well  as  having  a  curative  action  on  tissues. 

5.  It  is  the  only  means  available  in  inoperable 
cases. 

6.  The  great  amount  of  nascent  ozone  liber- 
ated is  disinfecting  and  nourishing  to  the  tissues. 


He  obtained  the  best  results  in  epithelioma, 
malignant  chancre,  rodent  ulcer,  and  cancroid. 
He  found  it  stopped  the  pain's  progress — even 
with  nodes  involved — and  cicatrized  lesions. 
This  holds  for  skin  epitheliomata.  In  epithelio- 
mata of  mucosa  it  is  palliative  only,  but  relieves 
pain. 

Riviere  found  that  superficial  sarcomata  like- 
wise yielded;  the  deep-seated  ones  resisted,  but 
even  here  the  progress  of  the  growth  was  arrested, 
compression  symptoms  were  alleviated  and  metas- 
tases ceased.  It  was  more  effective  than  X-ray 
in  sarcomata,  lymphosarcomata,  and  fibrous 
tumors. 

In  mammary  cancer  it  helped  to  cicatrize  ulcer- 
ating areas,  destroyed  nodosities  in  skin  and 
glands,  and  dried  up  foul  discharges. 

In  incipient  tuberculosis:  lupus  was  cured 
by  effluve  alone,  glandular  tuberculosis  was  first 
attacked  by  monopolar  or  bipolar  sparks  and  the 
treatment  then  continued  by  effluvation  alone. 
Tuberculosis  of  bones  and  joints,  fungous  syno- 
vitis, periostitis,  caries,  with  or  without  fistulae, 
showed  good  results;  swelling,  pain,  and  muscular 
atrophy  disappeared.  He  cited  some  cures  of 
tubercular  orchitis, 

Judd  (18)  treated  naevi  from  the  size  of  the 
little  finger-nail  to  that  of  a  half-dollar.  The 
Tesla  current  was  used,  the  patient  holding  one 
electrode;  the  other,  a  hollow  glass  rod  with 
copper  wire  running  through  and  projecting  one- 
sixteenth  inch  beyond  the  end  of  the  tube,  was 
held  far  enough  from  the  surface  of  the  naevus 
to  produce  a  heavy  bombardment  of  sparks  one- 
eighth  to  one-quarter  inch  in  length.  This  was 
used  for  one  and  a  half  to  three  minutes,  twice 
a  week  for  three  to  twelve  treatments.  The 
naevus  becomes  a  dry  slough,  separating  at  the 
end  of  two  to  six  weeks,  leaving  a  smooth  red- 
dened epithelial  surface  beneath. 

He  further  cites  its  use  in  keloid,  localized 
gangrene  where  a  rapid  line  of  demarcation  is 
desired,  in  perforating  ulcers,  reduction  of  en- 
larged tonsils,  destruction  of  superficial  epithe- 
liomata and  warty  growths. 

Riviere's  article  (19),  "Cystolyse  alto-fre- 
quente  et  fulguration  du  cancer,"  reviews  the 
work  on  cancer  but  presents  nothing  new. 

In  1909  mention  is  made  that  Marion  (20) 
presented  a  case  of  tumor  of  the  bladder  treated 
by  fulguration  before  the  Paris  Surgical  Society, 
No  details  or  results  were  given. 

Riviere  in  1909  (21)  in  his  reply  to  de  Keating- 
Hart  made  the  following  assertions: 

I,  The  high-frequency  current  should  be  used 
at  operation  to  aid  the  surgeon's  knife. 
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2.  The  high-frequency  current  is  the  only 
therapy  for  inoperable  cases. 

3.  The  high-frequency  spark  and  efiluve  exert 
specific  elective  action  on  neoplasm  cells  of  cyto- 
lytic power. 

4.  The  high-frequency  spark  and  effluve 
stimulate  the  powers  of  resistance  of  healthy 
tissues. 

He  conclusively  proves  his  priority  in  the  ap- 
plication of  the  high-frequency  spark  for  the 
destruction  of  tumors. 

While  treating  a  man  for  a  disease  of  the 
nervous  system,  Riviere  (22)  asked  him  to  move 
near  one  of  the  wires  of  the  soleroid  cage.  On  one 
of  his  fingers  was  a  lesion  which  had  not  healed 
during  several  years;  the  wound  healed  in  ten 
days.  Then  began  his  work  of  applying  the 
high-frequency  current,  especially  the  Oudin 
current,  in  the  treatment  of  various  diseases. 
He  found  the  use  of  the  condensing  electrode  of 
Oudin  to  be  analgesic.  In  certain  skin  epithe- 
liomata  the  effluvial  action  was  more  manifest 
than  that  of  the  spark,  and  it  was  an  aid  in  opera- 
ting through  the  electrochemical  action  and  by 
the  nascent  ozone  produced. 

Thus  up  to  19 10  the  high-frequency  current 
had  been  discovered  and  it  had  been  found 
that  this  current  producing  from  one  to  two 
million  oscillations  per  second  when  applied  as 
a  bipolar  (d'Arsonval)  or  monopolar  (Oudin) 
caused  a  certain  beneficial  therapeutic  action  on 
the  tumors  of  the  body,  and  if  applied  over  a 
small  area  produced  a  destruction  of  tissue.  It 
had  been  applied  to  destroy  tumors  benign  and 
malignant,  and  had  been  applied  in  the  bladder. 

However,  it  had  not  been  used  extensively 
in  the  urinary  tract  until  Beer  (23)  in  1910 
introduced  the  electrode  of  the  Oudin  current  into 
the  bladder  through  the  cystoscope,  and  thus 
opened  a  way  to  destroying,  under  sight,  tumors 
of  the  bladder.  He  reported  two  cases,  one  an 
inoperable  tumor  of  the  bladder  in  a  woman  of  81, 
and  tlie  second  a  papilloma  in  a  woman  of 
66.  The  wire  was  passed  through  the  cystoscope, 
the  spark  applied  directly  to  the  growth,  at  first 
blanching,  then  blackening  the  tissues  with  the 
production  of  gas,  the  growth  rapidly  disappear- 
ing after  several  applications  of  a  few  seconds  each 
several  days  apart. 

Following  the  case  reports  of  Beer  (23),  Keyes 
(24),  Buerger  and  Wolbarst  (25),  each  reported 
three  similar  cases  with  the  same  results.  In 
one  of  the  latter's  cases  a  single  application  of 
a  few  seconds  sufficed  to  destroy  the  growth. 
Buerger  and  Wolbarst  called  it  a  modification  of 
the  de  Keating-Hart  fulguration.    They  called 


attention  to  the  ease  with  which  it  could  be 
applied  and  its  superiority  over  the  thermo- 
cautery. 

In  191 1  the  writer  (26)  reported  a  case  of  re- 
current vesical  papilloma,  the  original  growth, 
the  size  of  a  hen's  egg,  having  been  removed 
two  years  before.  A  recurrence  the  following 
year  was  destroyed  by  radium  applied  through 
a  cystoscope,  and  the  recurrence  the  following 
year  was  cauterized  by  four  applications  of  a  few 
seconds  each  of  the  high-frequency  current. 
Here  in  one  patient  the  various  methods  could 
be  compared.  The  latter  method  has  proved  far 
superior  from  the  standpoint  of  time  of  treat- 
ment, pain,  recurrence,  and  end-result,  there 
having  been  but  one  very  small  recurrence  at  the 
end  of  three  years,  and  a  second  one  a  year 
later.  Each  small  recurrence  was  easily  destroy- 
ed by  a  single  application  of  the  Oudin  spark. 

Beer  (27)  in  191 1  had  collected  38  cases  up  to 
that  date,  all  of  which  had  progressed  favorably 
under  treatment  with  the  high-frequency  current. 

The  spark  was  applied  by  Buerger  (28)  to 
destroy  cysts  and  hypertrophic  conditions  of  the 
mucous  membrane  of  the  vesical  neck  and  poste- 
rior urethra  as  well  as  small  papillomata  and 
fold  formations  in  the  urethra. 

The  heat  effects  of  the  high-frequency  cur- 
rent range  from  hyperaemia  to  burning  (Clark, 
29).  Between  them  there  is  a  desiccation  point. 
This  effect  is  produced  by  a  high-frequency 
current  concentrated  to  a  fine  metal  point. 
The  induction  coil  high-frequency  current  does 
not  render  possible  an  absolutely  constant  ther- 
mic degree,  so  he  uses  a  static  machine  of  large 
output.  He  treated  small  warts  and  moles 
successfully,  then  applied  the  current  to  epithe- 
liomata,  exuberant  granulations,  skin  pigmenta- 
tions, acne  pustules,  X-ray  keratoses,  lupus  and 
bladder  papilloma  through  the  catheterizing 
cystoscope.  He  concludes  that  —  (i)  it  is  a 
valuable  adjunct  to  surgery.  (2)  It  helps 
prevent  recurrences  in  cancer.  (3)  It  ster- 
ilizes tumors.  (4)  It  is  useful  in  recurring  cancer 
of  the  breast.  (5)  It  is  better  than  cautery  as  a 
curette  in  cancer  of  the  cervix;  is  styptic,  deodor- 
ant, and  penetrating. 

Further  observations  by  Keyes  (30)  in  191 1 
on  the  cauterization  of  bladder  tumors  led  him 
to  make  the  following  suggestions:  (i)  The  small- 
est spark  gap  possible  should  be  used,  as  a  large 
gap  causes  unnecessary  pain  and  haemorrhage, 
and  also  burns  the  insulation  off  the  wire  quickly. 
(2)  The  duration  of  a  single  treatment  should 
vary  according  to  the  patience  of  the  patient, 
the  danger  of  burning  the  bladder  when  only  a 
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small  bit  of  tumor  remains  and  according  to  the 
destruction  of  the  insulation.  If  kept  on  too 
long  he  obtained  a  short  circuit  through  the 
cystoscope.  (3)  Burning  off  of  insulation  may 
on  withdrawal  of  the  wire  peel  ofT  a  piece  of  rubber 
which  drops  into  the  bladder  and  becomes  a 
nucleus  for  a  stone.  To  avoid  this  he  withdrew 
the  wire  and  telescope  together.  There  was  no 
danger  of  this  if  the  bladder  emptied  itself.  (4) 
Intervals  of  one  week  were  ideal  for  applica- 
tions to  growths.  The  slough  separates  in  from 
two  to  four  weeks.  (5)  Among  accidents  likely 
to  happen,  he  mentions  detachment  of  insulation, 
and  in  one  case  there  was  a  severe  haemorrhage 
and  a  swelling  up  of  the  bladder  mucous  mem- 
brane, simulating  infiltrating  carcinoma. 

He  found  the  Oudin  monopolar  superior  to 
the  d'Arsonval  bipolar  current.  He  found  the 
results  disappointing  in  cancer,  prostatic  hyper- 
trophy, bladder  ulceration,  and  enlarged  ver- 
umontanum.  In  bladder  papilloma  8  cases 
were  cured  and  2  were  still  under  treatment. 

Thomas  (31)  in  191 2,  reported  4  cases  of  blad- 
der tumors  treated  by  the  high-frequency  current 
by  the  method  of  desiccation.  He  condemns  the 
removal  of  a  piece  of  the  tumor  for  diagnosis  as  it 
invites  metastases  and  one  cannot  usually  get 
enough  for  a  sure  diagnosis.  He  distinguishes 
between  desiccation  and  fulguration,  the  former 
being  a  continuous  efSuve  of  current  of  low 
amperage  from  extremely  high  voltage,  producing 
dehydration  of  tissue,  resulting  in  blanching, 
devitalization,  and  drying.  Desiccation  is  a 
penetrating,  i)lackening,  charring  cauterization 
of  tissues. 

Of  the  4  cases  reported,  one  had  remained  cured 
for  one  year,  the  pathological  report  of  which  was 
probable  carcinoma.  A  second  case  had  just 
been  discharged,  the  result  not  known;  a  third 
case  had  been  under  treatment  for  five  months, 
and  a  fourth  case  had  been  under  treatment 
for  two  months,  both  of  which  had  just  been 
discharged. 

The  technique  employed  by  Thomas  was  as 
follows:  The  spark  gap  was  i  to  3  mm.  The 
best  gauge  is  the  effect  on  the  tumor;  no  spark 
should  be  visible.  A  small  bubble  of  hydrogen 
gas  shows  when  the  point  of  the  electrode  meets 
tissue;  this  is  followed  by  a  blanching  of  tissue, 
due  to  dehydration  or  oxidation  resulting 
in  complete  devitalization.  The  dead  tissue 
sloughs  in  a  few  days. 

The  current  should  not  be  used  oftener  than 
twice  a  week,  usually  once  a  week,  and  fre- 
quently every  two  to  three  weeks,  according  to 
cell  reaction  produced. 


Clark  (32)  recommended  that  desiccation  be 
u.sed  in  superficial  destruction;  that  it  be  applied 
with  a  single  electrode  in  contact  with  the  tissue 
and  sparks  of  great  length  through  air  gap  on  to 
tissue,  the  other  pole  being  grounded.  For  deep 
destruction  he  used  the  bipolar  method,  the  metal 
point  in  contact  with  tissue,  the  other  pole 
somewhere  else  on  the  body.  This  current 
devitalizes  by  drying  the  tissues;  the  spark  is 
not  hot  enough  to  cauterize,  but  causes  rapid 
dehydration  of  tissues,  rupturing  the  cell  capsule; 
it  penetrates  to  one  inch  or  more,  according  to 
the  frequency,  distance,  time  of  exposure,  and 
density  of  the  tumor.  It  does  not  open  vessels  or 
lymph-channels;  it  sterilizes  tissues.  A  dry 
crust  separates  in  three  days  to  a  week.  He 
employed  this  method  in  warts,  moles,  angiomata, 
various  ulcers,  acne,  growths  of  the  bladder 
through  a  catheterizing  cystoscope,  rectal  papil- 
lomata,  ulcerations,  larynx  tumors,  and  certain 
forms  of  eczema  and  parasitic  skin  diseases. 
Fulguration  is  a  method  (Clark)  that  should  be 
used  in  combination  with  operative  measures; 
even  in  advanced  cases  of  bladder  tumors  treated 
by  operation  and  fulguration,  patients  have  been 
free  from  recurrences  for  from  one  to  five  years. 

De  Keating-Hart  maintained  that  radiosensi- 
tiveness  of  tissue  was  in  direct  proportion  to  its 
temperature,  the  warmer  the  part,  the  more 
intense  the  action  of  the  X-rays.  For  deep 
tissue  beneath  the  skin  surface,  he  used  thermo- 
penetration or  diotherapy.  To  control  dermatitis 
he  used  a  leather  or  aluminum  filter  with  cracked 
ice  between  two  layers  of  gauze  over  the  skin, 
or  the  surface  was  moistened  and  fanned. 

Beer  (t,^)  in  1912  reviewed  183  cases  treated 
for  papillomata  of  the  urinary  bladder  collected 
to  that  time,  nearly  all  giving  favorable  reports. 

In  regard  to  the  technique.  Beer  thought 
that  copper  wire  was  better  than  steel,  as  it 
produced  more  extensive  necrosis,  and  that 
experience  might  show  that  other  metal  elec- 
trodes would  be  better  than  copper,  also  that 
other  mediums  would  be  preferred  to  water  and 
that  the  bipolar  current  might  replace  the  mono- 
polar, but  doubted  this  as  the  d'Arsonval  current 
had  less  cauterizing  and  less  electrolytic  action. 
He  found  that  Nature  seemed  unable  to  divest 
herself  of  necrotic  villi  where  a  cystitis  was  pres- 
ent with  a  papilloma,  and  that  the  cystitis  must 
be  cured  first.  He  treated  no  malignant  growths 
except  small  superficial  ones.  He  treated  all 
other  cases  except  where  the  tumor  was  inacces- 
sible or  the  patient  intolerant.  In  some  cases 
where  the  whole  bladder  was  studded,  evidently 
only  complete  cystectomy  would  give  relief. 


BUGBEE:    HIGH-FREQUENCY  CURRENT  IN  TREATMENT  OF  TUMORS     585 


Furniss  (34)  thinking  he  was  dealing  with  a 
broad  base  papilloma  fulgurated  it.  Tissue 
came  away  and  a  ureteral  calculus  came  through. 
He  considered  fulguration  as  the  bloodless  method 
of  relieving  impacted  stone.  Opposing  Beer's 
statement  that  only  benign  growths  were  suitable 
for  the  high-frequency  current,  Rytina  (35)  re- 
ported the  case  of  a  carcinoma  of  the  bladder  kept 
under  control  and  practically  cured. 

Judd  (36)  in  191 2  reporting  the  results  of  treat- 
ment of  tumors  of  the  urinary  bladder  at  the 
Mayo  clinic,  cited  17  cases  treated  by  Oudin 
current  out  of  1 14  reported.  Eleven  of  these  were 
cases  of  recurrence  after  operation.  One  case 
had  gone  fifteen  months  with  no  recurrence; 
5  cases  one  year  with  no  recurrence.  No  original 
non-papillomatous  growths  were  thus  treated, 
but  recurrences  were  treated  with  considerable 
success.  They  found  that  villous  growths  on 
small  pedicles  were  the  most  favorable  for  the 
high-frequency  current. 

In  contradistinction  to  his  early  experiences 
in  which  he  stated  that  the  high-frequency  cur- 
rent had  no  effect  on  carcinoma,  Keyes  (37) 
reported  a  case  of  recurrence  after  the  removal 
of  a  growth,  reported  carcinoma  which  was  treat- 
ed and  controlled  by  four  applications  of  d'Arson- 
val  current  and  four  of  Oudin  during  a  period  of 
eighteen  months.  The  patient  died  of  inter- 
current disease. 

Another  case,  supposedly  carcinomatous  by 
its  appearance,  disappeared  entirely  after  treat- 
ment by  the  Oudin  current  and  there  was  no 
appearance  of  growth  for  six  weeks  at  the  time 
the  article  was  written. 

Reviewing  his  experiences  with  the  high-fre- 
quency current,  Beer  (38)  in  1913  cited  his 
former  articles.  He  stated  that  he  found  it  better 
to  have  no  air-gap  between  the  electrode  and 
lesion,  that  he  got  a  whiteness  at  the  spot  of 
application,  then  carbonization;  hydrogen  was 
freely  generated;  metallic  copper  was  present 
in  the  tissues.  Beer  used  copper  electrode, 
Wappler  machine,  street  current,  but  this  must 
be  alternating  or  if  direct  must  be  transformed. 
Instead  of  an  induction  coil  and  interruption,  the 
latest  model  used  closed  magnetic  field  trans- 
formers (step-up)  giving  more  rapid  oscillations 
and  capable  of  being  employed  in  any  room. 

In  making  an  application  he  pushed  the  elec- 
trode in  among  villi  for  fifteen  to  thirty  seconds 
at  each  place.  The  nearer  the  electrode  ap- 
proached the  base  of  the  growth  the  shorter  the 
application  was  made  lest  the  bladder  wall  be 
injured.  If  the  bladder  was  touched  it  caused 
pain.    Repeated    applications    were    made    to 


different  spots  until  the  whole  growth  was  de- 
stroyed. The  slough  was  voided  in  small  pieces. 
This  extended  over  several  months  in  larger 
growths,  but  usually  a  few  days  to  one  week. 
The  rheostat  was  used  with  half  resistance  on, 
sometimes  all  resistance  on,  the  spark-gap  one- 
eighth  to  one-fourth  inch,  usually  a  short  gap. 

He  used  an  electrode  of  No.  6  Charrier  insulated 
copper  (at  times  steel)  wire.  As  the  rubber  melt- 
ed it  was  repeatedly  trimmed.  A  total  time 
of  from  three  to  five  minutes'  application  was 
made  at  one  sitting.  In  one  case  applications 
totalling  ten  minutes,  thirty  seconds,  at  twenty 
places  were  made,  but  this  was  a  very  large  tu- 
mor. These  were  repeated  in  a  few  days. 
Treatments  were  discontinued  as  soon  as  the 
whole  growth  appeared  necrotic.  Sloughs  were 
allowed  to  separate  spontaneously  or  helped  by 
bladder  irrigations.  After  the  base  was  thus 
exposed,  after  two  or  three  weeks  it  was  treated 
like  the  original  outgrowth. 

Beer  cited  the  danger  of  perforating  the  bladder 
wall,  but  says  this  should  not  happen  if  one  is 
careful.  The  reports  collected  by  Beer  of  ^^ 
surgeons  were  mostly  favorable.  There  were 
187  cases  of  intravesical  papillomata  and  20 
cases  of  urethral  papillomata  treated  in  America 
and  28  cases  in  Europe.  Definite  cures  for  two 
years  were  controlled  by  repeated  cystoscopy. 

He  stated  that  the  high-frequency  current  had 
been  used  for  fifteen  years  for  the  treating  of 
superficial  growths,  and  that  its  only  novel 
feature  was  its  use  under  water  in  the  bladder 
through  the  cystoscope.  In  selecting  cases 
he  gives  as  the  contra-indications:  papillary 
carcinoma,  patient's  intolerance  of  the  cystoscope, 
and  growths  inaccessible  to  direct  and  indirect 
cystoscopy,  as  well  as  those  at  the  neck  of  the 
bladder  which  are  traumatized  by  introducing 
the  cystoscope,  bleed  and  prevent  accurate  work. 

Watson  (39)  in  1913,  gave  the  following  con- 
clusions: (i)  The  treatment  of  benign  tumors 
by  high-frequency  current  is  probably  as  effective 
and  likely  to  be  more  effective  than  supra- 
pubic excision.  Many  cases  treated  by  opera- 
tive methods  both  in  papilloma  and  carcinoma 
recur  after  three  years.  The  high-frequency 
current  has  only  been  in  use  a  short  time,  so  thus 
far  one  is  only  justified  in  feeling  a  strong  hope 
that  it  is  the  best  treatment.  He  considers  the 
high-frequency  current  the  best  method  in  cases 
of  papilloma.  (2)  This  treatment  should  be 
abandoned  as  soon  as  it  is  evident  that  a  recur- 
rent tumor  is  malignant,  and  a  transperitoneal 
resection  or  total  cystectomy  should  be  done, 
(3)  It  may  be  shown  later  that  suprapubic  ex- 
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cision  is  better  for  papillomata  than  high-fre- 
quency treatment. 

Buerger  (40)  used  the  high-frequency  current 
(Oudin)  in  the  treatment  of  an  ulcer  of  the  blad- 
der which  was  early  cured,  and  in  a  second  case 
in  conjunction  with  mercury  injections  he  ob- 
tained a  like  result. 

A  further  report  by  Buerger  (41)  gave  a  recur- 
rence in  one  case  and  he  stated  that  he  had  tried 
the  fulguration  in  two  cases  of  callous  ulcer  with- 
out improvement  and  in  a  second  callous  ulcer, 
he  excised  the  ulcer. 

As  a  means  of  facilitating  the  passage  of 
descending  ureteral  calculi,  Buerger  (42)  devised 
an  olive-tipped  electrode,  the  olivary  tips  being 
graded  in  size  and  screwed  on.  The  dilatation 
was  begun  at  No.  6  F.,  a  current  of  300  to  400 
milliamperes  being  used  for  a  few  seconds,  the 
second  pole  of  the  d'Arsonval  current  being 
placed  at  the  back.  Three  stones  respectively 
the  size  of  a  French  pea,  8  mm.,  and  8x4  mm. 
were  passed  after  this  treatment. 

Pilcher  (43)  found  that  with  recurrent  growths 
where  new-growths  appear  in  their  original  form 
or  spring  from  a  new  base  after  extensive  re- 
moval of  the  tumor,  the  d'Arsonval  current  is 
better  than  the  Oudin.  A  case  was  cured  after 
operation  and  after  Oudin  treatment  had  failed. 
One  case  of  papilloma  was  cured.  It  puts  car- 
cinoma growths  under  control  in  inoperable 
cases. 

Heitz-Boyer  (44)  gives  as  the  treatment  of  large 
bladder  tumors,  a  hypogastric  incision,  bladder 
tumor  excision,  and  pedicle  treated  later  by  high- 
frequency  current  through  the  cystoscope. 

Having  employed  the  high-frequency  spark 
for  the  treatment  of  vesical  papillomata  soon  after 
Beer  in  1910,  and  with  the  same  good  results, 
the  writer  (45)  in  191 1  began  to  employ  it  in 
cases  of  vesical  obstruction  where  operation  was 
contra-indicated.  It  was  found  that  prostatic 
obstruction,  malignant,  adenomatous,  and  fib- 
rous, could  be  destroyed  sufficiently  to  give  partial 
or  complete  relief  from  the  obstruction,  such  re- 
lief being  permanent  in  some  cases  up  to  the  time 
of  reporting  the  cases  in  1913.  The  technique 
employed  was  as  follows:  A  No.  18  F.  indirect 
close  vision  cystoscope  was  used.  The  current 
(Oudin)  was  applied  with  a  No.  5  F.  insulated 
steel  wire  passed  through  the  cystoscope  and 
held  tightly  against  the  portion  of  the  prostate 
to  be  destroyed  by  means  of  the  deflector.  A 
one-fourth  inch  spark  was  used,  the  wire  being 
held  in  contact  with  the  prostate  until  the 
hydrogen  bubbles  ceased  to  form.  A  cut  was 
burned  through  the  obstructing  tissue.    At  the 


same  sitting  or  at  subsequent  ones,  the  cut  was 
widened  and  deepened  until  the  vesical  orifice 
was  freed  posteriorly.  Of  13  cases  reported,  4 
were  carcinoma  and  9  benign  obstructions.  The 
cases  of  carcinoma  were  advanced  and  inoperable. 
These  patients  lived  one  year  or  more,  during 
which  time  they  were  able  to  void  or  pass  a  soft 
rubber  catheter  with  ease  when  previously  this 
had  been  impossible;  they  all  died  of  metastasis 
or  other  intercurrent  disease.  The  benign  cases 
were  median  bar  or  small  median  lobe  enlarge- 
ments and  two  were  cases  of  general  adenoma. 
Those  presenting  obstruction  from  small  amounts 
of  prostatic  tissue  obtained  complete  relief  of 
symptoms  after  from  three  to  six  applications. 
In  cases  of  general  prostatic  enlargement  the 
amount  of  residual  was  decreased.  Reaction 
following  the  applications  was  slight;  there  was 
no  bleeding.  The  operations  performed  under 
the  eye,  without  shock,  bleeding,  or  leaving  a 
raw  surface,  seemed  superior  to  other  methods 
in  cases  where  it  was  necessary  to  destroy  only 
a  small  amount  of  tissue. 

Barney  (46)  reported  a  case  illustrating  the 
efficacy  of  the  high-frequency  current  in  treat- 
ment of  tumors  of  the  bladder,  and  called  atten- 
tion to  a  reaction  in  the  mucous  membranes 
around  the  base  which  he  thought  to  be  cancer. 
He  excised  this  area,  the  pathological  report 
showing  only  chronic  inflammation. 

Stevens  (47)  reported  2  cases  of  prostatic 
obstruction  relieved  by  applications  of  the  high- 
frequency  current.  The  first,  a  probable  con- 
striction of  the  neck  of  the  bladder,  was  relieved 
by  four  cauterizations  of  three  minutes  each  in  a 
three-month  period,  the  residual  being  reduced 
from  26  to  34  oz.  to  9  to  13  oz.  One  more 
treatment  reduced  the  residual  to  i  to  1.5  oz., 
capacity  22  oz. 

The  second  was  a  case  of  pedunculated  median 
lobe.  Six  treatments  destroyed  this  lobe.  The 
residual  was  reduced  from  14  to  1.5  oz.  He 
thought  that  the  d'Arsonval  current  could  ac- 
complish results  quicker,  but  care  should  be  used 
to  avoid  too  deep  destruction  of  tissue. 

Ashcraft  (48)  in  reporting  a  series  of  cases  of 
benign  and  malignant  tumors  of  the  bladder 
treated  with  the  d'Arsonval  current  through  the 
operating  cystoscope  stated  that  he  had  found 
this  current  better  than  the  Oudin.  In  experi- 
menting he  found  that  an  application  of  90 
seconds  of  a  425  milliampere  current  with  the 
rheostat  at  the  third  button  burned  a  i  cm.  area 
I  cm.  deep  in  beefsteak.  He  found  that  it  re- 
quired a  much  stronger  current  under  water  than 
in  air  to  penetrate  tissues,  and  that  it  required 
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a  425  milliampere  current  at  least  to  destroy 
vesical  tumors.  He  found  that  the  Oudin  cur- 
rent burned  a  very  small  area  and  only  acted 
superficially,  so  he  used  the  d'Arsonval,  He 
considered  the  Oudin  fit  only  for  very  small 
growths.  He  especially  advises  the  d'Arsonval 
in  large  growths  and  where  malignancy  is  sus- 
pected. His  technique  is  as  follows:  The  wire 
penetrates  the  tissues  i  to  2  mm. 

First  application:  15  seconds,  250  ma.,  then  rest  15 
seconds. 

Second  application:  15  seconds,  300  ma.,  then  rest  15 
seconds. 

Third  application:  15  to  40  seconds,  425  to  575  ma., 
with  new  wire. 

As  a  rule  there  was  a  little  reaction  consisting 
of  slight  temperature,  pain,  frequency,  burning, 
and  distress.  In  carcinoma  there  may  be  more 
reaction.  The  amount  of  reaction  is  the  guide 
to  repetition  of  treatment.  He  gives  one  week 
to  ten  days  as  the  interval. 

Four  cases  have  remained  cured  eighteen 
months,  sixteen  months,  four  months,  and  three 
months,  respectively;  one  case  improved,  died  of 
uraemia  one  year  after;  and  one  case  was  still 
under  treatment. 

In  an  exhaustive  article  appearing  in  Novem- 
ber 1913,  Young  (49)  reported  117  cases  of  vesical 
tumors  of  which  21,  17  per  cent,  were  benign 
and  96,  83  per  cent,  were  malignant.  These 
cases  were  treated  as  follows:  (i)  suprapubic 
excision,  43,  (2)  fulguration,  19,  (3)  suprapubic 
drainage,  22,  (4)  suprapubic  partial  excision  and 
destruction  of  base  by  cauterization  or  high- 
frequency  current,  5,  (5)  no  treatment,  28. 

He  stated  that  benign  tumors  were  relatively 
infrequent,  and  unless  cured,  almost  always  be- 
came malignant. 

I.    (a)  Suprapubic  excisions 47  cases 

^?  ^!ll?!}f!?.^^L'?!^!iK''^°P^  \  80  per  cent 


2  malignant  clinically 
12  benign  (8  microscopically,  4  clinically),  4  recurred 
as  malignant,  i  showed  beginning  malignancy,  and 
15  per  cent  continued  benign. 
(b)  Excision  with  pedicle  and  portion  of  mucosa ...  23  cases 
9  benign 
4  became  malignant 

1  died  of  embolism 

2  cured  four  years 
I  result  unknown 

1  extensive  benign  recurrence. 
14  malignant 

2  cures;  i  six  years,  i  two  years. 

12  recurred,  with  death  in  short  time. 

Young  says,  "These  results  are  extremely  bad; 
not  nearly  so  good  as  obtained  by  fulguration, 
and  show  in  a  striking  way  the  inadequacy  of  the 
suprapubic   excision,   even  when  great  care  is 


taken  to  avoid  implantation  and  to  thoroughly 
remove  the  tumor  after  clamping  the  pedicle." 

(c)  Excision  of  tumor  with  more  extensive  removal 

of  adjacent  vesical  mucosa 4  cases 

1  case  well  after  2J/3  years, 

2  cases  had  prompt  recurrence, 

I  died  of  carcinoma  of  liver  and  stomach  2}^  years 
after  operation. 

(d)  More  or   less  extensive   resection  of  entire   thick- 

ness of  bladder  wall  adjacent  to  tumor 20  cases 

3  benign 
2  cured,  one  year 
1  result  unknown 
17  carcinoma,  7  hopeless  at  operation 
5  cured,  one  to  ten  years 
I  of)eration,  recurrence  at  one  year 
I  operation,  recurrence  at  two  and  a  half  years 
I  six  years  post-operative,  nine  years  post-operat- 
ive, inoperable,  infiltration  behind  bladder. 
I  cure,  5  years 
I  cure,  I  year 

I  cure,  1  year,  died  of  uraemia 
I  cure,  I  year,  died  of  recurrence  20  months 
I  cure,  2>^  years,  recurrence  5^  years. 

These  results  Young  considers  very  gratifying. 

2.    Fulguration  (d'Arsonval  or  Oudin) 

1 2  benign  cases  treated  through  cystoscope 
I  cure  6  months 
I  cure  4  months 
I  cure  6  months 
I  cure  9  months 
I  cure  15  months 
I  cure  6  months 
I  cure  18  months 
I  cure  I  year 
I  cure  5  months 
I  cure  I  year 
I  cure  4  months 
I  case  still  under  trearment. 

Young  believes  these  results  show  the  great 
superiority  of  this  method  over  suprapubic  ex- 
cision in  benign  cases,  "especially  as  some  of  the 
cases  were  so  extensive  that  the  whole  bladder 
practically  would  have  to  be  excised." 

The  high-frequency  current  gave  unsatisfactory 
results  in  almost  all  cases  which  proved  malignant. 

One  case  in  which  the  high-frequency  current 
was  unsatisfactory  is  now  cured  one  year  after 
suprapubic  resection  of  part  of  the  bladder. 

In  four  cases  with  partial  destruction  of  the 
tumor  by  the  high-frequency  current  there  was 
an  improvement  in  the  frequency  and  difl&culty 
of  urination,  but  all  died  of  metastasis. 

In  one  case  of  carcinoma  there  was  a  wonder- 
ful disappearance  of  the  growth. 

In  three  cases  splendid  results  were  obtained 
by  a  combination  of  suprapubic  partial  excision, 
cauterization  with  Paquelin  cautery  and  high- 
frequency  current. 

"It  is  possible,"  Young  says,  "to  destroy 
malignant  vesical  tumors  if  the  spark  is  strong 
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enough  and  the  bladder  filled  with  air;  so  recently 
I  have  applied  fulguration  through  an  open-air 
endoscopic  cystoscope.  It  is  evident  that  ex- 
tremely thorough  cauterization,  by  Paquelin  or 
electricity,  can  successfully  destroy  vesical  car- 
cinoma if  care  is  taken  about  preventing  implanta- 
tion and  to  thoroughly  destroy  the  base  of  the 
growth." 
Summary  of  carcinoma  cases : 
12  treated    by    cauterization    through     suprapubic 

wound. 
3  are  well. 
I  small  recurrence. 

1  bladder  free,  retrovesical  metastasis. 
5  died. 

2  rapidly  losing  ground. 

Young's  conclusions  are  as  follows: 

1.  Visual  excision  is  utterly  inadequate  and 
is  followed  in  both  benign  and  malignant  cases 
by  prompt  recurrence. 

2.  Cautery  is  an  extremely  valuable  agent 
with  suprapubic  or  intraperitoneal  operations. 
There  are  some  brilliant  cures,  even  in  apparently 
hopeless  cases. 

3.  Carcinoma,  except  extensive  cases,  is  best 
treated  by  suprapubic  resection. 

4.  For  benign  tumors,  the  high-frequency 
current  seems  thoroughly  satisfactory  but  should 
be  vigorously  applied. 

In  tabulating  further  observations  on  the  use 
of  the  high-frequency  spark  for  the  relief  of  pro- 
static obstruction  in  selected  cases,  the  writer  (50) 
added  8  cases  to  the  14  previously  reported, 
making  a  total  of  22  cases  treated  to  August,  1913. 
Of  the  22  cases,  8  were  malignant,  the  disease 
being  advanced,  inoperable,  and  the  obstruction 
complete.  The  obstruction  in  each  of  these 
cases  was  relieved  so  that  the  patients  were  able 
to  void  or  partially  empty  the  bladder  and  at 
times  pass  a  soft  catheter. 

The  benign  cases,  14  in  number,  were  as 
follows : 

1.  Small  fibrous  prostate  constricting  the 
vesical  orifice,  one  case.  The  patient  had  been 
operated  upon  by  perineal  incision  and  stretch- 
ing of  the  vesical  neck  with  very  little  relief 
and  partial  incontinence  since  the  operation. 
The  patient  was  greatly  relieved  by  a  partial 
destruction  of  the  prostatic  collar  with  the  high- 
frequency  spark,  ease  of  voiding,  loss  of  frequency, 
and  better  control. 

2.  Median  prostatic  enlargement  of  prostatic 
isthmus,  2  cases,  the  symptoms  were  relieved 
and  both  patients  emptied  the  bladder. 

3.  Small  median  lobes  without  general  pro- 
static enlargement,  3  cases.  Relief  of  symptoms, 
no  residual. 


4.  Moderate  general  adenoma,  one  a  case  of 
diabetes  where  prostatectomy  was  not  to  be  con- 
sidered, and  a  second  where  operation  was  refused. 
Symptoms  disappeared.     Residual  eliminated. 

5.  Prostatic  nodules  left  after  incomplete 
prostatectomy,  4  cases.  In  all  of  these  patients 
cystitis  and  atony  were  present.  Three  were 
improved,  the  residual  diminished,  and  in  the 
fourth  the  residual  eliminated. 

The  experience  of  the  writer  led  to  the  con- 
clusions: that  when  a  vesical  obstruction  was 
caused  by  a  small  amount  of  tissue,  this  could 
be  destroyed  and  the  obstruction  relieved  by 
application  of  the  high-frequency  spark,  and  that 
this  was  the  method  of  choice  in  these  cases. 
In  no  case  was  it  undertaken  when  a  general 
adenoma  was  present  unless  the  patient's  condi- 
tion eliminated  the  possibility  of  prostatectomy 
or  the  patient  refused  an  open  operation.  In  the 
cases  presented,  (i)  the  cases  of  small  fibrous 
prostate,  median  bar  and  small  lobe  obstructions, 
without  general  enlargements  were  symptomat- 
ically  cured;  (2)  the  other  cases  of  obstruction, 
i.e.,  general  adenoma  and  cases  of  incomplete 
prostatectomy  with  atony,  were  improved. 

In  the  Year  Book  of  the  Pilcher  Hospital, 
P.  M.  Pilcher  (51)  makes  the  following  state- 
ments: "We  believe  that  one  can  obtain  better 
and  more  permanent  results  in  treating  bladder 
tumors  by  avoiding  the  use  of  the  knife  whenever 
possible.  If  the  treatment  is  inefifectual  through 
the  cystoscope,  a  suprapubic  cystotomy  is  per- 
formed, but  no  attempt  is  made  to  remove  the 
tumor  by  resecting  the  bladder.  Our  present 
method  of  treatment  consists  in  destroying  the 
tumor  more  by  actual  cautery  and  deep  pene- 
tration of  the  base  with  the  bipolar  spark."  He 
considered  the  Oudin  current  best  for  ordinary 
papilloma  and  the  d'Arsonval  current  best  for 
recurrent  growths. 

Without  mentioning  the  type  of  prostatic  en- 
largement or  obstruction.  Beer  (52)  stated  that 
the  transurethral  cauterization  with  Bottini  in- 
cision as  well  as  with  the  high-frequency  current 
seemed  to  have  only  temporary  effect. 

Pedersen  (53)  reported  a  case  of  extensive 
adenocarcinoma  of  the  bladder  and  intestines  in 
which  he  used  the  high-frequency  current  with- 
out success.  Also  two  cases  of  papilloma,  one 
cured  in  four  months  and  a  second  in  two  months. 

Newman  (54)  says,  "Operations  employed  for 
removal  of  neoplasms  in  the  bladder  are: 

"i.  Excision  of  tumor  through  suprapubic 
opening  with  knife  or  cautery. 

"2.    Partial  resection  of  bladder  wall. 

"3.   Total  excision  of  bladder. " 
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It  is  not  necessary  to  refer  to  the  method  of 
removing  growths  per  urethra  with  the  aid  of 
the  cystoscope  employed  by  Nitze  and  others, 
as  the  suprapubic  route  having  many  advantages 
is  now  always  adopted.  He  reports  two  cases 
of  simple  papilloma  operated  by  the  suprapubic 
route,  and  one  case  of  adenopapilloma  treated  by 
suprapubic  excision. 

Stevens  (55)  cited  the  two  cases  previously 
reported  of  prostatic  obstruction  relieved  by  high- 
frequency  current  and  gave  a  third  case  of  median 
bar  where  the  residual  was  reduced  from  3  to  6  oz. 
to  1.5  oz.  Two  other  cases  did  not  tolerate 
instrumentation,  so  the  treatment  was  discon- 
tinued. 

The  residual  was  cut  down  from  5  oz.  to  6  dr. 
in  a  case  of  transverse  cicatrix  after  a  suprapubic 
prostatectomy,  by  four  applications  of  the  high- 
frequency  current  by  Bangs  (56). 

Uhle  (57)  considered  the  d'Arsonval  current 
more  penetrating  than  the  Oudin.  In  two  cases 
he  noticed  a  recurrence  after  six  months  in  treat- 
ing a  vesical  papilloma  with  the  high-frequency 
current.  The  recurrences  were  treated  and  they 
were  free  at  the  time  of  writing,  one  and  a  half 
months. 

One  case  had  been  cured  one  year,  another  six 
months,  two  cases  two  weeks,  one  case  was  under 
treatment,  one  diagnosis  doubtful;  in  one  case  of 
cancer  the  bleeding  was  controlled  under  treat- 
ment, and  in  three  other  cases  of  cancer  the 
bleeding  was  controlled  but  the  patients  died 
later. 

Clark  (58)  described  desiccation  as  between 
hypersemia  and  carbonization,  a  rapid  dehydra- 
tion of  tissues,  rupturing  the  cell  capsule  and 
transforming  it  into  a  dry  mass.  He  stated  that 
recent  experience  justified  the  hope  that  in  select- 
ed cases  desiccation  may  be  of  service  in  prostatic 
hypertrophy  treated  by  the  urethral  route.  He 
also  used  the  same  method  for  urethral  papilloma, 
caruncle,  granulations,  etc.  The  sterilization  is 
somewhat  deeper  than  the  area  destroyed  on 
account  of  heat  penetration.  The  advantages 
over  cautery  and  chemical  escharotics  are:  (i) 
absence  of  much  inflammatory  reaction;  (2)  no 
contracted  cicatrix,  therefore  less  likelihood  of 
stricture. 

In  the  destruction  of  local  tuberculous  bladder 
ulcerations  secondary  to  kidney  tuberculosis 
which  do  not  clear  up  after  nephrectomy,  Heitz- 
Boyer  (59)  employed  the  high-frequency  current. 
He  stated  that  it  was  necessary  to  destroy  sur- 
rounding tissues  for  at  least  1  cm.  outside  the 
lesion. 

Bremerman  (60)  reported  31  cases  of  benign 


papillomata  treated  by  the  high-frequency  cur- 
rent with  one  recurrence  and  this  cleared  up  with 
the  same  treatment.  He  begen  at  once  to  treat 
the  base  of  the  tumor  and  treated  the  whole  base 
at  one  sitting. 

Moloney  (61)  applied  the  high-frequency  cur- 
rent to  a  calculus  in  a  diverticulum  of  the  blad- 
der. After  56  treatments  the  calculus  finally  got 
into  the  bladder.  He  does  not  know  whether 
the  passage  of  the  stone  was  due  to  the  action  of 
the  current  or  to  the  dilatation  of  the  orifice  of 
the  diverticulum. 

It  is  now  five  years  since  the  high-frequency  cur- 
rent was  first  employed  to  destroy  vesical  papil- 
lomata, and  following  that  for  the  destruction 
of  other  tissues  in  the  urinary  tract.  It  has  been 
definitely  proved  that  this  current  will  destroy 
tissue  superfically  by  actual  cell  disintegration 
when  appUed  as  a  monopolar  (Oudin)  current, 
and  more  deeply  when  applied  as  a  bipolar 
(d'Arsonval)  current.  The  question  is  when  and 
how  to  apply  it. 

In  the  treatment  of  papilloma  of  the  bladder 
and  urethra,  the  reports  of  33  surgeons  collected 
by  Beer  in  19 14,  showed  that  it  was  the  method  of 
choice  in  these  cases.  Reports  since  then  substan- 
tiate this  fact.  Young's  comparison  with  the 
treatment  by  excision  is  convincing.  The  writer 
has  to  date  used  the  high-frequency  current  in 
56  cases  of  vesical  papilloma  which  were  clinically 
benign.  There  have  been  recurrences  in  6  cases. 
These  recurrences  were  easily  destroyed  by  fur- 
ther applications  of  the  current.  In  one  case  of 
extensive  involvement  of  the  bladder  wall  (almost 
complete)  the  bladder  was  opened,  the  entire  sur- 
face cauterized  with  the  Paquelin  cautery,  and 
recurrences,  which  appeared  almost  at  once, 
were  treated  with  the  high-frequency  current. 
This  patient  died  of  anaemia  from  haemorrhage. 
Following  applications  of  the  high-frequency 
spark  to  the  pedicle  of  a  papilloma  in  another 
case,  the  bladder  filled  with  blood-clots  neces- 
sitating a  suprapubic  cystotomy,  removal  of 
clots,  excision  of  growth,  and  cauterization  of  the 
base.  There  has  been  no  recurrence  in  two  years 
in  this  case.  Application  of  the  spark  usually 
causes  a  cessation  of  bleeding. 

The  d'Arsonval  current  should  first  be  ap- 
plied to  a  papilloma,  one  pole  buried  in  the 
villi,  the  other  over  the  buttock.  A  current 
of  200  milliamperes  is  usually  sufficient  and 
should  be  given  at  repeated  intervals,  each  ap- 
plication being  sufficient  to  char  the  entire  sur- 
face of  the  growth.  When  two-thirds  of  the 
growth  has  been  destroyed,  the  Oudin  current 
should  be  substituted  and  the  destruction  pro- 
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ceeded  with  more  cautiously  until  the  entire 
growth  has  disappeared.  In  working  close  to 
the  bladder  wall,  an  oedema  of  the  mucous  mem- 
brane takes  place  which  resembles  infiltrating 
carcinoma.     This  disappears  within  a  few  weeks. 

Any  catheterizing  cystoscope  can  be  used  for 
this  purpose,  and  there  should  be  no  trouble  with 
short  circuiting.  Aside  from  the  two  cases 
above  mentioned,  the  remaining  54  of  the  writer's 
cases  have  progressed  favorably,  the  entire  growth 
being  destroyed. 

It  is  advisable  in  all  cases  of  papilloma  to  make 
a  cystoscopic  examination  once  a  year.  Thus 
small  recurrences  may  be  discovered  early  and 
treated  at  once. 

How  shall  we  differentiate  a  benign  from  a 
malignant  papilloma?  This  is  often  very  diffi- 
cult from  the  clinical  and  microscopical  stand- 
point. Malignant  papillomata  are  more  often 
multiple,  appear  on  the  lateral  and  anterior 
bladder  walls,  have  broader  pedicles,  appear 
more  stocky,  bleed  easily,  and  cause  more  marked 
symptoms  of  vesical  irritability  and  pain.  The 
removal  of  a  section  for  diagnosis  is  not  always 
satisfactory.  These  tumors  are  often  both  malig- 
nant and  benign  and  the  section  removed  may  not 
reveal  the  carcinoma. 

Malignant  papillomata  do  not  react  favorably 
to  the  high-frequency  current.  In  2  cases  of 
the  writer's  in  which  it  was  employed,  one  showed 
signs  of  toxaemia  and  metastases  developed  rapidly, 
the  vesical  symptoms  were  aggravated.  In  a 
second  case,  after  two  applications  of  the  d'Arson- 
val  current,  the  growth  was  covered  with  a 
slough,  but  the  vesical  symptoms  were  severe — 
frequency,  burning  urination,  and  pain  in  the 
bladder — and  a  wide  resection  of  the  bladder  was 
made.  In  this  case  a  wide  infiltration  of  the 
bladder  had  taken  place  and  the  question  arises 
as  to  whether  the  application  of  the  current  had 
not  hastened  its  spread.  A  third  case  treated  by 
excision  and  cauterization  has  been  free  from 
recurrence  for  one  year. 

In  diffuse  carcinoma  of  the  bladder  wall, 
with  painful,  frequent  urination,  haematuria,  and 
difficult  urination,  much  can  be  done  to  relieve 
the  symptoms  by  occasional  applications  of  the 
d'Arsonval  current.  A  current  of  200  milli- 
amperes  is  sufficient.  The  writer  has  applied  this 
current  using  an  olive,  metal-tipped  electrode  in 
the  bladder,  the  second  electrode  over  the  but- 
tocks for  a  total  of  three  minutes,  at  periods  of 
a  week  apart  until  the  bleeding  is  controlled,  then 
a  month  or  more  apart,  according  to  the  symp- 
toms. Other  cases  so  treated  by  the  writer 
lived  for  periods  of  from  six  months  to  two  years. 


dying  of  metastases,  during  which  time  bleeding 
was  absent,  pain  slight,  and  frequency  lessened. 
All  were  able  to  void.  The  writer  has  3  similar 
cases  under  his  care  at  the  present  time;  one  for 
twelve  months,  one  for  eight  months,  and  one 
for  six  months.  They  are  all  voiding  without 
pain,  have  no  haematuria,  and  are  more  comfort- 
able than  if  they  had  submitted  to  an  operation 
which  would  have  amounted  to  a  nearly  total 
cystectomy. 

The  application  of  the  d'Arsonval  current  by 
means  of  graduated  oliv£-tipped  bougies  as  sug- 
gested by  Buerger,  for  dilatation  of  the  ureter 
in  assisting  the  passage  of  ureteral  calculi,  or  the 
Oudin  spark  for  the  release  of  calculi  lodged  at 
the  ureteral  mouth,  as  applied  by  Furniss,  is 
worthy  of  trial. 

In  a  series  of  46  cases  of  impacted  ureteral 
calculi  seen  by  the  writer  in  the  past  twenty-eight 
months,  in  6  the  calculus  was  too  large  to  pass, 
although  located  within  the  lower  5  cm.  of  the 
ureter,  and  was  removed  by  open  operation.  No 
attempt  was  made  in  these  cases  to  dilate  the 
ureter.  In  another  case  repeated  attempts  have 
been  made  over  a  period  of  nine  months  to  dilate 
the  lower  ureter;  the  calculus  has  moved  to  a 
point  I  cm.  from  the  bladder,  but  has  not  moved 
from  this  position  in  four  months.  Two  more 
cases  were  dilated,  but  have  not  returned  for 
further  observation  and  the  result  is  not  known. 
In  39  cases  the  calculi  were  passed.  Of  these 
39  cases,  6  were  treated  by  the  passage  and 
manipulation  of  filiforms,  ureteral  catheters,  and 
the  injection  of  oil  into  the  ureter;  in  the  re- 
maining ;^^,  either  the  Oudin  current  was  applied 
to  the  ureteral  mouth  with  the  wire  electrode,  or 
the  ureter  was  dilated  with  olivary  bougies  with 
which  the  d'Arsonval  current  was  applied.  The 
d'Arsonval  current  probably  aids  in  the  dilatation 
and  the  Oudin  stretched  mucous  membrane,  thus 
enlarging  the  orifice. 

In  one  case  a  cicatrization  took  place  at  the 
ureteral  orifice,  following  repeated  applications  of 
the  d'Arsonval  current  of  250  milliamperes. 
The  cicatrix  was  stretched  by  a  further  dilatation 
of  the  ureter  with  the  olivary  tips. 

The  longer  ureteral  calculi  remain  impacted 
in  the  lower  ureter,  the  smaller  are  the  chances 
of  releasing  them.  In  assisting  in  their  passage 
it  is  usually  a  question  of  changing  the  axis  of  the 
calculus,  relying  on  the  pressure  from  behind 
to  force  it  on.  This  can  be  accomplished  with  a 
filiform  or  ureteral  catheter.  A  dilatation  of 
the  ureter  from  below  may  be  more  easily  ac- 
complished with  the  olive  tips.  A  calculus  im- 
pacted  at    the   ureteral   orifice   may   be   freed 
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by  destroying  the  mucous  membrane  around  it 
with  the  high-frequency  spark.  The  resultant 
damage  is  slight. 

The  application  of  the  high-frequency  spark 
for  the  relief  of  obstructions  of  the  vesical  neck 
in  selected  cases  has,  in  the  hands  of  the  writer, 
proved  a  valuable  adjunct.  The  cases  must 
be  carefully  selected.  As  a  method  of  choice 
it  is  best  applied  in  those  cases  where  the  obstruc- 
tion is  caused  by  a  small  amount  of  tissue,  as  in 
hypertrophy  of  the  mucous  membrane,  in  chronic 
inflammation  of  the  trigone  and  vesical  neck  in 
both  the  female  and  male,  in  median  bar  obstruc- 
tions, cicatrices,  small  median  lobe  prostatic  ob- 
structions, and  in  small  fibrous  prostates.  In 
these  cases,  the  Oudin  spark  is  used,  the  applica- 
tions being  made  at  intervals  of  a  week  or 
more,  preferably  at  intervals  of  several  weeks, 
until  the  obstruction  is  relieved. 

In  cases  of  general  adenoma  of  the  prostate, 
where  operation  is  contra-indicated  by  the  con- 
dition of  the  patient,  much  relief  can  be  obtained 
by  burning  through  the  prostatic  obstruction  and 
repeating  the  applications  at  intervals  of  six 
months  or  a  year. 

In  carcinoma  of  the  prostate,  inoperable,  with 
retention,  much  can  be  done  to  relieve  the  patient 
by  destroying  the  surface  of  the  growth,  thus 
enlarging  the  vesical  orifice.  Frequency,  tenes- 
mus, pain,  and  bleeding  are  lessened  and  all  but 
the  frequency  may  disappear. 

In  1913  the  writer  reported  22  cases  of  vesical 
obstruction  treated  by  this  means.  Since  then 
he  has  had  35  cases,  making  a  total  of  57  cases. 
They  represent  the  following  types: 

Carcinoma  of  prostate  and  bladder  wall 12 

Small  median  lobe  obstruction  without  lateral  lobe  en- 
largement    7 

Median  bar  obstruction 9 

Small  fibrous  prostate 4 

General  adenoma  of  the  prostate 9 

Cicatrix  at  the  vesical  neck 2 

Chronic  inflammation  of  the  vesical  neck  with  hyper- 
trophy of  mucous  membrane 4 

Prostatic  nodules  remaining  after  incomplete  prostatec- 
tomy    4 

Tabes 3 

Lateral  lobe  enlargement 3 

57 
The  cases  of  carcinoma  were  all  inoperable. 
Some  relief  from  symptoms  was  obtained  in  every 
instance.  Three  are  still  under  observation, 
the  others  have  died  of  metastases  or  intercurrent 
disease.  One  case  of  complete  retention  from  a 
hard  diffuse  carcinoma  of  the  prostate  and  bladder 
wall,  treated  for  the  last  time  eight  months  ago, 
has  been  able  to  return  to  work,  and  has  gained 


weight;  the  residual  has  been  reduced  to  3  oz. 
and  there  are  no  urinary  symptoms  other  than 
urinating  every  three  hours. 

In  5  of  the  small  median  lobe  obstructions,  the 
.symptoms  have  been  markedly  relieved  —  one  is 
improved  and  the  other  case  reports  that  he  is 
about  the  same  as  before  treatment. 

In  all  the  median  bar  obstructions  as  well  as 
those  due  to  cicatrix  and  chronic  inflammation  of 
the  vesical  neck,  the  residual  has  been  eUminated. 

The  cases  of  small  fibrous  prostates  have  im- 
proved, two  are  still  under  treatment. 

In  the  2  cases  of  tabes,  the  residual  was  re- 
duced in  one  case  from  8  oz.  to  2  oz.,  and  in  the 
other  from  2  to  3  oz,  to  i  to  2  drams. 

In  the  cases  of  incomplete  prostatectomies 
with  nodules  of  prostate  remaining  about  the 
vesical  neck,  partial  relief  was  obtained  in  each 
instance,  although  all  had  atonic  bladders  with 
chronic  cystitis. 

The  cases  of  general  adenoma  were  all  suitable 
for  prostatectomies  as  far  as  the  prostate  was 
concerned.  Five  patients  refused  operation  and 
in  4  the  general  condition  of  the  patients  pro- 
hibited it.  Three  of  these  patients  have  died  of 
intercurrent  disease.  Two  are  symptomatically 
relieved.  Three  are  still  under  treatment  and 
improved.  In  8  the  residual  was  reduced,  the 
frequency  lessened.  In  one  case  there  was  no 
improvement.  This  was  in  an  exceedingly  large 
prostate  where  manipulation  even  with  a  specially 
made  cystoscope  was  exceedingly  difficult.  In 
this  one  case  only,  the  d'Arsonval  current  was 
used.  The  patient  has  complained  of  pains  in 
the  joints  since  the  treatment  and  it  is  probable 
that  these  symptoms  are  due  to  absorption  from 
prostatic  tissue  destroyed  and  not  cast  off. 

The  cases  of  lateral  lobe  enlargement  have 
shown  little  improvement,  probably  due  to  the 
inability  to  destroy  enough  prostatic  tissue. 

There  are  many  factors  entering  into  this 
method  of  treatment  which  should  be  observed. 

1.  The  selection  of  cases. 

a.  Vesical  obstructions  caused  by  a  small 
amount  of  tissue  are  most  suitable. 

b.  Where  one  seeks  a  partial  relief  of  symptoms 
in  an  inoperable  case  or  where  operation  is  refused. 

2.  Technique. 

a.  Gentle  manipulation. 

b.  The  use  of  a  small,  close  vision  cystoscope 
with  a  deflector. 

c.  The  destruction  of  a  small  amount  of  tissue 
at  each  treatment. 

d.  Treatments  at  wide  intervals,  only  repeated 
when  all  symptoms  from  the  former  treatment 
have  disappeared. 
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e.   Treatment  of  cystitis  if  present. 
The  advantages  of  this  treatment  are: 

1.  An  anaesthetic  is  unnecessary. 

2.  The  operation  is  performed  by  sight. 

3.  There  is  little  or  no  pain. 

4.  There  is  but  slight  reaction. 

5.  There  is  no  haemorrhage,  and  bleeding  is 
stopped  if  present  before  applying. 

6.  No  ulcerated  surface  or  cicatrix  is  left  after 
the  dead  tissue  has  come  away. 

7.  The  patient  is  not  incapacitated. 

8.  The  progress  can  be  watched  by  the  cysto- 
scope. 

The  disadvantagps  are: 

1 .  The  length  of  time  required  to  treat  a  case — 
often  several  months. 

2.  The  necessity  of  destroying  only  a  small 
amount  of  tissue  at  one  time. 

3.  Increasing  (temporarily)  of  vesical  irritabil- 
ity where  cystitis  is  present. 

4.  Difficulty  of  manipulation  in  some  cases. 

5.  Amount  of  after-care  necessary  in  many 
cases. 

Papilloma  of  the  urethra  is  rare,  but  when 
present  can  be  easily  destroyed  by  a  mild  Oudin 
spark  applied  through  the  close  vision  cystoscope 
or  urethroscope.  The  writer  has  applied  the 
spark  with  success  in  two  cases. 

In  certain  cases  of  hypertrophy  of  the  verumon- 
tanum  the  high-frequency  current  may  be  applied 
with  beneficial  results.  In  one  case  of  the 
writer's,  one  application  of  the  d'Arsonval  cur- 
rent (150  milliamperes)  was  followed  by  occlusion 
of  the  right  ejaculatory  duct  and  an  acute  seminal 
vesiculitis.  The  occlusion  was  relieved  and 
symptoms  disappeared  in  five  days.  In  two  other 
cases,  the  Oudin  spark  was  applied  through  the 
close  vision  cystoscope  with  success. 

For  the  destruction  of  herpetic  ulcers,  venereal 
warts,  and  the  treatment  of  chancroids  the 
high-frequency  spark  has  long  been  used.  A  short 
Oudin  spark  suffices  to  accomplish  the  results  and 
probably  does  this  better  than  any  other  method 
of  treatment. 

SUMMARY 

1.  The  high-frequency  current  is  an  alternat- 
ing current  of  from  one  to  two  million  oscillations 
per  second.  When  used  as  a  monopolar  Oudin 
current  it  causes  superficial  destruction  of  tissue, 
or  when  used  as  a  bipolar  d'Arsonval  current  it 
causes  deeper  destruction. 

2.  Used  in  the  urinary  tract  it  is  the  method 
of  choice  in  dealing  with  benign  papillomata 
of  the  bladder. 

3.  Malignant  papillomata  and  circumscribed 
carcinoma  of  the  bladder  wall  are  best  treated  by 


wide  resection  of  the  bladder  wall  and  destruc- 
tion of  recurrences  by  the  d'Arsonval  current. 

4.  In  cases  of  extensive  carcinoma  of  the  blad- 
der wall,  the  growth  may  be  retarded  and  symp- 
toms lessened  by  the  d'Arsonval  current. 

5.  Certain  types  of  vesical  obstruction — due 
to  a  small  amount  of  tissue — may  be  cured  by  the 
destruction  of  this  tissue  with  the  Oudin  spark. 

6.  Inoperable  cases  of  vesical  obstruction  can 
be  partially  relieved  by  destruction  of  tissue 
about  the  vesical  neck. 

7.  Failure  will  follow  attempts  to  relieve  such 
obstructions  unless  care  is  exercised  in  manipula- 
tions, and  the  treatments  are  given  at  wide  inter- 
vals, a  small  amount  of  tissue  being  destroyed  at 
each  treatment. 

8.  The  d'Arsonval  current  probably  assists  in 
dilating  the  ureter  with  the  olivary  bougie,  and 
the  Oudin  spark  may  be  an  aid  in  releasing  a  cal- 
culus lodged  in  the  lower  ureter  or  at  the  ureteral 
orifice. 

9.  The  Oudin  spark  may  be  of  assistance  in 
reducing  a  hypertrophy  of  the  verumontanum 
or  in  destroying  a  urethral  papilloma. 

10.  The  Oudin  spark  is  probably  the  best 
known  agent  for  curing  venereal  warts,  herpetic 
ulcers,  and  chancroids. 
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SURGICAL  TECHNIQUE 

ANiESTHETICS  7-  The  pulse  remains  full  and  strong  and  the  lips 

assume  a  cherry  red  color. 

Widdowson,  F.  R. :  Anaesthesia  with  a  Description  The  following  is  a  comparative  report  of  200  cases 

°'  '?/  ^^^^  ^r^^f  Apparatus.     Rrporl  Jeffer-  ^f  ^^her  administration,  100  of  which  were  adminis- 

son  M.  Coll.  <s'  Hasp.,  1915,  vi,  86.  ^^^^^  j^^  ^j^^    ^,jjg  j^^^^j^^.   ^^^  ^^j^^^   ^^  ^^  ^^^ 

Ether    and    chloroform    properly    related     and  Roth  Drager. 

administered  with  oxygen  still  hold  first  place  in  .           ,    _,,    r         u   •                             ^^^^      ^'^^^  DrSger 

,       .                       .     c              •                    .  •                A    1            1  Average  length  ol  anaesthesia 51  minutes      44  minutes 

producmg  narcosis  for  major  operations.      A  knowl-  Average  time  for  surc;ical  anasthesia 14  minutes      14  minutes 

edge  of  the  proper  use  and  relation  of  the  different  Average  time  for  operation 34  minutes      30  minutes 

.\_    .•               .           J  ii.    •        1       .    -•        i     .1         1        •  Average  time  for  recovery 66  minutes      43  mwutes 

anaesthetic  agents  and  their  adaptation  to  the  physi-  Average  weight  per  patient 128  pounds    133  pounds 

cal  conditions  found  in  each  case  requires  a  training  '^"ci'V    •.■•:•. ^o cases         locases 

,          .               ii     ^      f          1        •    •  Vomiting  during  administration 3  cases            2  cases 

as  comprehensive  as  that  of  a  physician.  Post-operative  nausea 80  cases           39 cases 

The  administration  of  this  form  of  anaesthetic  is  Post-operatjve  vomiting 69  cases         30  cases 

.,             J                 1^1                         1  •   1       1    i_       ,  1  rost-operative  headache ii  cases            lo  cases 

easily  and  completely  accomphshed  by  the  proper  Postoperative  thirst 84  cases        80  cases 

adaptation  and  employment  of  the  Roth  Drager  Average  amount  of  ether 7.980Z.         2^9702. 

^      ,              Tt     •                    A-cc.       li    i                           i       iU  Average  cost  of  oxygen  per  patient $0.62 

apparatus.     It  is  very  difncult   to  convey  to  the 

reader  a  conception  of  the  mechanism  of  this  appara-  The  above  estimated  cost  is  based  on  the  use  of 

tus  without    a  diagram,  sufficient    to    say  that    it  the  low-pressure  oxygen  tank.     By  the  use  of  the 

operates  under  the  force  and  pressure  of  oxygen,  high-pressure  oxygen  tank  the  cost  can  be  reduced 

This  oxygen  flows  in  a  constant  stream  in  such  a  to  about  20  cents, 
way  as   to   produce   suction,   thereby  causing   the 

ana;sthetic  to  drop  into  the  oxygen  stream.     The  Fauntleroy,  A.  M.:  Shock,  Anoci-Association,  and 

impact  of  the  oxygen  bursts  the  anesthetic  drop,  Anaesthesia.     Vtrg.  M.Semt-Month.,  1915,  xx,  244. 

causing  instant  and  complete  volatilization.     This  The  ideal  anaesthetic  has  not  been  discovered, 

admixture  of   anaesthetic   and  oxygen   traverses   a  but  the  first  consideration  in  selecting  an  anaesthetic 

distance  of  about  five  feet  by  way  of  the  economizer  is  the  factor  of  expert  knowledge  of  administration, 

bag,  connecting-tube,  and  face  mask  to  the  respira-  Whereas   ether  is  justly  regarded   as   safer  than 

tory  passages  of  the  patient.  chloroform,   and   nitrous   oxide   safer  than   either, 

The  following  observations  were  noted  by  the  neverthless,  in  expert  hands,   either  one  of  these 

author  during  the  employment  of  the  apparatus:  anaesthetics,  unless  especially  contra-indicated,  can 

1.  Patients  do  not  object  to  the  face  mask  or  be  used  with  practically  equal  safety.  The  other 
complain  of  any  smothering  sensation  during  its  factors  influencing  the  choice  of  an  anaesthetic 
use.  It  can  be  used  with  the  head  in  almost  any  are  those  which  have  a  direct  bearing  on  the  func- 
position  and  can  be  thoroughly  sterilized  by  boiling.  tions  of  circulation  and  respiration  and  the  con- 

2.  The  apparatus  is  simple  to  operate.  The  dition  of  the  organs  involved  in  the  vital  processes, 
induction  period  is  slightly  prolonged  and  is  almost  Many  of  the  objections  to  an  anaesthetic  can  be 
free  from  struggling,  spasm,  cyanosis,  or  coughing,  overcome  by  better  knowledge  of  the  particular 
even  in  alcoholics.  anaesthetic;     and    correct    administration    largely 

3.  The  temperature  of  the  anaesthetic  as  re-  decreases  the  deleterious  effect  on  the  patient, 
spired  is  about  that  of  the  surrounding  atmosphere.  When  ether  is  administered  skillfully  the  patient 
The  irritant  effect  of  the  anaesthetic  vapor  is  rarely  passes  quietly  into  the  stage  of  surgical  anaesthesia, 
complained  of,  and  as  a  result  mucus  is  rarely  en-  but  if  clumsily  given  the  four  stages  are  quite  well 
countered.  marked. 

4.  The  narcosis  is  wholly  satisfactory  and  suffi-  In  overdosing  with  ether  the  respiration  fails 
ciently  profound  for  any  surgical  procedure.  before  the  circulation,  and  restorative  measures, 

5.  The  so-called  continuous  drop  method  is  per-  if  not  too  long  delayed,  are  almost  invariably  suc- 
fectly  employed,  and  the  anaesthetist  has  complete  cessful.  In  general,  ether  is  indicated  whenever 
control  of  the  anaesthetic.  deep  anaesthesia  is  required,  as  for  amputations, 

6.  The  anaesthesia  is  uniform.  dislocations,    laparotomies,    and  •  in    conditions    of 
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shock  and  collapse.  Respiratory  disturbances  are  im- 
proved in  most  cases  by  ether.  It  is  to  be  preferred 
in  brain  and  neck  work,  and  does  no  more  harm  to 
the  kidneys  than  any  other  anaesthetic,  unless  they 
are  badly  damaged.  Ether  is  contra-indicated  in  high 
blood-pressure,  aneurism,  and  atheroma. 

There  are  two  practical  methods  of  administer- 
ing ether,  the  open  and  the  closed,  with  modifica- 
tions of  each.  By  the  first  method  the  ether  is 
given  drop  by  drop,  a  wire  mask  covered  by  several 
layers  of  gauze  being  used.  As  soon  as  the  patient 
is  able  to  take  a  stronger  vapor,  a  moist  towel  is 
wrapped  snugly  around  the  mask,  leaving  a  small 
area  in  the  center  for  the  free  passage  of  air.  Ten 
minutes  should  suffice  to  produce  a  condition  of 
surgical  anaesthesia,  characterized  by  regular  auto- 
matic breathing,  with  the  pupils  slightly  dilated 
but  reacting  to  light. 

The  closed  method  of  administration  was  the 
immediate  precursor  of  the  gas-ether  sequence. 
The  latter  method  consists  in  giving  one  or  two  bags 
full  of  nitrous  oxide  gas,  and  while  the  patient  is 
unconscious,  gradually  turning  on  the  ether.  A 
complicated  apparatus  is  required  and  except  in  a 
well-equipped  hospital  the  method  is  not  practical. 

The  intracheal  insufidation  method  has  been 
developed  in  connection  with  the  prevention  of 
collapse  in  intrathoracic  operations.  After  the 
ordinary  anaesthetization  a  tube  in  carried  down  to 
the  tracheal  bifurcation.  The  use  of  a  laryngoscope 
and  considerable  skill  are  necessary. 

Rectal  etherization  prevents  interference  with 
the  operator  in  head  and  neck  operations,  but  is 
slow  and  dangerous  and  has  been  supplanted  by  the 
intracheal  method. 

In  intravenous  etherization  from  one-half  to  one 
pint  of  normal  salt  solution  containing  seven  and 
one-half  per  cent  of  ether  is  allowed  to  run  into  a 
vein,  producing  complete  anaesthesia  in  from  three 
to  five  minutes.  It  is  claimed  that  the  dose  can  be 
more  accurately  measured  by  this  method  than  by 
any  other,  but  it  is  too  early  to  pass  final  judgement 
upon  it.  "  E.  K.  Armstrong. 

Schepeltnann,  E. :  By-  and  Af  ter-Eff  ects  of  Kulen- 
katnpfi's  Plexus  Anaesthesia  (Neben-  und  Nach- 
wirkungen  der  KulenkampfE'schen  Plexusanas- 
thesie).     Deutsche Ztschr.f.  Chir.,  1915,  cxxxiii,  558. 

Within  the  past  year  and  a  half  Schepelmann 
has  administered  KulenkampfT's  plexus  anaesthesia 


300  times,  and  in  this  article  reports  the  by-  and 
after-efTects  that  he  has  observed.  The  one  most 
frequently  observed,  the  so-called  Horner's  symp- 
tom-complex, is  quite  harmless.  It  consists  of 
paralytic  myosis,  and  sinking  back  of  the  eyes  in  the 
orbit,  often  associated  with  changes  in  the  sweat 
secretion  and  dilatation  of  the  blood-vessels,  as 
well  as  signs  of  paralysis  of  a  purely  sympathetic 
nature.  These  symptoms  are  probably  due  to  the 
needle  coming  in  contact  with  the  last  cervical 
and  first  dorsal  nerves  of  the  plexus;  they  are  gen- 
erally unnoticed  by  the  patient  himself  and  dis- 
appear within  one  and  one-half  to  three  hours. 
The  author  discusses  the  anatomy  and  physiology 
of  these  symptoms  and  gives  anatomical  illustra- 
tions.    They  occur  in  6  per  cent  of  the  cases. 

He  has  never  seen  marked  disturbance  of  the 
phrenic  after  plexus  anaesthesia;  a  paralysis  of  two 
fingers,  lasting  for  several  weeks,  he  does  not 
attribute  to  the  after-effects  of  the  novocaine  in- 
jection, but  to  injury  of  the  nerve  by  the  use  of  an 
Esmarch  bandage.  In  7  cases  he  observed  symp- 
toms of  slight  injury  to  the  pleura,  pain  in  the  thorax, 
difficulty  in  breathing,  paleness,  feeling  of  suffoca- 
tion, etc.  They  appeared  about  a  quarter  of  an 
hour  after  the  injection,  lasted  about  10  minutes 
and  were  easily  overcome  with  morphine.  Two 
of  these  patients  had  somewhat  severer  symptoms. 
The  most  serious  case  of  injury  led  to  pneumothorax, 
which  must  have  been  caused  by  directing  the 
needle  too  far  toward  the  midline  and  puncturing 
the  pleura  and  lung.  The  patient's  condition  was 
threatening  at  first.  The  pleural  cavity  was  punc- 
tured with  a  trocar  so  arranged  as  to  discharge  the 
expiratory  air,  without  allowing  air  to  enter.  The 
patient  improved  in  three  or  four  days  and  recovered 
completely  in  a  week.  In  two  patients  there  were 
symptoms  of  severe  psychic  disturbance,  which 
disappeared,  however,  within  a  few  minutes.  The 
author  thinks  they  were  due  to  the  injection  fluid 
passing  through  the  nerve-sheath,  under  the  dura 
mater  of  the  spine  and  so  to  the  brain.  Injection 
experiments  on  the  cadaver  with  methylene-blue 
solution  proved  the  possibility  of  such  a  course. 
The  author  concludes  that  the  occasional  appearance 
of  by-effects  does  not  detract  from  the  excellence  of 
the  method.  It  is  to  be  preferred  to  a  general  an- 
aesthetic; it  is  unnecessary  where  local  infiltration 
or  Oberst's  anaesthesia  is  sufficient.  Bilateral  plexus 
anaesthesia  should  never  be  given.  A.  Goss. 


SURGERY  OF  THE  HEAD  AND  NECK 


HEAD 

Schepelmann,  E. :  Plastic  Operation  on  the  Cheek 

(Myeloplastik).     Deutsche  Ztschr.    f.    Chir.,    1915, 
cxxxiii,  270. 

The  author  describes  the  case  of  a  35-year-old 
patient  who  had  to  have  the  greater  part  of  the  right 


cheek  removed  for  a  carcinoma.  He  was  also  suffer- 
ing from  ankylosis  of  the  right  jaw,  which  was  suc- 
cessfully treated  by  resection  of  the  condyle  of  the 
inferior  maxillary  and  the  interposition  of  a  flap  of 
soft  tissue.  To  cover  the  defect  in  the  cheek, 
Schepelmann  used  a  flap  of  skin  16  x  20  cm.  in  size, 
from  the  sternal,  right  parasternal,  and  mammary 
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region,  the  base  of  which  was  at  the  clavicle,  the 
lower  free  edge  being  sewed  to  the  skin  covering  the 
horizontal  ramus  of  the  maxilla.  The  wound 
where  the  skin  was  removed  was  covered  with 
Thiersch  transplants.  The  pedicle  of  the  flap  was 
separated  gradually,  beginning  one  and  one  half 
weeks  after  the  operation,  a  part  of  it  being  separated 
every  three  days,  until  in  the  course  of  another  week 
and  a  half,  the  whole  was  freed.  Then  the  flap 
was  turned  upward  to  fill  the  defect  in  the  cheek, 
with  the  skin  side  outward,  so  that  the  hairs  from 
the  chest  wall  replaced  the  hair  of  the  beard.  After 
some  small  corrective  procedures,  such  as  removing 
the  nipple,  injecting  paraffin,  widening  the  mouth, 
etc.,  the  end-result  was  very  good.  Speech  was 
normal,  the  jaw  movable,  the  patient  could  eat 


normally  and  his  general  condition  was  very  good. 
He  could  continue  his  work.  A.  Goss. 

McKenzie,  D.:  Acute  Purulent  Meningitis;  Drain- 
age of  the  Meninges;  Recovery.  Proc.  Roy. 
Soc.  Med.,  191S,  viii,  Olol.  Sect.,  57. 

A  double  vestibulotomy  was  performed  and  the 
modiolus  broken  through  to  reach  the  internal 
auditory  meatus,  into  which  a  wire  drain  was  in- 
serted. A  transverse  incision  was  made  extending 
from  close  to  the  internal  auditory  meatus  to  the 
lateral  sinus  in  the  dura  of  the  posterior  fossa,  and 
from  the  internal  end  of  this  incision  a  free  flow  of 
cerebrospinal  fluid  welled  up.  The  translabyrinthine 
flow  of  cerebrospinal  fluid  was  slight;  but  from  the 
dural  incision  the  drainage  was  free.   Otto  M.  Rott. 


SURGERY  OF  THE   CHEST 


CHEST  WALL  AND  BREAST 

Jopson,  J.  H.,  and  Speese,  J.:  Paget's  Disease  of 
the  Nipple  and  Allied  Conditions.  Ann.  Surg., 
Phila.,  1915,  Ixii,  212. 

Paget's  disease  of  the  nipple  was  described  by 
Velpeau  many  years  before  Paget's  article  appeared. 
The  disease  has  a  number  of  other  names  but  no 
other  has  been  universally  adopted.  To  Paget 
belongs  the  credit  for  a  clear,  concise  description 
of  the  condition,  which  has  always  received  a  great 
amount  of  attention  from  surgeons,  pathologists, 
and  dermatologists,  in  spite  of  the  fact  that  it  is  a 
rare  disease.  About  1 50  cases  have  been  published 
up  to  this  time;  18  extra  mammary  cases  were 
collected  in  1910;  the  others  were  located  on  the 
breast. 

Originally  described  as  eczema  or  psoriasis, 
which  was  followed  by  the  development  of  cancer, 
it  was  thought  by  early  observers  that  in  the  study 
of  these  cases  of  Paget's  disease  the  cause  of  cancer 
might  be  revealed.  Darier  and  Wickham  de- 
scribed what  they  believed  to  be  psorosperms  or 
coccidia  in  the  deeper  layers  of  the  epiderm  which 
they  considered  the  cause  of  the  malignant  disease 
of  the  breast  which  follows.  These  were  later 
shown  to  be  actively  dividing  and  deeply  staining 
nuclei,  and  changes  produced  by  fixing  agents 
in  the  cedematous  cells  of  this  location.  Extensive 
literature  on  the  subject  has  appeared  from  the 
time  of  Paget  to  the  present  day,  and  a  vigorous 
discussion  has  been  waged  between  those  observers 
who  consider  Paget's  disease  to  be  a  primary  af- 
fection, either  unique  and  non-malignant  or  related 
to  the  epitheliomata,  and  the  other  school  of  ob- 
servers who  consider  it  to  be  a  secondary  skin 
lesion  due  to  primary  cancer,  situated  in  the  ducts 
of  the  mammary  gland  or  to  ordinary  breast  cancer. 
Jopson  and  Speese  believe  Paget's  to  be  a  primary 
and  peculiar  disease.  The  distinction  between 
eczema  and  Paget's  disease  was  made  many  years 


ago.  It  has  no  relationship  whatever  to  true  ec- 
zema. It  is  important  to  distinguish  between 
Paget's  disease  and  certain  rare  types  of  difJuse 
cancer  of  the  breast.  Paget  probably  confused 
certain  rare  cases  of  diffuse  scirrhous  cancer  with 
the  real  affection  from  which  most  of  his  patients  suf- 
fered. The  authors  made  this  mistake  in  one  case 
and  in  this,  as  in  all  cases  of  Paget's  disease,  the 
microscopic  examination  was  necessary  to  con- 
firm the  diagnosis. 

Jopson  and  Speese  describe  the  clinical  appear- 
ance of  the  affection,  as  well  as  the  microscopic 
changes  in  the  epiderm  and  in  the  corium,  where 
infiltration  of  the  round  cells  is  a  constant  striking 
feature.  They  had  the  opportunity  of  studjang 
five  cases  of  true  Paget's  disease,  and  a  number 
of  others  simulating  it  which  were  excluded  as  the 
result  of  their  histological  findings.  The  conditions 
which  stimulate  Paget's  disease  and  are  often  mis- 
taken for  it  include  eczema,  primary  cancer  with 
excoriation  or  ulceration  of  the  nipple  or  of  the 
skin,  papillary  cystadenoma,  the  rare  form  of 
diffuse  cancer  before  mentioned,  and  one  or 
more  types  of  the  rare  primary  tumors  of  the 
nipple.  Ulcerated  scirrhus  furnishes  the  greatest 
number  of  mistaken  diagnoses.  The  microscopic 
examination  confirms  or  refutes  the  diagnosis  in  all 
cases. 

They  presented  a  review  of  the  literature  with 
special  reference  to  the  patholog>',  and  as  the  re- 
sult of  their  studies  of  the  literature,  and  the 
pathological  material  and  histories  in  the  cases 
mentioned,  which  included  a  case  of  their  own  as 
well  as  material  loaned  them  by  other  surgeons, 
they  arrived  at  the  following  conclusions: 

1.  Paget's  disease  of  the  nipple  is  a  primary  af- 
fection beginning  in  the  cells  of  the  rete  malpighii, 
potentially  malignant,  although  lacking  the  ordinary 
characteristics  of  malignant  disease. 

2.  It  is  identical  with  the  disease  known  under  the 
name  of  Paget  occurring  in  other  regions. 
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3.  It  is  commonly,  although  not  invariably, 
followed  by  glandular  carcinoma  in  the  underlying 
breast  tissue. 

4.  It  is  precancerous  in  the  sense  that  it  induces 
epithelial  changes  in  the  superficial  milk  ducts  and 
acini,  which  are  followed  by  carcinoma.  Occasion- 
ally, although  rarely,  it  is  followed  by  squamous- 
celled  carcinoma  of  the  nipple. 

5.  The  disease  is  characterized  by  oedema  and 
vacuolization  of  the  prickle-cells,  thickening  of  the 
rete,  and  active  mitosis,  also  by  an  inflammatory 
reaction  in  the  corium  and  a  secondary  hyperplasia 
in  the  milk  ducts. 

6.  It  is  sharply  differentiated  from  true  eczema 
and  scirrhous  carcinoma  ulcerating  at  the  nipple, 
and  should  not  be  confused  with  superficial  metas- 
tases of  diffuse  cancer  situated  near  the  skin. 

7.  The  resulting  tumors  of  the  breast  and  the 
regional  metastases  resemble  the  type  of  breast 
cancer  usually  encountered.  When  the  tumor 
originates  in  the  skin,  it  infiltrates  and  metastasizes 
in  the  form  of  squamous  carcinoma. 

8.  The  common  association  of  cancer  in  the 
breast  with  Paget's  disease  demands  as  the  treat- 
ment for  Paget's  disease  the  radical  operation 
which   is   practiced   in   breast   cancers  in  general. 

Illustrations  show  the  clinical  appearance  of 
true  Paget's  disease,  also  the  types  of  malignancy 
which  simulate  it;  others  demonstrate  the  path- 
ology and  microscopic  diagnosis  of  the  disease. 

Armstrong,  G.  E. :  Results  of  Operation  for  Malig- 
nant Tumors  of  the  Breast.  Brit.  J.  Surg., 
191S,  ill,  39. 

The  author  gives  a  summary  of  82  operative  cases 
of  malignant  tumors  of  the  breast.  He  lays  stress 
on  the  best  advances  in  cutting  down  mortality 
arising  from  cancer,  by  educating  the  public  to 
come  as  early  as  the  disease  is  suspicioned  so  that  it 
may  be  entirely  removed,  because  cancer  primarily 
is  a  local  disease  and  when  taken  in  time  can  be 
cured.  Of  the  82  cases  in  which  complete  operation 
for  cancer  of  the  breast  was  performed  he  is  able 
to  trace  65,  and  finds  33,  or  50  per  cent,  of  them 
alive  and  well  three  years  after  operation.  If  the 
remaining  49  may  be  considered  to  have  died  of 
recurrence,  there  remain  33  out  of  82  cases  alive  and 
well  three  years  after  operation,  or  more  than  40 
per  cent.  Of  the  90  mammary  tumors  which  he 
reported  in  1907,  he  finds  that  one  is  alive  and  well 
17  years  after  operation;  one  15  years;  one  14  years; 
3  ten  years;  2  nine  years;  and  in  the  present  series, 
3  seven  years,  6  six  years,  and  5  five  years.  He 
thinks  that  if  the  present  series  shows  better  re- 
sults than  the  first,  it  is  chiefly  because  in  these  the 
disease  was  recognized  earlier.  If  people  would 
come  earlier  in  cases  of  breast  tumors,  he  thinks  the 
recovery  ought  to  be  70  per  cent  instead  of  40  per 
cent. 

The  operative  procedure  in  each  case  consisted  in 
removal  of  the  whole  breast  together  with  the 
sternal  portion  of  the  pectoralis  major  muscle,  the 


pectoralis  minor,  the  glands  in  the  axilla,  the  fascia 
covering  the  serratus  magnus,  the  anterior  border 
of  the  latissimus  dorsi,  and  the  upper  part  of  the 
external  abdominal  oblique.  The  triangle  of  the 
neck  was  dissected  in  those  cases  in  which  it  seemed 
to  be  indicated.  He  begins  his  operation  by  divid- 
ing the  outer  attachment  of  the  pectoral  muscles 
to  the  humerus  and  the  coracoid  process.  In 
the  150  complete  breast  operations  there  was  one 
death,  a  fungating  mass  which  ought  to  have  been 
cauterized,  but  was  simply  treated  with  carbolic 
acid,  septicaemia  resulting.  He  thinks  there  is  no 
disability  following  the  removal  of  the  sternal  por- 
tion of  the  pectoralis  major  and  the  pectoralis  minor. 
He  always  insists  on  his  students  palpating  the  mass 
gently  in  cases  of  suspected  mammary  cancer.  He 
thinks  it  is  conservative  surgery  to  remove  all 
fibro-adenomata  from  the  breast  in  order  to  prevent 
their  malignant  degeneration. 

In  closing  he  urges  that  the  fight  against  cancer 
be  carried  on  with  the  best  weapons  we  have  in  our 
possession  today,  i.e.,  early  diagnosis;  early  re- 
moval of  the  diseased  portion;  the  removal  of  the 
so-called  precancerous  conditions  when  it  can  be 
done  safely  without  causing  disability;  and  the  pre- 
vention by  legislation  of  habits,  customs,  and  labor 
conditions  that  have  been  shown  to  be  etiological 
influences.  Harry  G.  Sloan. 

Bubis,  J.  L.:    Early  Incision  of  Breast  Abscesses 
During  Lactation.     Cleveland  M.  J.,   1915,  xiv, 

515- 

Abscess  of  the  breast  is  one  of  the  most  common 
complications  of  the  puerperium,  and  it  demands 
prompt  treatment. 

The  most  common  causes  are:  (i)  trauma,  ex- 
posure to  cold,  infection  from  unclean  hands,  cloths, 
or  cotton,  contaminated  water,  and  the  condition 
of  the  infant's  mouth;  (2)  caked  breasts  which  lower 
resistance,  and  make  a  good  nidus  for  infection. 

According  to  location  the  abscesses  are  classified 
as  superficial,  generally  occurring  near  the  nipple, 
and  intramammary  or  intralobular,  and  post- 
mammary. 

The  symptoms  are:  superficial  pain,  tenderness, 
redness,  the  skin  becomes  thin,  and  there  is  a  slight 
rise  in  temperature.  The  tumor  varies  in  size  up  to 
the  size  of  a  plum;  finally,  fluctuation  is  felt. 

An  intramammary  abscess  is  more  serious.  It 
may  be  single  or  multiple,  and  is  marked  by  deep- 
seated  pain  and  a  decided  rise  in  temperature.  The 
tumor  at  first  is  firm,  and  may  not  become  soft 
until  the  condition  is  beyond  repair.  A  dusky  red 
color  always  indicates  the  presence  of  pus. 

The  treatment  is  early,  prompt,  and  free  incision; 
light  packing,  which  is  removed  later;  hot  applica- 
tions; support  to  the  breast;  and  Beer's  hyperaemia, 
with  frequent  use  of  the  breast  pump.  As  a  rule  it 
is  not  necessary  to  stop  lactation. 

The  tumor  may  be  incised  before  the  abscess 
"points"  if  the  temperature  continues  high  and 
abortive  treatment  is  not  successful.     T.  O.  Boyd. 
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Bunts,  F.  E.:   Conservative  Operations  in  Cysts  of 
thie  Breast.     Ann.  Surg.,  Phila.,  1915,  Ixii,  246. 

The  author  gives  the  end-results  of  68  cases  of 
cysts  of  the  breast  operated  on  by  Crile,  Lower,  and 
himself,  and  from  the  55  replies  which  he  received, 
either  from  the  patient  or  the  doctor,  comes  to  the 
conclusion  that  in  no  instance  was  there  cancer 
occurrence,  that  simple  cysts  of  the  breast  do  not 
ordinarily  require  complete  breast  amputation 
usually  done  in  such  cases,  but  rather  holds  that 
each  case  of  cyst  of  the  breast  is  to  be  judged  on  its 
own  appearance,  and  as  proof  of  the  practicability 
of  this  procedure  he  notes  no  malignant  occurrence 
in  the  cases  reported.  In  5  cases  amputation  of 
both  breasts  was  performed  and  in  15  amputation 
of  one  breast,  leaving  48  in  which  only  a  partial 
amputation  or  excision  of  the  cyst  was  performed. 
Multiple  small  cysts  or  those  with  symptoms  of 
diffuse  mastitis  without  palpable  cyst  were  the  ones 
demanding  most  careful  consideration  in  regard  to 
the  question  of  amputation,  while  those  presenting 
single  or  even  multiple  well-defined  cysts  were  the 
ones  in  which  amputation  was  least  frequent. 

The  average  age  of  the  cases  in  which  total  am- 
putation was  done  in  20  cases  was  41  years,  while 
the  average  age  of  the  cases  in  which  excision  of  the 
cyst  alone  was  done  was  39  years.  The  duration  of 
the  tumor  varied  from  one  day  to  18  years.  The 
author  thinks  that  the  factors  of  marriage  and  child- 
bearing  are  of  no  importance  as  effecting  the  oc- 
currence of  cysts  of  the  breast. 

The  final  decision  as  to  whether  or  not  a  complete 
operation  should  be  performed  should,  in  the 
author's  estimation,  be  determined  by  the  clinical 
and  physical  aspects  of  the  tumor  and  of  the  breast 
in  which  it  is  found,  and  no  arbitrary  age  limit  should 
be  adopted  as  the  determining  factor.  He  thinks 
that  until  the  etiologic  relationship  between  cysts 
and  cancer  is  more  definitely  determined  it  is  better 
surgery  to  remove  single  large  cysts  with  a  consider- 
able section  of  the  breast  tissue  containing  it  than 
to  perform  the  total  breast  operation. 

Harry  G.  Sloan. 

Stewart,  F.  T.:  Amputation  of  the  Breast  by  a 
Transverse  Incision.  Ann.  Surg.,  Phila.,  1915, 
Ixii,  250. 

The  author  describes  a  method  of  amputating  the 
breast  by  a  transverse  incision  which  he  has  em- 
ployed in  40  cases,  and  cites  47  cases  operated  on 
in  a  similar  manner  by  Gibbon  during  the  past  four 
years.  The  axilla  is  attacked  first,  in  order  to 
determine  the  extent  of  the  lymphatic  involvement 
and  the  feasibility  of  radical  treatment.  The 
blood-vessels  supplying  the  breast  are  attacked  at 
their  origin;  at  the  same  time  the  lymphatic  drainage 
of  the  cancerous  area  is  interrupted  to  prevent  dis- 
semination of  cancer-cells,  and  last  the  breast  is 
left  as  a  warm  covering  for  the  thorax  until  the  final 
stage  of  the  operation.  The  incision  permits  free 
exposure  of  the  axillary  fossa  and  the  subscapular 
space,  and  at  the  same  time  does  not  cause  any  con- 


tracting .scar  which  might  interfere  with  the  use  of 
the  arm,  or  press  on  the  blood-vessels  and  nerves. 
If  closure  cannot  be  obtained — which  is  rare  — 
the  raw  surface  is  covered  with  pedunculated  flaps 
from  the  abdomen  or  back.  Drainage  is  made 
through  the  outer  angle  of  the  incision. 

The  incision  consists  of  a  cut  skirting  the  upper 
margin  of  the  breast  made  from  a  point  on  the  edge 
of  the  sternum  farthest  from  the  growth,  and  on  a 
level  with  the  nipple  to  a  point  on  the  same  level 
at  the  posterior  axillary  fold,  following  the  upper 
contour  of  the  breast  proper.  He  uses  black  towel- 
ing for  operative  work  instead  of  white.  From  this 
original  incision  the  skin  is  undermined  to  the  clav- 
icle and  the  head  of  the  humerus  and  from  the 
sternum  to  the  posterior  axillary  fold.  The  clavi- 
cular is  separated  from  the  costal  portion  of  the 
pectoralis  major,  and  the  tendon  of  the  latter 
severed  close  to  the  humerus.  The  pectoralis  minor 
is  cut  at  its  point  of  insertion.  He  uses  a  self- 
retaining  retractor  of  the  Balfour  type,  and  with 
the  help  of  an  assistant  the  entire  axilla  is  exposed. 
Dissection  progresses  from  above  and  within  down- 
ward and  outward,  thoroughly  cleaning  out  the 
entire  gland-bearing  area,  and  laying  bare  the  la- 
tissimus  dorsi,  teres  major,  subscapularis,  and 
serratus  magnus.  The  deep  fascia  over  the  upper 
portion  of  the  abdominal  muscles  may  also  be  ex- 
cised, although  the  author  has  not  adopted  this 
procedure  as  a  routine  measure. 

The  incision  is  completed  by  following  the  lower 
contour  of  the  breast  and  severing  the  pectoralis 
muscles  at  their  sternal  origin. 

He  deems  CEdema  of  the  arm  immediately  follow- 
ing an  operation  a  favorable  sign,  showing  that  the 
lymphatic  structures  in  the  axillary  fossa  have  been 
removed  sufficiently  to  interrupt  lymphatic  drain- 
age. (Edema  appearing  after  several  weeks  is 
due  to  pressure  on  the  vein  by  scar,  by  recurrent 
growth,  by  cancerous  invasion  of  the  vein,  venous 
thrombosis,  or  a  tardy  lymphangitis  or  lymph- 
thrombosis,  and  is  not  always  a  premonitory  sign 
of  early  metastasis.  Harry  G.  Sloan. 

Lent,  M.  F.:   Artificial  Pneumothorax;  Report  of 
Fifteen  Cases.    J.  Am.  M.  Ass.,  191 5,  Ixiv,  1973. 

Lent  reports  the  results  of  the  lung  compression 
treatment  in  30  selected  cases.  In  15  cases  the 
results  were  unsuccessful,  in  the  remaining  15  he 
reports  more  or  less  success  according  to  the  degree 
of  lung  collapse.  The  best  results  were  obtained 
in  cases  in  which  the  disease  was  limited  to  the 
upper  portion  of  one  lung,  generally  an  acute 
progressive  condition  with  signs  of  softening  which 
had  not  responded  to  the  usual  therapeutic  measures; 
and  in  cases  with  marked  involvement  of  one  lung 
with  only  a  moderate  infiltration  of  the  opposite 
lung,  preferably  the  apex.  In  cases  of  severe  and 
uncontrollable  hasmorrhage  brilliant  results  have 
followed.  In  some  cases  of  pulmonary  tuberculosis, 
compHcated  by  pleurisy  with  effusion,  lung  abscesses 
and  bronchiectasis,  good  results  have  followed  this 
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pneumothorax  trcatmcnl.  The  complications,  tu- 
berculous laryngitis  and  enteritis,  are  also  some- 
times much  benefited  by  this  treatment. 

When  there  is  an  extensive  and  progressive  lesion 
in  the  opposite  lung  to  the  one  to  be  collapsed, 
or  when  there  is  evidence  of  disseminated  tuberculo- 
sis this  treatment  is  absolutely  contra-indicated. 
It  is  unwise  to  adopt  this  form  of  treatment  when 
patients,  even  though  far  advanced,  are  doing  well 
under  the  usual  therapeutic  measures.  In  basal 
lesions  in  the  opposite  side — endocarditis,  and  ne- 
phritis— the  chances  of  course  would  be  lessened 
proportionately.  Lent  contends  that  dense  adhe- 
sions, while  not  in  themselves  contra-indications, 
are  the  chief  cause  of  a  large  percentage  of  failures. 

The  use  of  the  Floyd-Robinson  apparatus  is 
advocated.  The  patient  is  given  a  preliminary 
hypodermic  of  morphia  gr.  ^;  this  usually  is  in- 
dicated for  the  first  injection  only.  Because  pleural 
adhesions  are  less  apt  to  be  found  far  away  from  the 
diseased  site.  Lent  endeavors  to  find  an  area  where 
there  is  good  lung  resonance,  good  breathing,  and 
no  adventitious  sounds,  preferably  in  the  seventh  or 
eighth  interspace  scapular  line,  remote  from  the 
diseased  area.  Not  always  can  dependence  be 
placed  on  percussion  and  auscultation;  frequent 
attempts  have  to  be  made  in  different  places  before 
a  free  space  is  found.  He  recommends  the  usual 
skin  preparation,  an  all  glass  syringe  loaded  with 
25  per  cent  novocaine  being  used.  A  large  sized 
wheel  is  made  in  the  skin  between  the  ribs,  and  the 
deeper  structures  cocainized  in  advance  of  the 
needle.  When  the  parietal  pleura  is  reached  the  pa- 
tient often  feels  a  slight  pricking  sensation ;  this  is 
well  infiltrated.  A  small  puncture  through  the 
skin  and  the  dense  external  intercostal  fascia  is 
made  with  a  cataract  knife,  and  the  gas  needle 
held  in  the  hollow  of  the  right  hand  is  ready  for  use. 
The  needle  having  punctured  the  external  and 
middle  intercostal  fascia  must  be  made  to  approach 
the  internal  intercostal  and  costal  pleura  very 
cautiously.  The  rubber  tubing  is  now  connected 
with  the  needle,  the  obturator  is  pulled  out  and  the 
manometer  is  frequently  referred  to.  When  the 
needle  rests  against  the  costal  pleura  a  slight 
oscillation  can  be  noticed,  and  if  the  needle  is  ad- 
vanced slowly  a  good  space  is  encountered  giving 
a  reading  of  4  to  10  cm.  This  negative  reading  is 
greater  during  inspiration  than  expiration.  When 
there  are  slight  pleural  adhesions  the  readings  may 
not  be  more  than  2  to  4  cm. 

When  a  suitable  space  is  found  the  cork  leading 
to  the  manometer  is  closed  and  50  ccm.  of  nitrogen 
gas  is  slowly  introduced.  The  gas  can  be  easily 
warmed  by  submerging  the  rubber  tubing  in  a 
basin  of  warm  water.  The  manometer  is  often 
consulted  until  the  gas  needed  for  the  individual 
case  is  given.  He  advocates  the  injection  of  small 
amounts,  say  300  to  500  ccm.,  always  leaving  a 
negative  reading;  then  refills  are  given  every  three 
to  five  days  until  the  lung  is  totally  collapsed.  A 
large  needle  is  used  for  the  initial  injection  and  a 


smaller  one  for  the  refills.  Pleurisy  with  effusion 
may  follow  in  as  high  as  50  per  cent  of  the  cases, 
some  claim  this  is  due  to  chilling  of  the  body,  some 
to  faulty  technique,  and  still  others  to  the  mechani- 
cal irritation  of  the  two  layers  of  the  pleura,  due 
to  the  foreign  body,  the  nitrogen  gas.  It  is  interest- 
ing to  note  that  the  fluid  in  these  cases  invariably 
contains  tubercular  bacilli.  Among  the  other 
dangers  may  be  mentioned  shock,  which  may  be 
avoided  by  cocainization  and  the  use  of  morphine; 
gas  embolism,  which  may  be  considered  remote  if 
the  manometer  is  carefully  noted  and  good  free  os- 
cillations are  present;  emphysema,  which  may  be 
either  superficial  or  deep,  and  is  never  serious, 
usually  disappearing  in  from  one  to  three  days; 
puncture  of  the  lung,  followed  by  slight  bleeding, 
which  is  rarely  a  serious  symptom ;  dilatation  of  the 
heart,  due  to  too  great  intrathoracic  pressure.  The 
latter  is  very  serious  and  for  this  reason  the  author 
advocates  leaving  the  end  readings  at  zero  or  rarely 
above  -I-4. 

In  conclusion  Lent  points  out  that  in  a  few  per 
cent  of  these  hopeless  cases  arrest  of  the  disease  or 
a  chance  to  regain  health  is  often  given  the  pa- 
tients. He  advocates  continuing  the  treatment 
for  an  indefinite  period,  rather  than  to  discontinue 
the  treatment  and  find  that  the  disease  is  becoming 
active  again,  and  the  re-administration  of  gas 
impossible  because  of  dense  layers  of  adherent 
pleura.  L.  B.  Crawford. 

Cummer,  C.  L. :  Recurrent  Pneumothorax;  Report 
of  a  Case,  with  Review  of  the  Literature.     Am. 

J.  M.  Sc,  1915,  cl,  222. 

The  author  observes  that  while  the  literature  is 
replete  with  studies  of  pneumothorax  he  finds  very 
little  on  the  recurrent  phase  of  this  condition.  He 
cites  reports  by  Gabbe,  1881,  Vitvitski,  1892, 
Finny,  1898,  Sale,  1907,  and  Hamilton,  1908,  all  of 
whom  have  observed  well  authenticated  cases  of 
recurrent  pneumothorax.  The  case  by  Sale,  1907, 
of  a  young  woman  who  had  eleven  recurrences  is 
especially  interesting,  not  only  because  of  the 
number  of  attacks  but  because  no  history  of  tuber- 
culosis could  be  associated  with  the  case.  AH 
other  cases  give  some  such  relation. 

Cummer's  case  is  reported  quite  fully:  The 
patient,  a  male,  aged  23  years,  unmarried,  general 
health  very  good,  had  a  sudden  seizure  of  severe 
pain  in  the  right  side  in  February,  191 2,  while  taking 
a  bath.  His  temperature  was  98°,  pulse  80,  respira- 
tion 20,  no  dyspnoea,  left  chest  markedly  dis- 
tended, intercostal  and  supraclavicular  spaces 
filled  out,  heart  pushed  to  right  side.  After  eight 
days'  rest  all  symptoms  of  the  pneumothorax  dis- 
appeared. Seventeen  months  thereafter  the  pa- 
tient suffered  a  recurrence  of  the  same  trouble, 
lasting  25  days.  There  has  been  no  subsequent 
recurrence  to  date.  The  patient  is  in  continuous 
good  health,  a  fact  which  may  argue  against  tuber- 
culosis as  a  cause.  However,  the  author  suggests 
that  the  pneumothorax  may  have  served  in  this 
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case,  as  well  as  in  those  reported  by  others,  as  a 
natural  therapeutic  measure  tending  to  retard  the 
flaring  up  of  slight  tul)crc'ular  foci.  Yet,  conclusions 
regarding  the  etiology  of  recurrent  pneumothorax 
would  be  out  of  place  with  so  little  data  at  hand. 

Matthew  W.  Pickard. 

Lttwenhjelm,  C,  and  Nystrttm,  G.:  Thoracoplasty 
In  Pulmonary  Tuberculosis  (t)bcr  Thorakoplas- 
tik  bei  Lungcntul)crkulosc).  Nord.  med.  Ark., 
Stockholm,  19 14,  xlvii.  No.  20. 

Lowenhjelm  discusses  the  indications  and 
Nystrcim  the  technique  and  results  of  extensive 
thoracoplasty  in  pulmonary  tuberculosis.  They 
used  it  in  four  cases  with  very  good  results.  Three 
patients  with  very  severe  changes  in  one  lung  and 
slight  ones  in  the  other  were  very  markedly  im- 
proved. In  one  case  pneumothorax  treatment  had 
been  tried  without  success.  In  a  fourth  case  com- 
plicated by  tuberculosis  of  the  larynx  the  condition 
was  unchanged  after  operation.  A.  Goss. 

Borelius,  J.:  Treatment  of  Metapneumonic  Em- 
pyema (Die  Behandlung  der  metapncumonischen 
Empyeme).  Nord.  med.  Ark.,  Stockholm,  19 14, 
xlvii.  No.  8. 

There  is  practically  a  unanimity  of  opinion  with 
reference  to  the  treatment  of  tuberculous  and  septic 
empyema,  but  there  is  still  a  wide  difference  of 
opinion  as  to  the  treatment  of  empyema  following 
pneumonia.  Some  surgeons  favor  thoracocentesis 
and  others  primary  thoracotomy. 

The  author  reports  a  series  of  34  cases  of  meta- 
pneumonic empyema.  There  were  7  deaths  and 
27  recoveries.  Five  cases  were  treated  by  thora- 
cocentesis, the  time  required  varying  from  30  to  45 
days,  average  37  days;  12  cases  were  treated  with 
thoracocentesis  and  secondary  thoracotomy.  The 
time  required  was  36  to  230  days,  average  107. 
Seventeen  cases  were  treated  by  primary  thoracot- 
omy and  the  time  required  for  recovery  was  21  to 
120  days,  average  52.  In  secondary  thoracotomy 
the  time  required  for  recovery  was  extremely  long, 
average  107  days;  the  author  concludes  that  primary 
thoracotomy  is  to  be  preferred.  A.  Goss. 

Desgouttes,  L.,  and  Bressot,  E.:  Immediate  Symp- 
toms of  Penetrating  Wounds  of  the  Thorax 

(Considerations  sur  les  sympt6mes  imm^diats  des 
plaies  penetrantes  de  poitrine).  Lyon  chir.,  1915, 
xii,  266. 

In  a  number  of  cases  sent  to  them  with  a  diagno- 
sis of  penetrating  wound  of  the  thorax  the  authors 
have  found  the  projectiles  lodged  in  the  thoracic 
wall,  with  no  injury  of  the  lungs  or  pleura.  They 
point  out  the  fact  that  neither  haemoptysis  nor 
haemothorax  can  be  considered  an  infallible  sign  of 
injury  of  the  lung,  as  they  may  be  caused  simply  by 
contusion  of  the  lung  from  the  injury  of  the  thoracic 
wall.  Neither  is  there  any  constant  relation  be- 
tween the  amount  of  haemoptysis  and  haemothorax. 
There  is  no  functional  sign  that  enables  one  to  make 


an  absolute  diagnosis  of  injury  of  the  lung,  nor  to 
determine  its  severity.  Only  a  minute  examination 
and  careful  exploration  of  the  wound  suflices  for 
diagnosis.  In  case  of  haemorrhage  from  the  lungs 
the  classical  non-surgical  treatment  should  be  given. 
Only  in  ca.se  of  injury  to  the  parietal  arteries,  the 
intercostal  or  mammary,  is  local  surgical  interven- 
tion justified.  A.  Goss, 

Le  Fort,  R.:  Superficial  Injuries  of  the  Thorax 
and  Haemoptysis  (Plaies  thoraciques  superficielles 
et  h6moptysics).  Bull,  el  mem.  Sac.  de  chir.  de 
Par.,  1915,  xli,  1569, 

Le  Fort  describes  9  cases  of  pulmonary  hjemor- 
rhage  of  varing  degrees  of  intensity,  one  of  them 
fatal,  caused  by  superficial  wounds  of  the  thorax, 
without  any  direct  injury  of  the  lungs  or  pleura. 
Autopsy  in  the  fatal  case  demonstrated  that  there 
was  no  lesion  of  the  lungs.  This  is  true  not  only  of 
shots  at  close  range  and  striking  the  thorax  directly 
from  the  front,  but  of  bullets  from  a  considerable 
distance  passing  through  the  thoracic  wall  laterally; 
in  fact,  the  degree  of  haemorrhage  does  not  appear  to 
be  parallel  with  the  nearness  of  the  shot  nor  the 
gravity  or  depth  of  the  parietal  injury.  What  is 
true  of  the  lungs  is  probably  true  of  the  abdomen, 
and  a  bloody  stool  or  haematuria  does  not  prove  that 
there  has  been  direct  injury  of  the  intestine  or 
bladder.  It  is  certainly  true  of  the  skull,  for  the 
author  has  seen  aphasias  and  monoplegias  without 
any  lesion  of  the  corresponding  center.  This  also 
explains  certain  injuries  of  nerves  and  blood-vessels 
which  have  evidently  not  been  in  the  direct  path  of 
the  projectile.  A.  Goss. 

TRACHEA  AND  LUNGS 

Volkmann,  J.:    Gunshot  Injuries  of  the  Lungs. 

(Zur  Klinik  der  Lungenschiisse).     Deutsche  Ztschr. 
f.  Chir.,  1915,  cxxxiii,  425. 

The  author  reports  his  work  at  the  second  base 
hospital  at  Stuttgart.  Some  of  the  cases  of  gunshot 
injury  of  the  thorax  arrived  the  day  after  the  wound 
was  received,  and  were  under  observation  until  they 
completely  recovered,  some  of  them  in  convalescent 
homes  in  the  neighborhood.  The  author  discusses 
the  subject  on  the  basis  of  his  own  material  and  that 
available  in  the  literature  of  the  present  war. 

In  the  early  days  of  the  war  when  the  armies  were 
moving  the  whole  thorax  was  exposed  to  fire;  later, 
only  the  upper  part  of  the  thorax  and  the  shoulders 
were  exposed.  Among  55  cases  32,  or  58.2  per  cent, 
were  infantry  wounds;  10,  or  18.2  per  cent,  were 
caused  by  shrapnel;  the  remainder  were  due  to 
artillery  fire.  In  56.4  per  cent  of  the  cases  the 
bullets  had  passed  entirely  through  the  thorax,  in 
43.6  per  cent  they  had  lodged.  In  91  per  cent  of 
the  cases  haemoptysis  was  the  predominating  symp- 
tom, not  lasting  as  a  rule  longer  than  5  days.  A 
second  important  symptom  was  pain,  caused  by  in- 
volvement of  the  phrenic  nerve,  and  often  seeming 
to  be  a  shoulder  pain. 
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The  cases  are  classified  clinically  as  follows: 

1.  Simple  lung  injuries  without  complications, 
no  effusion  or  signs  of  inflammation  being  present. 

2.  Complicated  injuries  of  the  lung:  (i)  with 
ha;morrhagic,  sanguinolent,  serous,  or  purulent 
effusion,  (2)  with  pneumothorax  and  emphysema, 
(3)  with  infiltration  of  the  lung  tissue. 

The  details  of  these  different  forms  of  injury  can- 
not well  be  given  in  abstract.  An  interesting  and 
important  discussion  is  given  of  the  rontgenography 
of  the  different  forms  of  injury,  or  rather  of  the 
different  consequences  of  injury  such  as  exudates, 
pneumothorax,  secondary  induration  of  the  pleura, 
and  pneumonic  conditions. 

Volkmann  uses  puncture  more  frequently  in 
treatment  than  he  did  at  first;  the  blood  obtained  by 
puncture  does  not  coagulate.  Absorption  takes 
place  at  varying  intervals  of  time.  In  4  cases  he 
observed  secondary  empyema  which  of  course  de- 
manded rib  resection.  A  closed  pneumothorax  is 
left  alone  or  the  air  is  removed  by  suction;  an  open 
one  is  closed  if  possible.  The  after-treatment  con- 
sists in  light  and  air  treatment,  respiratory  exer- 
cises, and  gymnastics.  The  mortality  in  his  cases 
was  6.3  per  cent.  Of  16  patients  treated  in  the 
first  three  months  of  the  war  and  examined  for 
ultimate  results,  4  of  them,  25  per  cent,  are  entirely 
well  and  do  not  show  any  subjective  or  objective 
signs  of  the  injury.  All  the  others  show  some 
anomaly,  such  as  high  position  and  decreased  mobil- 
ity of  the  diaphragm,  especially  fixation  in  the  re- 
gion of  the  phrenicocostal  sinus.  The  shadow  in  the 
rontgen  picture  of  the  diseased  side  varies  in  depth; 
induration  is  generally  to  be  demonstrated.  There 
were  subjective  symptoms  of  different  kinds  cor- 
responding to  these  objective  findings  The  average 
duration  of  the  sickness  was  eight  to  nine  weeks. 

A.  Goss. 

Richards,  G.  L. :  Report  of  a  Foreign  Body  in  the 
Lung,  the  Primary  Diagnosis  of  Which  Was 
Made  by  a  Blood  Examination;  Removal; 
Recovery.  Tr.  Am.  Laryngol.  Ass.,  Niagara  Falls, 
1915,  June. 

Richards  rep>orted  the  case  of  a  patient,  a  male 
aged  25,  who  had  had  occasional  attacks  of  asth- 
matic breathing,  bronchitis,  and  chills  since  early 
childhood.  The  blood  picture  revealed  a  moderately 
steady  leucocytosis,  and  this  without  physical  signs 


suggested  the  possibility  of  a  foreign  body,  A  rOnt- 
genogram  disclosed  a  tack  in  the  right  bronchus, 
which  was  removed. 

Smith  reported  a  case  of  a  man  who  had  inhaled  a 
dentist's  bue.  X-rays  showed  a  foreign  Ixnly  in  the 
left  upper  bronchus  high  up.  Four  different  bron- 
choscopists  failed  to  extract  the  bue  and  finally  a 
part  of  the  man's  lung  was  removed.  The  patient 
died. 

Hubbard  spoke  of  foreign  bodies  becoming  en- 
cysted and  thus  preventing  symptoms  arising. 

Richards  suggested  that  possible  futile  attempts 
were  continued  too  long  for  the  good  of  the  patient. 
Ingals  thought  that  one  hour  should  be  the  Hmit. 

Otto  M.  Rott. 

HEART  AND  VASCULAR  SYSTEM 

Long,  J.  H.:    Cardiorrhaphy.    Long  Island  M.  /., 
1915,  ix,  321. 

The  author  reports  a  case  of  stab  wound  of  the 
heart,  which  an  Italian  laborer,  aged  32,  inflicted 
upon  himself.  Shock  was  pronounced,  and  the 
pulse  was  imperceptible.  The  patient  was  revived 
by  hypodermoclysis  and  was  operated  upon  45 
minutes  after  admission. 

Under  ether-oxygen  intratracheal  anaesthesia,  a 
trap-door  involving  the  third,  fourth,  and  fifth  ribs 
was  made.  About  a  pint  of  fluid  and  clotted  blood 
was  mopped  out  of  the  pleural  cavity.  There  was 
no  haemopericardium. 

A  wound  one-half  inch  long  was  found  in  the 
anterolateral  wall  of  the  left  auricle,  completely 
plugged  by  the  tip  of  the  left  auricular  appendix 
and  the  upper  margin  of  a  pericardial  of)ening. 

The  wound  in  the  heart  was  closed  by  a  con- 
tinuous chromic  catgut  suture;  sutures  were  intro- 
duced in  diastole;  and  rubber  tube  drainage  of  the 
pleural  cavity  was  instituted.  The  convalescence 
was  complicated  by  a  moderate  serous  effusion  in 
the  p)ericardial  and  both  pleural  cavities.  The 
patient  was  discharged  on  the  twenty-fifth  day, 
completely  well. 

The  author  gives  a  historical  resume  of  heart 
injuries  from  the  time  of  Ambrose  Pare  to  the 
present  time,  finding,  including  his  own  case,  30 
American  cases.  He  states  that  cardiorrhaphy  has 
raised  the  percentage  of  recoveries  from  15  per  cent 
to  40  per  cent.  Lucian  H,  Landkt. 
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ABDOMINAL  WALL  AND  PERITONEUM 

Pantzer,  H.  O. :  A  Prognostic  Sign  in  Acute  Suppu- 
rative Peritonitis.  Tr.  Am.  Ass.  Obst  or  Gynec., 
Pittsburgh,  1915,  Sept. 

The  author  aflSrms  that  the  presence  within  the 
abdomen  in  peritonitis,  of  a  free  or  encapsulated 
serous  or  seropurulent  fluid,  which  is  practically 


without  odor,  by  the  side  of  encapsulated  foul 
material  indicates  a  strong  systemic  defensive 
activity  of  distinct  prognostic  value. 

Observations,  dating  back  to  June,  1906,  are  the 
basis  for  publication  of  this  finding  which  warrants 
the  prognosis  that  Nature  is  able  to  cope  with  the 
infection  successfully.  Should  this  observation 
find  further  confirmation,  academic  research  into 
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this  matlcr  is  suggesled;  for  example,  the  scientific 
study  of  the  defensive  fluids  produced  under  such 
disease  conditions  with  the  hope  of  finding  the  sero- 
therapeutic  agent. 

Carslaw,  R.  B.:  The  Character,  Significance,  and 
Prognostic  Value  of  Peritoneal  Exudates.  Bril. 
J.  Surg.,  1915,  iii,  8. 

The  author  gives  the  results  of  an  investigation  of 
peritoneal  exudates  based  on  the  examination  of  18 
cases  of  appendicitis,  4  cases  of  perforated  gastric 
or  duodenal  ulcer,  i  tubo-ovarian  abscess,  and  i 
femoral  hernia,  operated  on  in  1914.  The  peritoneal 
exudate  is  obtained  at  operation  by  means  of  long 
glass  pipettes  introduced  through  the  wound. 
Smears  are  made  from  this  material  and  cultures 
taken.  The  various  methods  of  staining  and 
differentiating  the  cells  encountered  are  detailed. 
The  indophenol-synthesis  test  is  relied  upon  for  the 
oxydase  to  differentiate  between  the  endothelial 
cells  and  the  large  mononuclear  leucocytes.  The 
appearance  and  character  of  the  stained  cells  re- 
covered in  the  exudate  are  described  at  length. 
The  author  thinks  the  endothelial  cells  arise  from 
the  omentum  principally,  and  in  the  later  stage  of 
inflammation  the  endothelium  from  this  structure 
may  be  almost  entirely  shed. 

The  peritoneum  of  both  the  parietes  and  viscera 
also  contribute  endothelial  cells  to  the  exudate. 
These  cells  are  phagocytic  to  bacteria  and  more  so 
with  the  duration  of  the  inflammation;  they  engulf 
polymorphonuclear  leucocytes,  red  cells,  and 
bacteria. 

The  ultimate  fate  of  the  endothelial  cells  in  the 
exudate  is  to  degenerate  whether  they  have  in- 
gested other  cells  or  not. 

Phagocytosis  of  bacteria  by  large  mononuclear 
leucocytes  is  neither  so  early  nor  so  extensive  as  the 
phagocytic  activity  of  the  endothelial  cells.  Cars- 
law  is  convinced  of  the  advisability  of  removing  the 
source  of  bacterial  supply  in  peritonitis,  because 
of  the  marked  change  seen  in  polymorphonuclear 
leucocytes  60  hours  after  such  removal.  These 
cells  degenerate  and  break  down  in  the  peritoneal 
fluid,  or  may  be  ingested  and  digested  by  endothelial 
cells.  Lymphocytes  are  not  phagocytic  to  bacteria, 
show  no  degenerative  change,  and  are  not  ingested 
by  other  cells.  They  do  not  take  part  in  acute 
inflammation,  but  are  found  in  large  numbers  in 
the  fluid  resulting  from  a  mild  irritant  acting  over  a 
long  period.  The  normal  peritoneal  fluid  is  serous 
in  character,  small  in  amount,  and  contains  very 
few  cells. 

In  discussing  the  value  of  examining  peritoneal 
exudate  with  relation  to  peritonitis  in  the  human, 
the  author  draws  attention  to  the  following  facts: 

Peritonitis  in  the  human  varies  in  many  respects 
from  that  in  the  animal,  especially  as  regards  the 
tendency  to  localization.  The  virulence  of  the 
casual  organism  plays  an  important  part  in  the 
success  or  otherwise  of  the  attempts  at  localization. 
He  details  the  history  and  findings  of  his  case  at 


length  and  draws  the  following  conclusion:  In  all 
cases  of  intra-abdominal  inflammation  peritoneal 
fluid  increases  in  quantity  and  changes  in  character. 
Clear  or  turbid  fluid  bordering  on  a  walled-oflf  abscess 
cavity  is  an  indication  of  its  reparative  action. 

The  prognostic  value  of  an  examination  of  the 
exudate  is  based  on  the  degree  of  phagocytosis  to 
bacteria  occurring  in  the  polymorphonuclear  leuco- 
cytes in  relation  to  the  number  of  free  bacteria  in 
the  exudate.  Phagocytosis  to  cells,  when  present, 
is  a  favorable  sign,  but  not  so  important  as  phagocy- 
tosis to  bacteria.  The  duration  of  the  bacterial 
invasion  must  always  be  borne  in  mind  when  con- 
sidering the  significance  of  phagocytosis  to  bacteria, 
the  relative  number  of  various  cells,  and  the  amount 
of  degeneration.  Extensive  bacterial  phagocytosis 
is  not  expected  within  the  first  few  hours,  but  is 
looked  for  in  the  later  stages.  A  relatively  large 
proportion  of  polymorphonuclear  leucocytes  is  to  be 
expected  in  cases  of  long  duration,  but  in  early 
cases  one  would  like  to  see  a  fair  proportion  of  large 
mononuclear  leucocytes  and  endothelial  cells. 

Degeneration  of  the  polymorphonuclear  leuco- 
cytes if  seen  within  a  few  hours  of  the  invasion  is  an 
unfavorable  sign,  but  if  seen  in  the  later  stages 
need  not  give  great  anxiety. 

The  author  thinks  that  by  examination  of  the 
exudate  in  various  forms  of  peritonitis,  he  has 
helped  to  differentiate  cases  where  drainage  may 
be  necessary  and  where  it  may  not.  And,  also,  it 
gives  him  a  fair  idea  of  the  prognosis  in  each  in- 
dividual case.  Some  very  clear  pictures  of  the 
cells  encountered  in  the  exudates  are  shown  in  the 
original.  Harry  G.  Sloan. 

IJgabue,  P.:  Simple  Laparotomy  in  Tubercular 
Peritonitis  (La  laparotomia  semplice  neUa  peri- 
tonite  tuberculare).     Clin,  chir.,  1915,  xxii,  No.  11. 

The  author  reports  in  detail  66  cases  of  tubercular 
peritonitis  which  were  treated  by  simple  laparotomy 
and  kept  under  observation  for  a  long  time  to  learn 
the  ultimate  results. 

Females  are  affected  most  frequently  —  81.8 
per  cent  —  but  the  difference  in  the  sexes  is  not  so 
great  in  childhood.  The  disease  is  particularly  apt 
to  occur  at  the  end  of  the  second  and  beginning  of 
the  third  decade  of  life,  and  occurs  more  frequently 
in  the  winter  and  spring  than  in  summer  and  au- 
tumn. 

In  25.75  per  cent  of  the  cases  the  peritonitis  was 
secondary  to  tuberculosis  of  the  pleura,  lungs,  bones, 
or  glands.  The  cases  that  were  diagnosed  early 
were  mostly  fibrous  miliary  forms.  Caseous  proc- 
esses and  peritoneal  adhesions  were  found  in  the 
older  cases.  The  great  omentum  was  generally 
more  involved  than  the  visceral  peritoneum;  the 
parietal  peritoneum  was  affected  most  around  the 
umbilicus.  In  old  cases  there  was  often  extensive 
proliferation  of  connective  tissue,  so  that  the  tuber- 
cles appeared  to  be  surrounded  with  connective 
tissue,  which  sometimes  penetrated  into  the  center 
of   the   tubercle.     The   tubercles  were  only   vtry 
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slightly  vascular.  Bacilli  were  found  in  some  cases, 
particularly  in  the  recurrent  and  unhealed  ones. 
Pirquct's  reaction  has  proved  a  valuable  means  of 
diagnosis,  particularly  in  children. 

Laparotomy  brought  about  permanent  recovery 
in  65.07  per  cent  of  the  cases.  The  shorter  the  flura- 
tion  of  the  disease,  the  better  the  results  were.  In 
acute  and  subacute  febrile  conditions  operation 
should  not  be  performed.  The  purely  fibrous  forms 
gave  100  per  cent  recoveries.  The  operation  should 
always  be  combined  with  a  rational  internal  treat- 
ment. Tubercular  foci  in  other  organs  are  not  a 
contra-indication  to  operation,  as  they  are  often 
favorably  inllucnced  by  the  increased  resistance  of 
the  body  induced  by  the  laparotomy.  The  results 
of  operation  are  poor  if  there  is  diffuse  tuberculosis 
of  the  lung.  Post-operative  disturbances  from  ex- 
tension of  the  tubercular  process  are  unusual,  be- 
cause laparotomy  as  a  rule  brings  about  rapid  im- 
provement and  recovery,  so  that  the  tubercular 
process  does  not  have  time  for  extension. 

The  best  results  are  produced  by  simple  lapar- 
otomy with  free  opening  of  the  abdominal  cavity, 
without  irrigation  or  disinfection  or  any  other  treat- 
ment of  the  diseased  peritoneum.  The  recovery  is 
induced  primarily  by  the  dissolving  and  absorption 
of  the  epitheloid  cells.  The  giant  cells  resist  this 
dissolution  for  a  long  time,  the  lymph  cells  contract 
and  disappear  slowly.  Laparotomy  causes  neither 
inflammatory  reaction  nor  connective-tissue  pro- 
liferation. The  healing  of  the  tubercles  is  brought 
about  by  the  blood  serum  in  the  form  of  a  peritoneal 
exudation.  The  antibodies  and  opsonins  contained 
in  the  exudate  kill  or  weaken  the  tubercle  bacilli 
and  so  prepare  the  way  for  the  histological  destruc- 
tion of  the  tubercles.  Laparotomy  also  removes  a 
peritoneal  exudate  that  is  rich  in  tubercular  toxins; 
it  likewise  produces  marked  hyperaemia  and  a 
blood  serum  exudate  that  is  rich  in  antibodies. 

A.  Goss. 

Pettit,  J.  A. :  Some  Points  of  Technique  in  Abdom- 
inal Wound  Closure.  Northwest  Med.,  1915,  vii, 
225. 

The  author  makes  the  following  claims  for  careful 
suturing  of  the  superficial  fascia:  (i)  It  eliminates 
possible  suppuration  due  to  bloody  or  serous  ac- 
cumulations in  what  might  otherwise  be  a  dead 
space.  (2)  It  tends  to  prevent  post-operative 
broadening  of  the  skin  scar.  (3)  By  running  a 
continuous  catgut  stitch  through  the  superficial 
fascia  (the  untied  end  starting  through  the  skin  at 
one  end  of  the  incision)  and  returning  as  a  subcu- 
taneous stitch,  the  knot  can  be  so  tied  outside  the 
skin  over  a  small  piece  of  gauze,  that  by  cutting  one 
end  both  the  fascia  and  subcutaneous  sutures  can 
be  removed,  providing  the  catgut  does  not  absorb 
in  a  reasonable  length  of  time. 

In  tying  reenforcement  silk-worm  gut  sutures 
over  a  piece  of  gauze,  the  following  points  are 
essential:  (i)  Antiseptic  gauze  should  be  used  in- 
stead of  plain  gauze  because  it  prevents  saprophytic 


action  in  blood  or  .scrum  which  may  ooze  from  the 
incision,  thereby  avoiding  skin  irritation,  and  the 
pad  may  be  left  in  place  two  weeks  as  safely  as  one. 
(2)  By  spreading  out  the  lower  end  of  the  gauze 
in  a  fan-shape  and  sealing  it  to  the  skin  with  col- 
lodion, the  danger  of  contamination  is  almost 
eliminated  in  the  event  of  the  abdominal  dressings 
slipping  upward. 

GASTRO-INTESTINAL  TRACT 

Smithies,  F.:  Syphilis  of  the  Stomach;  a  Clinical 
Study  of  Twenty-Six  Instances  of  Dyspepsia 
Associated  with  Positive  Wassermann-Noguchi 
Reactions.    J.  Am.  M.  Ass.,  1915,  Ixv,  572. 

The  basis  of  Smithies'  article  is  a  report  of  26 
cases  of  dyspepsia  with  positive  Wassermann- 
Noguchi  tests. 

In  a  series  of  1,603  demonstrable  stomach  lesions, 
1.6  per  cent  were  found  to  be  syphilitic.  The  condi- 
tion rarely  occurs  as  a  part  of  a  general  syphilis. 
The  lesion  is  either  a  diffuse  gummatous  infiltration 
of  the  wall  of  the  stomach  or  a  definitely  localized 
nodule  or  ulcer,  the  latter  having  ragged  edges  and 
extending  into  the  mucosa.  Nodules  and  ulcers 
may  be  single  or  multiple.  Stenoses,  malformations, 
and  perigastric  adhesions  occur. 

In  the  series  there  were  15  men  and  11  women; 
the  ages  varied  from  20  to  66,  the  average  being 
about  42.  The  Wassermann-Noguchi  reactions  were 
positive  in  all  cases. 

The  clinical  course  averaged  8  years  in  duration. 
According  to  the  symptoms  the  cases  are  classified 
in  three  groups  as  follows: 

1.  Persistent  gastric  trouble  in  patients  who  had 
been  previously  well. 

2.  Cases  in  which  years  of  dyspepsia  followed 
an  antecedent  intermittent  trouble. 

3.  Dyspepsia  in  patients  who  had  had  a  long 
period  of  freedom  from  previous  gastric   trouble. 

There  were  2  cases  in  group  i,  10  in  group  2, 
and  14  in  group  3. 

In  the  first  group  abrupt  onset  of  pain,  constant 
soreness,  loss  of  weight,  and  pyrosis  were  the  chief 
symptoms.  In  group  2  the  symptoms  were  those 
of  an  ordinary  gastric  ulcer  of  the  recurrent  type. 
A  positive  clinical  differentiation  here  would  be 
impossible.  In  this  group  3  had  taken  ulcer 
"cures";  4  were  explored  and  gastro-enterostomies 
done;  2  showed  distinct  ulcers.  In  8  of  the  10 
cases  of  this  group  the  X-ray  showed  the  lesion. 
Gastric  analysis  showed  a  relatively  high  total  and 
free  acidity. 

The  cases  of  group  3  were  not  tj^ical  of  any 
intragastric  disease.  Symptoms  appeared  at  long 
and  irregular  intervals.  In  7  explorations  ulcers 
or  nodules  were  found  in  6. 

In  the  entire  26  cases  HCl  was  absent  twice. 
The  average  total  HCl  was  51.  There  was  blood 
in  the  stomach  contents  in  26  per  cent.  The  X-ray 
revealed  no  pathognomonic  signs  to  separate  the 
condition  from  ulcer  or  carcinoma. 
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In  the  treatment,  salvarsan  and  mercury  were 
found  to  be  most  satisfactory. 

The  prognosis  is  not  especially  good.  In  the 
continuous  stages  of  the  disease  there  rarely  is  a 
complete  abatement  of  the  symptoms  and  signs. 
Four  cases  of  the  series  were  free  from  symptoms, 
for  a  year,  3  were  not  benefited  at  all,  and  1 2  showed 
some  amelioration  of  their  symptoms. 

J.    R.    BUCHBINDEK. 

Smithies,  F.:  The  Etiologic  Relationship  Existing 
Between  Gastric  Ulcer  and  Gastric  Cancer; 
an  Analysis  of  921  Cases  of  Gastric  Cancer  and 
500  Cases  of  Gastric  Ulcer.  Tr.  Mississippi 
Valley  M.  Ass.,  Lexington,  1915,  Oct. 

The  author  reviews  certain  phases  suggested  by 
the  study  of  921  operatively  and  pathologically 
demonstrated  cases  of  gastric  cancer  and  of  500 
similarly  proved  instances  of  benign  peptic  ulcer. 
Particular  attention  has  been  paid  to  the  search 
for  actual  facts  demonstrating  the  existence  of  an 
etiologic  relationship  between  gastric  cancer  and 
gastric  ulcer. 

It  seems  to  have  been  shown  that  benign  gastric 
ulcer  can  be  produced  in  a  multitude  of  ways,  the 
method  of  production  having  but  a  relative  effect 
upon  the  ulcer  resulting,  pathologically.  It  seems 
that  in  a  given  gastric  ulcer  it  is  impossible  to  prog- 
nose its  course,  duration,  or  type  of  termination. 

There  are  no  experimental,  clinical,  or  pathological 
data  that  absolutely  demonstrate  the  mechanism 
of  the  malignant  transition  of  benign  gastric  ulcer. 
This  problem  will  apparently  remain  unsolved  until 
the  exact  nature  of  the  mechanism  of  malignant 
processes  in  general  is  determined. 

Clinically,  the  histories  of  instances  of  gastric 
cancer  strongly  suggest  that  such  neoplasms  arise 
most  frequently  from  chronic  calloused  gastric 
ulcers,  clinically  benign.  It  would  appear  that 
clinically  it  is  impossible  to  segregate  that  group  of 
chronic  gastric  ulcers  which  will  change  to  cancers 
from  those  which  will  continue  as  self-limited 
benign  processes.  On  account  of  the  uncertainty 
in  this  regard,  free  excision  of  all  chronic  gastric 
ulcers  should  be  performed  whenever  such  procedure 
is  mechanically  possible.  That  this  is  a  most  im- 
portant feature  of  cancer  prophylaxis  is  proved  by 
the  fact  that  when  gastric  cancer  can  be  definitely 
diagnosed,  clinically  and  macroscopically,  at  la- 
parotomy, hope  of  radical  cure  is  slight.  The 
knowledge  of  the  foregoing  facts  imposes  a  normal 
responsibility  upon  internists  and  surgeons  with 
respect  both  to  the  individual  patient  and  the  human 
family. 

Walton,  A.  J.:  Chronic  Gastric  Ulcer.  Clin.  J.. 
1915,  xliv,  233. 

The  author  analyzes  the  statistics  of  55  cases 
of  chronic  gastric  ulcer.  In  forty-four  of  .  the  cases 
the  ulcers  were  circular  in  outline  and,  as  a  rule,  not 
more  than  one-half  inch  across,  contrary  to  the 
usual  conception.    They  were  deeply  punched  out, 


with  an  area  of  induration  surrounding  them,  and 
a  peritoneum  of  characteristic  stippled  appearance. 
When  they  were  on  the  posterior  wall  they  were 
usually  adherent  to  the  pancreas.  In  30  cases  the 
ulcers  were  at  or  about  the  lesser  curvature  and  at 
the  pylorus  in  only  14  cases. 

The  symptoms  extended  over  a  period  of  several 
years,  with  attacks  lasting  i  to  2  weeks,  and  at 
intervals  of  2  weeks  to  5  months,  or  even  several 
years. 

1.  Pain  appears  from  one-half  to  2  hours  after 
food-taking,  and  is  very  severe.  It  usually  radiates 
from  the  epigastrium,  especially  in  long-standing 
cases.  In  the  series  24  cases  showed  pain  radiating 
to  the  back  and  to  the  left  shoulder,  and  23  gave  a 
history  of  pain  for  ten  or  more  years.  An  adhesion 
to  the  pancreas  is  to  be  suspected  when  the  pain  is 
constant,  very  severe,  and  always  radiating  to  the 
left  shoulder.  In  15  cases,  food  relieved  the  pain 
and  in  7  of  these  the  ulcer  was  found  at  the  pylorus, 
while  in  only  4  was  it  situated  at  the  lesser  cur- 
vature. 

2.  Vomiting  occurred  in  44  cases,  usually  at  the 
height  of  the  pain,  and  especially  if  pain  was  severe; 
hence,  it  was  infrequent  in  the  earlier  stages.  The 
pain  was  reUeved  by  vomiting  in  all  but  one  case. 
In  pyloric  obstruction  the  vomitus  is  of  considerable 
amount,  is  ejected  forcibly,  and  contains  un- 
digested and  fermented  food. 

3.  Haematemesis  and  melaena  occurred  in  50 
per  cent  of  the  cases.  It  varied  in  amount,  usually 
ceased  spontaneously  after  vomiting,  and  rarely 
caused  anaemia.  In  only  i  case  was  operation  neces- 
sary for  bleeding. 

4.  The  appetite  as  a  rule  is  unaltered.  In  only 
4  cases  was  a  decrease  of  appetite  found,  and  3  of 
these  showed  low  acidity. 

5.  In  the  series  36  had  a  test-meal,  and  in  i^;^  of 
these  the  total  acidity  and  free  HCl  was  only 
slightly  above  normal,  but  this  was  constant; 
whereas,  in  gastric  cancer,  gall-stones,  and  vis- 
ceroptosis the  acidity  and  free  HCl  are  always  below 
normal. 

6.  Unless  there  is  obstruction  to  the  food,  there 
is  no  marked  loss  of  weight,  provided  there  has 
been  no  voluntary  starvation. 

The  following  points  are  noted  in  regard  to  diag- 
nosis: 

1.  Visceroptosis  occurs  in  women  from  25  to  40. 
Pain  is  more  diffuse,  with  no  relation  to  food- 
taking,  and  attacks  are  not  well  defined.  Vomiting 
is  more  marked,  and  a  test-meal  show^s  low  acidity 
and  free  HCl.  When  gastric  ulcer  is  present,  in 
addition,  the  diagnosis  is  almost  impossible. 

2.  Gastric  cancer  has  a  short  history.  In  a 
patient  over  35  with  no  definite  attacks,  but  steady 
increase  in  condition,  there  is  constant  dull  pain, 
marked  loss  of  appetite,  and  low  acidity,  and  HCl 
differentiates  ulcer  from  cancer. 

3.  In  duodenal  ulcer,  pain  is  more  severe  at  a 
later  period  after  food-taking.  The  pain  awakens 
the  patient  at  night  and  relief  is  found  by  taking 
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food  or  alkalies.    Vomiling  is  absent  and  there  is  a 
marked  increase  in  free  HCl. 

4.  With  gall-stones  there  are  usually  no  intervals 
of  complete  freedom  from  symptoms.  The  pain  is 
not  so  severe  as  with  ulcer  and  it  appears  imme- 
diately upon  taking  food.  Vomiting  is  present,  but 
affords  no  relief  from  pain.  There  is  also  tenderness 
over  the  gall-bladder  region. 

5.  With  appendix  dyspepsia  the  symptoms  are 
usually  less  severe  and  more  continuous,  with 
marked  tenderness  over  the  appendix.  However, 
the  diagnosis  is  difficult  and  the  appendix  should 
always  be  considered  as  a  likely  cause  of  gastric 
symptoms. 

There  is  no  medical  treatment  for  chronic  gastric 
ulcer,  although  it  may  be  tried  in  the  first  attack. 
By  surgery,  the  symptoms  are  overcome,  and  danger 
of  recurrence  prevented. 

In  the  author's  series  2  died:  one  from  broncho- 
pneumonia and  the  other  from  extreme  asthenia 
due  to  previous  haemorrhages.  In  49  cases  traced, 
37  are  cured:  4  after  18  months,  11  after  a  year, 
and  12  after  6  months.  The  remaining  10  complain 
of  minor  symptoms,  but  all  are  6  months  post- 
operative. Phillips  M.  Chase. 

Brown,  T.  R.,  and  Gaither,  E.  H.:  Some  Observa- 
tions  on    Diagnosis   of   Cancer   of   Stomach. 

Maryland  M.  J.,  1915,  Iviii,  167. 

From  a  study  of  upwards  of  200  cases  of  achylia^ 
of  various  types,  some  benign  and  some  malignant? 
the  Wolff  and  Junghan's  test  has  been  found  positive 
in  over  80  per  cent  of  cases  subsequently  deter- 
mined to  be  malignant,  and  positive  in  no  more 
than  10  per  cent  of  cases  in  which  subsequent  his- 
tory showed  beyond  question  that  the  condition 
was  benign.  These  figures  are  certainly  sufficiently 
striking  to  warrant  the  systematic  employment  of 
this  test  in  all  cases  in  which  free  hydrochloric  acid 
is  absent  in  the  stomach  after  the  Ewald  test-meal. 
Unfortunately,  the  test  is  obviously  not  applicable 
where  free  hydrochloric  acid  is  still  present  in  the 
stomach  and,  therefore,  in  the  broader  sense,  is  not 
a  test  for  the  very  early  recognition  of  gastric  cancer. 
By  reason  of  the  fact  that  clinical  studies  demon- 
strate that  many  cases  show  a  disappearance  of 
free  hydrochloric  acid  as  a  comparatively  early 
symptom,  the  authors  feel  thkt  the  test  is  well 
worthy  of  employment  and  that  there  is  real  hope 
that  in  some  cases,  at  least,  it  may  result  in  opera- 
tion followed  by  complete  removal  in  a  certain,  if 
small,  percentage  of  cases..      Edward  L.  Cornell. 

Bartlett,  W.:  Original  Worlc  on  Exclusion  of  the 
Pyloric  Antrum  for  Ulcer.  Lancet-Clin.,  191 5, 
xciv,  98. 

Bartlett  gives  a  brief  report  of  a  new  method  of 
pyloric  exclusion  conceived  by  the  author,  and  com- 
plete clinical  records  of  27  cases  of  gastric  ulcer,  in 
7  of  which  his  method  of  pyloric  exclusion  was  used. 

In  1892  Doyen  first  recorded  transverse  section 
of  the  stomach  with  blind  closure  of  the  ends.    Von 


Eiselsbcrg  followed  three  years  later  with  a  similar 
procedure.  Jonncsco,  Girard,  Grossman,  Kuttner, 
and  others  have  indorsed  this  procedure. 

Functional  exclusion  was  first  suggested  to  the 
author  by  a  case  wherein  he  resected  the  larger 
part  of  the  minor  curvature.  Upon  approxima- 
tion, the  pylorus  approached  the  cardia  ut 
without  encroachment  on  the  lumen.  This  was 
followed  by  complete  functional  obstruction.  Ex- 
perimental work  on  dogs  showed  that  better  results 
were  obtained  by  incision  of  the  major  curvature. 
X-ray  plates  taken  later  showed  complete  obstruc- 
tion. Three  patients  were  so  operated  upon  with 
uneventful  recoveries  and  apparent  cures. 

Later,  a  method  was  devised  of  building  a  septum 
just  proximal  to  the  pylorus  without  invasion  of 
either  curvature.  Of  7  patients  so  operated  upon, 
5  were  apparently  cured. 

The  detailed  clinical  histories  are  given  of  27  cases 
of  gastric  ulcer  in  which  pyloric  occlusion  in  various 
ways  was  done,  i.e.,  division  of  the  stomach,  by 
skewer,  by  fascial  band,  and  by  suture.  In  7  of 
these  cases  the  above  method  of  exclusion  was  used, 
with  excellent  results. 

Bartlett's  conclusions  are: 

1.  The  method  is  of  proven  satisfaction. 

2.  It  gives  rest  to  ulcer  area. 

3.  It  relieves  pain. 

4.  It  is  the  simplest  treatment  for  ulcer  perforat- 
ing into  other  organs.  Phillips  M.  Chase. 

Lieblein,  V.:  Jejunal  and  Gastrojejunal  Ulcer 
After  Gastro-Enterostomy  (Das  Ulcus  jejuni 
und  Ulcus  Gastrojejunale  nach  Gastroenterostomie). 
Zentralbl.  f.  d.Grenzgeb.  d.  Med.  11.  Chir.,  1915,  xix,  64. 

In  his  article  of  over  100  pages  Lieblein  gives  a 
brief  review  of  155  cases  from  the  literature  and  dis- 
cusses in  detail  the  views  of  various  authors  on  the 
etiology,  pathological  anatomy,  syptomatology, 
course,  prognosis,  and  treatment  of  peptic  ulcer 
following  gastro-enterostomy. 

His  conclusions  on  the  subject  are  as  follows: 
The  best  way  to  avoid  peptic  ulcer  would  be  to  per- 
form the  operations  that  have  not  been  known  to  be 
followed  by  it;  viz.,  gastroduodenostomy  and 
plastic  operation  on  the  pylorus.  These  come  the 
nearest  to  restoring  the  physiological  conditions. 
However,  plastic  operations  on  the  pylorus  have 
been  practically  abandoned  and  gastroduodenos- 
tomy is  much  more  difficult  to  perform  than  gastro- 
enterostomy, and  in  many  cases  cannot  be  done  at 
all.  It  could  never  become  the  operation  of  choice 
for  benign  diseases  of  the  stomach;  therefore  gastro- 
enterostomy must  still  be  performed  in  the  majority 
of  cases,  but  it  is  advisable  to  select  the  method 
that  has  been  shown  by  experience  to  be  followed 
by  the  fewest  cases  of  peptic  ulcer;  that  is,  posterior 
gastro-enterostomy  with  a  short  afferent  loop. 
It  is  very  important  in  making  the  loop  to  avoid 
any  trauma  that  might  interfere  with  the  circula- 
tion. 

Lieblein  is  inclined  to  think  that  trauma  during 
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operation  is  quite  an  important  factor  in  the  produc- 
tion of  peptic  ulcer.  All  prostheses  should  be 
avoided  because  when  they  arc  used  the  wound 
can  heal  only  by  granulation.  The  opening  should 
be  made  as  wide  as  possible.  There  should  be  care- 
ful coaptation  of  the  stomach  and  intestinal  mucous 
membrane,  and  a  suitable  dietetic  treatment 
should  be  inaugurated  after  the  operation  to  avoid 
hyperacidity.  All  foods  should  be  prohibited 
which  have  a  tendency  to  increase  stomach  secre- 
tion and  acidity.  Dujariere  advises  complete  ab- 
stinence from  alcohol  and  a  limited  use  of  meat, 
fish,  and  eggs.  Paterson  also  advises  the  patient 
to  refrain  from  eating  meat  for  6  months.  It 
remains  to  be  seen  whether  observance  of  these 
rules  will  prevent  the  occurrence  of  peptic  ulcer. 

A.  Goss. 

Strauss,  L.:  Ulcer  of  the  Duodenum  (Einiges  aus 
der  Praxis  iiber  das  Ulcus  duodeni).  Therap.  d. 
Gegenw.,  1915,  Ivi,  258. 

It  is  important  to  diagnose  ulcer  of  the  duodenum, 
as  otherwise  it  may  threaten  life  by  perforation  or 
haemorrhage.  Ulcers  of  the  anterior  and  posterior 
walls  are  quite  different  in  their  pathological  anat- 
omy as  well  as  in  their  clinical  course.  The  former 
shows  more  of  a  tendency  to  perforation,  the  latter 
to  haemorrhage. 

Strauss  describes  two  cases,  one  of  each  variety. 
Both  were  in  men  in  the  forties,  very  active  and 
subject  to  great  nervous  tension.  The  first  had  had 
a  high  degree  of  acidity  for  years  and  had  been 
treated  in  various  sanitaria.  The  pains  became  so 
severe  as  to  be  almost  unbearable  and  he  went  to 
Strauss'  hospital  for  treatment.  That  night  signs 
of  peritonitis  developed  and  he  died  the  next 
morning.  Autopsy  showed  a  perforated  duodenal 
ulcer. 

The  other  patient  had  had  almost  the  same 
symptoms,  but  in  addition  he  had  passed  blood, 
which  he  thought  was  due  to  haemorrhoids.  When 
he  came  for  treatment  he  was  so  weak  that,  al- 
though the  diagnosis  of  duodenal  ulcer  was  made,  it 
was  thought  best  not  to  operate.  All  food  and 
liquid  was  withdrawn  for  24  hours,  only  salt  solu- 
tion being  given  per  rectum  by  the  drop  method. 
After  24  hours  sips  of  water  were  given  and  after 
three  days  sips  of  iced  milk.  The  man  recovered 
and  has  been  well  for  three  months.  If  the  symp- 
toms return  immediate  treatment  will  be  indicated. 

Strauss  believes  in  the  theory  of  the  nervous 
origin  of  duodenal  ulcer,  and  if  patients  cannot  be 
freed  from  nervous  strain  they  should  be  operated 
upon;  if  they  can,  medical  treatment  will  suffice. 
In  men  over  40  with  nervous  dyspepsia  and  hy- 
peracidity ulcer  of  the  duodenum  should  always  be 
suspected.  A.  Goss. 

Whipple,  G.  H. :  Intestinal  Obstruction;  a  Proteose 
Intoxication.    /.  Am.  M.  Ass.,  1915,  Ixv,  476. 

By  dog  experimentation  the  author  has  succeeded 
in  obtaining  the  same  poison  from  the  fluid  above  an 


intestinal  obstruction,  from  a  closed  washed  loop 
of  small  intestine,  or  from  the  mucosa  of  a  closed 
loop  or  a  loop  draining  externally  through  an  en- 
terostomy wound.  Dogs  can  be  immunized  to  a 
slight  degree  by  the  administration  of  sublethal 
doses  of  this  poison.  This  poison  must  be  produced 
by  bacterial  activity,  perverted  activity  of  the  loop 
mucosa,  or  by  both  factors  in  conjunction.  It  has 
been  demonstrated  that  the  absorption  of  this 
poison  does  not  take  place  from  the  lumen  of  the 
intestine  but  from  the  mucosa;  furthermore,  in- 
creasing the  quantity  of  poison  in  the  lumen  does 
not  increase  the  absorption.  Stripping  or  de- 
stroying the  mucosa  prevents  absorption. 

The  chemical  nature  of  the  poison  in  question 
has  been  determined  by  a  process  which  can  yield 
only  a  primary  proteose.  The  dried  poison  has  been 
successfully  isolated  and  it  has  been  shown  that  the 
intravenous  administration  of  100  mg.  will  fatally 
poison  a  15-pound  dog.  The  poison  is  eliminated 
in  the  urine.  This  fact  explains  the  benefit  to  be 
derived  from  diuresis  in  intestinal  obstruction. 
The  injection  of  the  proteose  causes  a  great  rise  in 
the  incoagulable  nitrogen  of  the  blood.  Dogs  with 
intestinal  obstruction  likewise  show  a  rise  in  the 
incoagulable  nitrogen  of  the  blood  which  seems  to 
depend  upon  the  intensity  and  rapidity  of  the  in- 
toxication. This  fact  is  of  much  value  in  diagnosis 
and  prognosis.  E.  Fischel. 

McGlannan,  A.:    Intestinal  Obstruction.    J.  Am. 

M.  Ass.,  1915,  Ixv,  673. 

A  series  of  276  cases  was  studied,  in  161  of  which 
the  obstruction  was  in  the  small  intestine,  in  75  in 
the  large  intestine,  and  in  40  it  was  not  definitely 
located.  The  mortality  for  the  entire  series  was 
45.7  per  cent.  Experimental  work  done  to  deter- 
mine the  cause  of  death  shows  that  the  secretion  of 
the  duodenal  mucosa  plays  an  important  part  and 
that  the  essential  cause  is  the  absorption  of  a  chemi- 
cal compound  of  the  cholin  group  of  substances. 
Toxaemia  is  the  real  cause  of  the  high  mortality  as 
evidenced  by  the  figures  of  this  series:  toxaemia, 
75  per  cent;  peritonitis,  12  per  cent;  post-operative 
shock,  5  per  cent;  other  causes,  8  per  cent. 

Toxaemia  is  the  fatal  factor  in  obstruction,  and  it 
is  difficult  to  combat  as  there  is  no  certain  detoxicat- 
ing  agent.  The  only  hope  for  a  reduction  of  the 
high  mortality  lies  in  the  early  recognition  of  the 
condition  and  prompt  surgical  interference. 

The  clinical  course  is  divided  into  three  stages: 
(i)  onset,  (2)  compensation,  and  (3)  toxaemia.  The 
symptoms  of  the  first  stage  are  pain,  nausea,  and 
vomiting,  with  or  without  constipation  or  diarrhoea. 
The  pain  is  not  relieved  by  enemata  or  gastric  lavage, 
and  this  fact  is  sufficient  to  warrant  diagnosis  and 
operation.  The  second  stage  is  characterized  by 
persistent  pain,  visible  peristalsis,  local  tenderness, 
etc.;  frequently  gangrene  and  local  peritonitis  are 
present.  In  the  third  stage  the  toxaemia  over- 
shadows other  features. 

Forty  per  cent  of  post-operative  obstructions  and 
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10  per  cent  of  all  cases  followed  drainage  operations 
for  appendicitis,  a  strong  argument  for  prompt  ofi- 
eration  in  appendicitis  and  careful  covering  of 
surfaces  in  other  procedures  as  many  cases  were  due 
to  involvement  of  an  intestinal  coil  in  the  adhesions 
resulting  from  the  original  operation. 

Operative  procedures  vary  with  the  stage  they 
are  performed  in.  In  the  first  stage  relief  of  the 
obstruction  is  sullkient.  In  the  second  stage  the 
operation  varies  with  the  extent  of  the  gangrene  and 
the  general  condition  of  the  patient.  Resection  and 
anastomosis  is  the  ideal  operation,  but  often  some 
expedient  must  be  utilized.  In  the  third  stage  en- 
terostomy may  be  the  only  operation  the  condition 
of  the  patient  will  justify,  but  no  matter  what  is 
done,  an  enterostomy  should  be  added  at  this  time, 
as  emptying  the  obstructed  loop  has  a  decided 
effect  upon  the  toxaemia.  When  once  developed 
the  toxaemia  must  be  energetically  treated  regardless 
of  what  is  done  to  the  obstruction.  Means  of 
combating  toxaemia  comprise:  enterostomy  to 
empty  the  obstructed  loop  of  its  contents,  which  is 
probably  the  source  of  the  toxa;mia;  the  use  of  large 
amounts  of  water,  best  by  transfusion,  in  order  to 
prevent  dehydration  and  to  stimulate  secretion; 
the  injection  of  epinephrin  intravenously  or  with 
the  subcutaneous  solution  to  overcome  the  effect 
of  the  toxin  on  the  heart  and  blood-pressure. 

E.  K.  Armstrong. 

Hall,  R.  B. :  Report  of  a  Case  of  Gall-Stone  Causing 
Intestinal     Obstruction     and     Volvulus.     Tr. 

Am.  Ass.  Obst.  b'Gynec,  Pittsburgh,  1915,  Sept. 

Hall  reports  a  case  of  intestinal  obstruction  and 
volvulus,  caused  by  a  large  gall-stone.  He  em- 
phasizes the  statement  that  the  profession  generally 
do  not  regard  gall-stones,  in  which  the  patient  is 
not  a  great  sufferer,  as  surgical.  They  are  treated 
by  their  physician  most  contentedly  and  hopefully 
with  very  indefinite  results,  so  far  as  any  permanent 
relief  is  concerned,  being  variously  described  by 
such  vague  terms  as  stomach  symptoms,  discomfort 
after  meals,  indigestion,  neuralgia,  gastralgia,  liver 
derangement,  etc.,  and  treated  for  years  without 
any  permanent  benefit.  Hall  believes  these  cases 
are  surgical  and  recommends  exploratory  operation 
in  all  those  chronic  cases  in  which  there  is  a  clear 
past  history  of  one  or  more  acute  attacks.  If 
an  exploration  were  made  at  the  time  of  the  acute 
attack,  the  operation  would  not  be  serious  and 
many  of  the  serious  complications  that  are  likely  to 
develop  later  would  be  avoided. 

In  cases  in  which  the  stone,  through  ulceration, 
has  passed  into  the  bowel,  the  patients  are  sub- 
jected to  great  danger,  even  if  they  do  survive. 
That  any  of  them  survive  the  many  dangers  at- 
tending this  tedious  process  is  marvelous.  When 
intestinal  obstruction  occurs,  it  is  so  many  years 
after  the  acute  attack,  that  the  real  cause  is  not 
recognized  until  revealed  at  the  time  of  the  opera- 
tion or  autopsy.  The  long  past  history  of  gall- 
stones is  ignored  or  forgotten. 


Wolfsohn,  G.:  Appendicitis  and  Typhoid  (Ap- 
pendicitis and  Typhus).  lierl.  klin.  Wchnschr., 
191S,  iii,  872. 

Wolfsohn  has  had  occasion  within  the  past  few 
months  to  operate  on  a  series  of  appendicitis  cases 
in  a  military  hospital.  The  symptoms  differed  in  a 
number  of  particulars  from  the  typical  picture  of 
appendicitis.  The  patients  were  not  taken  sick 
suddently,  but  for  days  or  possibly  weeks  had  felt 
tired  and  depressed,  had  headache,  pains  in  the 
limbs,  etc.  They  had  attacks  of  stubborn  diarrhoea, 
sometimes  with  blood  in  the  stools.  They  had 
moderate  elevation  of  temperature,  and  the  pulse 
was  strong  and  full  and  corresponded  in  rapidity 
to  the  temperature.  Their  appearance  was  not 
that  characteristic  of  peritoneal  involvement,  and 
there  was  no  rigidity  of  the  abdominal  walls.  The 
region  of  the  appendix  was  sensitive  on  pressure. 
There  was  no  vomiting.  The  symptoms  were 
quite  like  those  of  typhoid,  but  bacterial  examina- 
tion was  negative. 

In  10  such  cases  as  described  above,  Wolfsohn  op- 
erated because  the  pain  in  the  region  of  the  ap- 
pendix and  the  bloody  diarrhcea  persisted  in  spite  of 
expectant  treatment.  The  appendix  showed  only 
comparatively  slight  lesions,  consisting  of  small 
heemorrhages  or  superficial  erosions,  but  all  the 
symptoms  disappeared  after  operation  and  the 
patients  were  well  within  ten  to  fourteen  days. 
Wolfsohn  suspected  that  these  cases  might  be 
due  to  typhoid  bacilli  and  had  the  appendices  from 
his  last  28  cases  of  appendectomy  examined.  He 
found  typhoid  or  paratyphoid  bacilli  in  the  internal 
wall  of  the  appendix  in  5  cases,  although  repeated 
examinations  had  shown  the  urine,  faeces,  and  blood 
to  be  free  from  bacilli.  One  of  the  cases  was  acute 
with  the  symptoms  of  perforative  peritonitis,  2 
others  were  more  or  less  acute,  while  the  other  2 
showed  the  clinical  picture  described  above.  All  of 
them  recovered  after  appendectomy.  He  concludes 
that  the  bacteria  were  carried  to  the  appendix 
through  the  blood  current  and  found  there  a  point 
of  least  resistance;  the  fact  that  they  produced  a 
local  reaction  there  without  causing  a  general  ty- 
phoid infection  was  due  not  to  decreased  virulence 
on  the  part  of  the  bacilli,  but  to  increased  defense 
on  the  part  of  the  body,  for  all  of  these  patients  had 
been  vaccinated  one  or  more  times  for  typhoid 
fever.  A.  Goss.     ' 

Russ,  W.  B.:  Chronic  Intestinal  Stasis  with  In- 
fection from  a  Surgical  Point  of  View.    /.  Am. 

M.  Ass.,  1915,  Ixv,  763. 

A  strong  plea  is  made  by  Russ  for  the  adoption  of 
a  more  conservative  surgical  viewpoint  and  for  the 
banishment  of  indiscriminate  short-circuiting  and 
other  intestinal  procedures. 

The  class  of  patients  affected  with  this  condition 
are  usually  those  of  the  intense  neurotic  and  vis- 
ceroptotic  type,  who,  except  under  the  most  favor- 
able conditions,  are  unable  to  withstand  the 
ordinary  wear  and  tear  of  life.     Obstinate  constipa- 
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tion  with  resultant  lowered  resistance  predispose 
these  patients  to  infection.  This  infection  may  not 
be  serious  until  the  local  immunizing  mechanism 
of  the  bowel  and  the  general  systemic  defenses  are 
overcome. 

As  a  rule,  these  cases  are  not  primarily  surgical, 
and  under  proper  treatment  very  few  need  ever  be- 
come surgical.  However,  they  are  preeminently 
institutional  cases,  inasmuch  as  they  require  care- 
fully regulated  and  prolonged  treatment. 

In  those  deemed  surgical,  a  strong  plea  is  made 
not  to  destroy  by  operation  the  future  functional 
usefulness  of  the  bowel.  Those  which  colectomy 
appears  to  relieve  for  a  time,  no  doubt  could  be 
permanently  cured  by  less  radical  means.  Short- 
curcuiting  of  the  bowel  is  to  be  condemned  and 
classed  with  discredited  past  surgical  "triumphs" 
such  as  nephropexy  and  oophorectomy. 

The  ideal  operation  must  (i)  secure  easy  and 
complete  evacuation;  (2)  relieve  back  pressure  and 
reflux  into  the  ileum;  (3)  provide  a  means  for  treat- 
ment of  infection;  (4)  cure  chronic  appendicitis;  and 
(5)  preserve  the  functional  usefulness  of  the  colon 
and  ileum.  Phillips  M.  Chase. 

Rest,  F. :  Surgical  Treatment  of  Chronic  Constipa- 
tion (Beitrag  zur  Lehre  von  der  chronischen  Ob- 
stipation und  ihrer  chirurgischen  Behandlung). 
Milt.  a.  d.  Grenzgeb.  d.  Med.  u.  Chir.,  1915,  xxviii, 
627. 

Rost,  assistant  at  the  Wilms  surgical  cUnic  at 
the  University  of  Heidelberg,  in  an  article  of  64 
pages  gives  a  thorough  review  of  the  surgical  treat- 
ment of  chronic  constipation,  illustrated  with 
rontgenograms  showing  the  different  types  of  con- 
stipation described.  Illustrative  cases  of  the 
different  types  are  also  described.  Two  factors 
have  contributed  largely  to  progress  in  this  subject 
in  recent  years,  rontgen  examination  and  surgical 
treatment  for  constipation.  The  physiology  of  the 
movements  of  the  large  intestine  and  of  defecation 
are  discussed. 

Many  cases  of  constipation  are  due  to  interfer- 
ence with  defecation,  either  from  mechanical 
obstacles,  malformations  of  the  rectum,  spasm  of  the 
sphincter,  or  derangement  of  the  motility  of  the  lower 
colon  or  accessory  muscles  due  to  reflex  impulses 
generated  in  the  sensory  tracts.  In  these  cases  of 
proctogenous  constipation  faeces  may  collect  in  the 
caecum  also,  but  of  course  resection  of  the  cascum 
does  no  good. 

The  spastic  form  of  constipation  is  generally 
located  in  the  intermediate  or  distal  colon.  In 
such  cases  the  collection  of  faecal  matter  in  the 
proximal  colon  is  secondary.  The  general  symp- 
toms in  this  form  of  constipation  are  due  to  the 
absorption  of  toxic  products  from  the  faeces  in  the 
proximal  colon,  so  that  the  general  condition  is 
very  much  improved  by  the  resection  of  the  proximal 
colon.  The  constipation  itself  is  not  necessarily 
cured  in  all  cases.  The  fact  that  the  faeces  enter 
the  distal  colon  in  a  fluid  form  after  the  operation 


tends  to  reduce  the  spasm.  This  form  of  constipa- 
tion may  also  be  due  to  mechanical  causes,  such  as 
abnormal  course  of  the  parietal  peritoneum  or  to 
stretching  of  the  serosa  as  the  proximal  colon 
increases  in  size,  and  pericolitis.  These  disturbances 
are  secondary  results  of  constipation  but  they  also 
increase  it,  thus  forming  a  vicious  circle.  Most 
cases  of  collection  of  faeces  in  the  proximal  colon, 
however,  do  not  belong  to  these  forms.  They  are 
due  to  a  disproportion  between  the  proximal  and  the 
intermediate  and  distal  colon.  In  two  cases  that 
came  to  autopsy  the  author  found  a  relative  hyper- 
trophy of  the  proximal  and  an  atrophy  of  the  inter- 
mediate and  distal  colon,  showing  that  the  true 
seat  of  the  constipation  was  not  the  proximal,  but 
the  intermediate  or  distal  colon.  However,  it  is 
the  proximal  colon  that  gives  rise  to  the  symptoms 
resulting  from  the  constipation,  and  these  symp- 
toms cease  when  the  proximal  colon  is  removed,  even 
though  the  true  cause  of  the  constipation  is  not 
removed.  Whether  the  constipation  is  cured  de- 
pends on  the  degree  of  insufficiency  of  the  inter- 
mediate and  distal  colon. 

In  another  class  of  cases  the  colon  simply  does 
not  have  any  reserve  strength,  so  that  when  it  has  to 
work  under  favorable  conditions  such  as  movable 
caecum,  adhesions,  or  inflammation,  it  easily  be- 
comes exhausted.  In  such  cases  it  is  generally 
sufficient  to  remove  the  unfavorable  condition  by 
caecopexy,  by  loosening  the  adhesions,  etc.,  but  as 
it  is  difficult  to  make  a  diagnosis  of  the  degree  of 
insufficiency  it  is  often  preferable  in  these  cases 
also  to  resect  the  proximal  colon.  He  describes 
two  typical  cases,  however,  which  were  cured  by 
minor  measures,  one  by  caecopexy  and  the  other 
by  caecopexy  and  appendectomy.  A.  Goss. 

Sweringen,  B.  Van:  A  Rare  Congenital  Abnormal- 
ity of  the  Sigmoid.  Tr.  Am.  Ass.  Obst.  b'Gynec, 
Pittsburgh,  1915,  Sept. 

This  congenital  anomally  was  found  during  an 
operation  for  pelvic  inflammation.  During  the 
eneucleation  of  the  inflammatory  mass  on  the  left 
side  a  cylindrical  tube  about  six  inches  long  and 
an  inch  in  diameter  was  uncovered  which  connected 
the  sigmoid  and  rectum.  The  main  channel  of  the 
gut  was  thought  to  be  below  this  small  tube  which 
was  therefore  ligated  at  its  rectal  and  sigmoid  at- 
tachments and  removed.  As  it  was  found  that  the 
rectum  and  sigmoid  could  not  be  filled  with  water 
through  a  tube  introduced  through  the  anus,  an 
anastamosis  between  them  was  necessary. 

The  pathologist's  report  showed  the  tube  to  be 
a  large  gut  of  very  small  caliber  and  not  normal 
sigmoid  compressed  by  the  inflammatory  mass  in 
the  pelvis. 

Haines,  W.  D. :  Some  Features  in  the  Management 
of  Surgical  Disorders  of  Digestion.  Tr.  Miss. 
Valley  M.  Ass.,  Lexington,  1915,  Oct. 

Haines  stated  that  his  experience  had  demon- 
strated that  seven-tenths  of  the  patients  suffering 
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from  digestive  disorders  could  be  cured  by  the  re- 
moval of  some  extragastric  lesion. 

Until  quite  recently  dyspepsia  has  been  viewed 
through  a  gimlet  hole,  which,  although  giving  a 
comprehensive  view  of  the  stomach  itself,  left  the 
larger  problems,  causative  factors,  and  the  inter- 
dependence of  functionally  related  organs  almost 
without  consideration. 

Multiple  erosions,  ulceration  of  the  mucosa  and 
muscularis,  together  with  perforation  of  the  entire 
stomach  wall,  have  been  produced  experimentally 
in  guinea  pigs,  rabbits,  and  dogs,  by  intravenous 
injection  of  certain  strains  of  streptococci;  singu- 
larly enough  the  strains  of  streptococci  with  which 
experiments  have  been  most  successful  in  the  pro- 
duction of  stomach  lesions  have  been  of  a  relatively 
low  degree  of  virulence. 

The  contentions  of  this  newer  pathology  are  in 
substance  that  the  organisms  of  an  infection  oc- 
curring, say,  in  the  buccal  cavity  of  a  patient,  may 
be  transmitted  by  the  lymph  or  blood  stream  to 
remote  parts  of  the  body  and  form  new  foci  when 
arrested  in  the  terminal  vessels  of  such  organs  as 
the  gall-bladder,  stomach,  duodenum,  brain,  or 
kidney.  The  interval  of  time  between  primary  in- 
fection and  the  onset  of  symptoms  produced  by  the 
metastatic  focus  may  be  so  great  that  the  patient 
cannot  recollect  his  tonsillitis  or  other  infection 
and  thus  the  connecting  link  between  cause  and 
effect  is  wanting,  and  delay  in  such  instances  is  due 
to  an  incomplete  immunization  in  which  the  patient 
was  almost  able  to  work  out  his  own  salvation;  but 
Nature's  defeat  in  such  instances  is  not  a  complete 
rout,  the  terms  of  compromise  finding  expression 
in  a  modified  organism,  shorn  of  much  of  its  pri- 
mordial force,  but  still  retaining  sufficient  virulence 
to  establish  a  subfocus  when  transmitted  to  some 
field  possessing  terminal  arteries. 

A  number  of  years  ago  the  author  and  his  as- 
sistant noted  the  great  difference  in  the  post-opera- 
tive histories  in  favor  of  those  cases  wherein  they 
drained  the  gall-bladder  in  conjunction  with  the 
operative  work  upon  the  stomach;  so  great  was  the 
difference  that  they  made  it  a  rule  to  drain  the  gall- 
bladder whenever  practical  in  dealing  with  stomach 
lesions.  While  more  or  less  empirical,  the  practice 
was  based  upon  the  idea  of  the  interdependence  of 
organs,  and  their  success  encouraged  the  author  to 
report  the  work  before  the  Surgical  Section  of  the 
Ohio  State  Medical  Association  eight  years  ago. 

In  view  of  the  newer  concepts  of  the  pathology  of 
digestive  disorders,  an  infected  gall-bladder  or 
appendix  is  regarded  as  the  subfocal  source  from 
which  arises  the  morbid  process  designated  as  gas- 
tric ulcer.  If  this  teaching  holds,  and  it  is  perfectly 
rational,  we  must  regard  gastric  and  duodenal  ulcer 
in  the  same  light  that  we  have  long  considered  gall- 
stones, that  is  to  say,  not  as  a  disease  but  as  the  end- 
result  of  a  disease,  and  in  order  to  cope  with  the  symp- 
toms successfully,  the  original  and  subfocal  causes 
of  the  infection  must  be  removed. 

It  is  not  uncommon  to  witness  the  beneficial  re- 


sults to  the  dyspeptic  following  removal  of  a  small, 
contracted  thick  gall-bladder,  and  many  physicians 
have  had  the  humiliating  experience  of  seeing  the 
tide  turned  in  a  patient's  health  by  a  confrere 
who  has  removed  a  strawberry  gall-bladder  or  a 
chronically  inflamed  appendix  after  a  technically 
perfect  gastrojejunostomy  had  failed  to  remove 
the  symptoms. 

Fifteen  years  ago  the  anterior  cervical  glands  were 
resected  for  secondary  infection  quite  frequently, 
and  the  profession  soon  learned  that  to  remove  the 
infected  tonsils  at  the  same  time  brought  infinitely 
better  end-results.  The  surgeon  is  doing  less  and 
less  of  this  type  of  work  for  the  reason  that  the 
laryngologist  is  removing  the  infected  tonsils  before 
the  local  process  breaks  down  the  systemic  resist- 
ance and  permits  invasion  of  the  lymphatics  drain- 
ing the  tonsillar  region,  and  this  is  the  lesson  the 
author  wishes  to  drive  home  in  connection  with  the 
management  of  digestive  disorders.  The  profession 
must  be  brought  to  a  full  realization  of  the  dangers 
of  permitting  pus  to  remain  in  the  system  un- 
challenged. 

In  speaking  of  the  technique  of  operation  for 
indurated  ulcer  Haines  said  in  part  as  follows: 

Gastric  motility  and  the  secretory  functions  of  the 
stomach  are,  as  a  general  rule,  not  so  seriously 
disturbed  in  patients  suffering  from  duodenal  ulcer, 
and  very  satisfactory  results  are  obtained  by  turn- 
ing in  the  margins  of  the  ulcer  and  reinforcing  the 
wall  by  two  tiers  of  seromuscular  sutures  in  con- 
junction with  a  gastrojejunostomy. 

Conversely  this  procedure  will  not  relieve  the 
digestive  disturbances  accompanying  gastric  ulcer 
which  has  perforated,  if  there  is  any  considerable 
amount  of  induration  about  the  base  of  the  ulcer, 
and  this  is  the  only  type  of  ulcer  which  the  author 
has  encountered  where  perforation  has  occurred. 

In  dealing  with  perforation  in  this  type  of  ulcer 
he  has  made  a  practice  of  resecting  the  ulcer  site 
well  beyond  the  diseased  margins  and,  after  closing 
by  suture,  doing  a  gastro-jejunostomy  at  the  same  sit- 
ting if  the  patient's  condition  would  permit.  End- 
results,  however,  have  not  been  satisfactory  in  a 
number  of  the  patients  thus  operated  upon  and  a 
certain  percentage  of  these  patients  have  required 
a  second  operation,  such  as  drainage  or  removal  of  a 
diseased  gall-bladder,  before  obtaining  satisfactory 
relief  from  their  symptoms. 

Impaired  motility  and  faulty  secretory  function 
on  the  part  of  the  stomach,  which  persist  in  some 
degree  after  resection  of  the  ulcer,  have  led  some 
surgeons  to  make  the  so-called  "sleeve  resection" 
of  the  stomach  wall  in  dealing  with  chronic  in- 
durated ulcer.  After  making  an  end-to-end  anas- 
tomosis of  the  stumps  of  the  stomach  wall,  the  opera- 
tion is  completed  by  making  an  anastomosis  with  the 
jejunum  either  at  the  site  of  the  lower  angle  of  the 
resection  incision  or  with  the  proximal  stump  of  the 
stomach.  This  operation  is  said  to  interfere  but 
little  with  stomach  motility  and  in  consequence  is 
followed  by  infinitely  better  end-results.     He  states 
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he  has  had  no  personal  experience  with  this  type 
of  operation  but  will  in  the  future  adopt  the 
procedure  in  dealing  with  the  large  indurated  ulcer 
for  two  reasons: 

First,  the  results  have  been  unsatisfactory. 

Second,  competent  men  give  assurance  that  the 
"sleeve  resection"  is  followed  by  uniformly  good 
results. 

Numerous  case  histories  from  the  author's 
practice  were  cited  to  illustrate  the  various  points 
in  the  pathology  and  operative  technique  in  the  man- 
agement of  digestive  disorders. 

Dickinson,  G.  K.:    Gas-Pains.     Tr.   Am.   Ass.  Obsl. 
&Gyn€C.,  Pittsburgh,  1915,  Sept. 

The  author  explains  the  physiological  relationship 
between  "gas-pains,"  tympany,  and  pseudo-ileus. 
The  rude  operations  and  anaesthesias  of  thirty  years 
ago  traumatized  sufficiently  to  produce  a  protracted 
paresis  of  the  gut  and  a  condition  and  symptoms 
known  as  pseudo-ileus.  When  the  operations  and 
anaesthesias  became  simpler,  less  disturbing  to  the 
viscera  and  less  toxic  to  the  patient,  the  reaction 
became  milder  and  we  had  tympany  and  less  true 
pseudo-ileus.  The  surgery  of  today  being  more 
carefully  and  scientifically  conducted  and  the  anaes- 
thesias given  with  better  pharmacological  knowledge 
the  viscera  are  but  slightly  disturbed,  the  pa- 
tient suffering  from  what  he  calls  "gas-pains." 

During  the  stage  of  evolution,  both  physiological 
and  pharmacological  conditions  were  studied  to 
explain  symptoms.  The  ballooning  of  the  gut 
under  exposure,  subsequent  kink,  regional  stasis, 
absorption,  vascularized  oedema  of  the  wall,  transu- 
dation of  carbonic  acid,  acapnia,  reflex  conditions, 
chromatolysis,  and  block  of  Auerbach's  plexus 
are  all  factors,  and  should  be  considered. 

Mild  cases  recover  without  treatment,  or,  per- 
haps are  aided  in  recovery  by  the  use  of  eserine, 
pituitrin,  and  other  drugs.  But  physiological 
restitution  can  be  obtained  more  properly  through 
the  double-current  proctoclysis,  water  at  a  tempera- 
ture of  120°,  kept  up  for  twenty  or  thirty  minutes, 
thereby  stimulating  the  circulation  of  the  en- 
gorged intestinal  wall  with  return  of  normal  peris- 
talsis, stimulating  through  its  effect  upon  the  vaso- 
motor system  the  kidneys,  skin,  and  heart. 

LIVER,  PANCREAS,  AND  SPLEEN 

Liciity,  J.  A.,  and  Zurliorst,  E.  W.:    Concerning 
End-Results  of  Gall-Bladder  and  Duct  Diseases. 

/.  Am.  M.  Ass.,  1915,  Ixv,  482. 

An  interesting  discussion  is  given  of  gall-bladder 
and  gall-duct  disease  based  upon  cases  the  author 
has  observed  in  private  and  hospital  practice  during 
the  last  twenty  years.  The  article  comprises  three 
tables  in  which  the  614  cases  of  gall-bladder  and 
gall-duct  diseases  are  classified  as  follows:  (i)  gall- 
bladder and  duct  cases — operative — 193  cases; 
(2)  gall-bladder  and  duct  cases — not  operated;  (3) 
age  incidence  in  gall-stones. 


Of  the  operated  cases  11  died  within  one  month. 
6  of  them  being  common  duct  cases  out  of  a  total 
of  16  common -duct  cases  operated  upon  as  com- 
pared to  121  gall-bladder  cases. 

The  mortality  from  the  medically  treated  cases 
of  gall-bladder  disease  was  no  greater  than  the  op- 
erative mortality,  but  the  authors  call  attention  to 
the  fact  that  the  operated  cases  were  not  selected 
cases  in  any  sense,  many  of  them  consenting  to 
operation  only  after  years  of  suffering  from  the 
disease,  and  the  extent  of  the  pathological  condition 
found  at  operation  was  directly  proportionate  to  the 
duration  of  symptoms.  They  explain  the  unwill- 
ingness of  patients  to  undergo  the  advised  operation 
to  the  fact  that  when  they  are  sufifering  most,  i.e., 
during  an  attack  of  colic,  and  are  most  willing  to 
undergo  anything  which  will  ofifer  relief,  the  physi- 
cian and  the  surgeon  must  both  advise  that  the 
operation  be  postponed.  When  the  attack  is  over 
and  the  most  desirable  time  for  operation  is  at 
hand,  the  patient  has  such  a  feeling  of  well-being 
that  no  amount  of  pressure  can  convince  him  of  the 
necessity  of  an  operation  to  prevent  serious  com- 
plications. In  studying  the  average  age  of  gall- 
stone patients  at  onset  and  at  operation,  it  was  found 
that  seven  years  usually  elapsed  between  the  two 
in  women,  and  eight  in  men. 

Other  interesting  points  brought  out  are  that 
of  122  cases  of  gall-stone  disease,  only  21  gave  a 
history  of  typhoid;  of  54  cases  of  cholecystitis, 
20  gave  a  history  of  typhoid.  Of  the  614  total  cases, 
glycosuria  existed  in  only  one  per  cent.  This  was 
only  one-tenth  of  one  per  cent  higher  than  the  in- 
cidence of  diabetes  mellitis  among  14,000  patients. 
Among  those  cases  in  which  the  gastric  secretion  was 
studied,  73  per  cent  of  82  gall-stone  cases  and  70 
per  cent  of  36  cholecystitis  cases  had  hyperchlor- 
hydria. 

In  conclusion,  the  authors  emphasize  the  facts  that 
operation  before  gall-stone  disease  becomes  com- 
mon duct-stone  is  by  far  the  safest  procedure;  that 
non-operative  or  so-called  "medical  treatment" 
has  a  mortality  scarcely  higher  than  the  operative; 
but  that  reduction  of  mortality  should  not  be  our 
only  aim,  as  many  of  the  non-operated  cases  lead 
a  miserable  existence,  many  are  drug  habitues,  and 
quackery  is  particularly  attractive  to  the  gall-stone 
sufferer.  E.  Fischel. 

Krumbhaar,  E.  H.:  A  Classification  and  Analysis 
of  Clinical  Types  of  Splenomegaly  Accom- 
panied by  Anaemia.     Am.  J.  M.  Sc,  1915,  cl,  227. 

Chronic  splenomegaly,  usually  with  anaemia, 
may  occur  in  adults  or  in  children.  Two  broad 
classes  are  observed:  (i)  splenomegaly  with  leuco- 
cytosis  (leukaemia,  pseudoleukaemia,  secondary  to 
obstruction,  infection,  heart-lesions,  typhoid,  kala- 
azar,  syphilis,  etc.);  (2)  splenomegaly  with  anaemia, 
but  without  leucocytosis.  The  types  of  this  latter 
class  are  the  ones  which  the  author  discusses  especi- 
ally and  attempts  to  classify. 

The  term  "splenic  anaemia,"  though  good  in  its 
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early  day  is  now,  the  author  believes,  too  broadly 
and  loosely  applied,  and  possibly  should  be  dropped 
for  a  more  specific  designation  of  the  distinct  types. 
Those  more  minutely  described  and  differentiated 
in  the  paper  are:  Banti's  disease  (splenomegaly 
with  hepatic  cirrhosis),  Gauchcr's  disease  (large 
celled  splenomegaly),  von  Jaksch's  disease  (pseudo- 
leukajmia  infantum),  Hayem-Widal's  acquired  form 
of  hjEmolytic  jaundice,  ChaufTard-Minkowski's 
congenital  or  hereditary  form  of  hemolytic  jaundice, 
and  pernicious  anaemia.  Krumbhaar  presents  a 
table  setting  forth  in  concise  form  the  chief  difTer- 
ential  points  of  these  types  of  the  disease.  The 
paper  is  exhaustive  and  the  demarkations  of  the 
types  are  minutely  presented.  It  should  be  read 
in  its  entirety. 

As  to  pathogenesis  two  views  are  held:  The 
primary  lesion  is  in  the  blood,  a  dystrophy  of  the 
red  cells;  or,  primarily  or  indirectly,  the  spleen 
exhibits  an  exaggerated  haemolytic  activity.  Widal 
and  his  school  advocate  the  former  theory,  while 
Banti  and  others  regard  the  supposed  haemolytic 
powers  of  the  spleen  as  the  cause  of  the  disease. 
As  a  remedial  measure  splenectomy  has  afforded 
the  best  results  when  there  is  evidence  of  increased 
blood  obstruction,  though  all  such  measures  should 
be  approached  most  conservatively,  so  long  as  so 
much  of  the  physiology  of  the  epleen  remains  un- 
known. Matthew  W.  Pickard. 

Paus,  N.:    Splenic  Abscess   (Milzabszess).     Deutsche 
Zlschr.f.  Chir.,  1915,  cxxxiii,  386. 

Paus  describes  a  case  in  a  woman  of  38.  She  had 
had  an  attack  of  pneumonia  the  last  of  October, 
1 9 14.  There  was  no  crisis,  the  fever  sank  by 
lysis,  and  after  five  or  six  weeks  began  to  rise 
again,  and  remained  at  about  38°C.  until  the  pa- 
tient was  brought  to  the  hospital  at  the  end  of 
December.  About  the  middle  of  November  a 
tumor  had  appeared  under  the  left  ribs  and  grew 
to  the  size  of  a  child's  head.  On  operation  it  was 
found  to  be  a  large  abscess  of  the  spleen.  Pneumo- 
cocci  were  demonstrated  in  the  pus.  They  had  in- 
fected the  heart  valves,  especially  the  aortic,  during 
the  attack  of  pneumonia,  and  a  bacterial  embolism 


had  passed  through  the  greater  circulation  to  the 
spleen  and  produced  the  abscess. 

Abscesses  of  the  spleen  are  comparatively  rare. 
DifTerent  kinds  of  bacteria  have  been  demon- 
strated but  the  author  knows  of  no  other  case  in 
which  pneumococci  were  the  causative  agents. 
The  symptoms  vary;  the  course  may  be  chronic 
and  almost  without  symptoms,  or  the  disease  may 
manifest  itself  acutely  with  chills  and  fever.  Pain 
and  sensitiveness  depend  on  whether  the  abscess 
extends  to  the  serosa  or  not.  In  this  case  there  was 
no  pain,  only  a  feeling  of  heaviness.  The  tem- 
perature was  not  very  high.  There  is  generally 
increase  in  the  number  of  leucocytes,  but  the 
increase  was  only  moderate  in  this  case.  Often 
the  left  pleura  is  involved.  It  was  in  this  case,  but 
that  was  not  surprising  as  the  patient  had  just  had 
pneumonia  of  the  left  lower  lobe.  Diagnosis  is 
made  from  the  case  history  and  the  results  of 
palpation,  but  it  is  difficult  in  most  cases.  Treat- 
ment of  course  is  incision  and  if  necessary  splenec- 
tomy. The  prognosis  depends  on  the  promptness 
of  diagnosis  and  surgical  treatment.  If  they  are 
made  early  most  cases  recover,  as  this  one  did. 

A.  Goss. 

Gerster,  J.  C.  A.:    Ligation  of  the  Splenic  and 

Gastro-Epiploica  Sinistra  Arteries  in  the  Sur- 

s     gery  of  the  Spleen.    /.  Am.  M.  Ass.,  1915,  Ixv, 

527- 
In  cases  of  markedly  enlarged  or  adherent  spleen 
where  ligation  of  the  pedicle  is  exceedingly  difficult 
and  dangerous  the  author  proposes  the  ligation  of 
the  splenic  and  gastro-epiploica  sinistra  arteries  as 
preliminary  to,  or  a  substitute  for,  splenectomy. 
He  proposes  to  ligate  the  splenic  artery  close  to  its 
origin  from  the  coeliac  axis  and  the  gastro-epiploica 
sinistra  where  it  reaches  the  stomach  wall  from  the 
splenic  artery.  The  points  of  election  for  ligation 
and  methods  of  approach  are  clearly  illustrated  and 
described  in  the  text,  and  the  author  strengthens 
his  contention  by  the  citation  of  a  case  by  Lanz  of 
Amsterdam  in  which  ligation  of  the  splenic  artery 
in  a  painful,  displaced  spleen  resulted  in  relief  of 
symptoms  and  atrophy  of  the  tumor.       E.  Fischel. 
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Oechsner,   J.   F.:    Subacute  and  Chronic  Osteo- 
myelitis.     N.  Orl.  M.  &  S.  J.,  1915,  Ixviii,  115. 

The  author  advocates  radical  and  extensive  re- 
moval of  necrotic  bone  in  chronic  osteomyelitis. 
While  frequent  operations  on  the  same  case  is  the 
rule  rather  than  the  exception  it  is  believed  that 
such  procedure  is  unnecessary  if  the  first  operation 
is  a  thorough  one.     He  does  not  excise  the  entire 


shaft  as  advised  by  Nichols  but  leaves  as  much 
good  bone  as  possible  to  serve  as  a  framework 
around  which  the  shaft  regenerates.  The  error  is 
usually  in  the  removal  of  too  little  bone. 

The  process  of  a  localized  osteomyelitis  varies 
from  that  of  a  small  limited  cavity  containing  pus 
to  an  extensive  involvement  of  the  entire  shaft. 
Unless  free  drainage  is  established  multiple  sinuses 
♦  and  maceration  of  all  soft  parts  will  develop.  In 
most  cases  the  epiphyses  escape.  The  author  re- 
ports three  cases  in  which  one  thorough  operation 
was  followed  by  recovery.  W.  A.  Clark. 
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Lotsch,  F.:  Generalized  Ostitis  Fibrosa  with 
Tumors  and  Cysts  (Uber  generalisicrtc  Ostitis 
fibrosa  mit  Tumoren  und  Cysten).  Arch.  f.  klin. 
Chir.,  19 1 5,  cvii,  i. 

In  connection  with  a  case  of  his  own  Lotsch  takes 
up  an  exhaustive  discussion  of  von  Recklinghausen's 
disease  of  bone.  He  analyzes  the  literature,  not 
only  of  true  von  Recklinghausen's  disease,  which  is 
generally  distributed,  but  of  the  same  condition 
when  affecting  only  one  bone.  He  gives  the  his- 
tories of  37  cases  from  his  own  service. 

The  disease  is  a  systemic  affection  of  the  entire 
skeleton,  and  he  concludes  that  it  is  probably  due 
to  some  toxin  circulating  in  the  blood.  The  nature 
of  this  toxin  is  unknown.  There  is  no  proof  of 
direct  bacterial  infection;  in  fact,  from  the  evidence 
this  seems  extremely  improbable.  He  describes 
experiments  on  26  rabbits  which  «eem  to  prove 
conclusively  that  these  bone  cysts  are  never  of 
purely  traumatic  origin.  He  concludes  that  the 
disease  is  probably  due  to  a  disturbance  of  the  glands 
of  internal  secretion,  but  admits  that  this  brings 
us  no  nearer  to  a  solution  of  the  etiology,  as  both 
the  nature  of  the  changes  and  their  exciting  cause 
is  unknown.  A.  Goss. 

Painter,  C.  F.:  Treatment  of  the  Convalescent 
Stage  of  the  Infectious  and  Atrophic  Types  of 
Arthritis.      Am.  J.  Orth.  Surg.,  1915,  xiii,  64. 

The  author  states  that  the  synovial  membrane  is 
the  first  tissue  of  any  infected  joint  to  react  to  the 
toxic  influences,  the  severity  of  the  infective  agent 
and  the  resistance  as  well  as  the  histologic  character 
of  the  local  tissues  being  modifying  factors. 

External  influences  such  as  trauma,  occupational 
irritation,  and  heredity  are  also  modifying  factors. 
There  is  engorgement  of  the  synovial  vessels  and 
pouring  into  the  subserous  tissues  of  serum.  If  the 
infection  is  virulent  the  amount  of  effusion  is  large 
and  villous  hypertrophy  slight,  but  with  mild  infec- 
tion the  effusion  is  slight  and  the  villous  prolifera- 
tion more  extensive.  There  is  early  a  tendency  to 
contracture  due  to  reflex  muscular  spasm.  This  is 
followed  in  severe  infections  by  erosion  and  con- 
nective-tissue formation  which  tends  to  bring  about 
fixed  deformity. 

In  the  less  virulent  infections  the  deformity  is 
due  to  the  enlarged  villi  which  irritate  the  joint 
cavity,  causing  muscular  spasm,  and  later  to  mechan- 
ical obstruction  by  the  enlarged  synovial  membrane, 
preventing  full  extension  of  the  joint. 

These  pathological  facts  being  known,  a  rational 
line  of  treatment  can  be  deduced  from  them. 
Observing  a  large  number  of  these  cases  it  has  been 
found  that  fixed  deformities  have  arisen  because 
the  most  comfortable  positions  for  the  affected  joints 
were  sought.  Those  joints  which  the  patient  was 
compelled  to  use  persistently  retained  most  motion, 
while  others  not  necessarily  used  became  stiff. 

The  question  as  to  when  to  begin  motion  of  such 
joints  without  bringing  again  into  activity  the  causa- 
tive agent  is  a  difficult  one  to  determine,  but  the 


author  thinks  that  where  even  a  small  arc  of  motion 
persists,  passive  motion  should  be  used  in  an  endeav- 
or to  increase  the  range  of  mobility. 

Prolonged  fixation  of  these  joints  not  only  causes 
adhesion  between  the  joint  surfaces  but  also,  where 
the  condition  is  polyarticular,  interference  with 
body  metabolism  which  is  detrimental  to  the 
resistance  to  infection  which  the  patient  needs  to 
acquire.  If  this  line  of  treatment  is  adopted  early, 
the  need  of  more  severe  measures  later,  either 
mechanical  or  operative,  may  be  avoided. 

H.  W.  Wilcox. 

Brackett,  E.  G.:    Operative  Treatment  of  Osteo- 
Arthritis.    Am.  J.  Orth.  Surg.,  191 5,  xiii,  46. 

The  operative  field  in  the  treatment  of  osteo- 
arthritis is  limited  to  the  relief  of  disabling  condi- 
tions in  partly  damaged  joints  which  can  do  their 
work  to  advantage  only  when  freed  from  their  handi- 
cap. The  operation  is  to  be  regarded  as  a  part  of 
the  treatment  of  the  general  condition  which  must 
itself  be  cured,  the  operation  acting  only  to  free  the 
joint  condition,  which  is  in  turn  to  be  regarded  as 
a  prominent  manifestation  of  the  disease.  The 
author  discusses  operative  treatment  only.  Such 
treatment  is  applicable  only  (i)  when  the  disease  is 
localized  (non-articular,  traumatic),  and  (2)  when 
it  is  the  residuum  of  a  process  that  has  been  arrested 

A  table  is  given  in  which  these  joints  are  grouped 
into  three  divisions:  (i)  general  damaged  condition 
of  joints  to  which  operative  procedure  is  applicable ; 
(2)  hj^ertrophy  of  synovial  membrane  without  bone 
change  —  rare;  (3)  osteo-arthritic  joints  with  over- 
growths. 

1.  Damaged  joints  working  in  bad  mechanical 
position  are  divided  into  two  groups:  (i)  The  first 
group  comprises  cases  in  which  the  disease  is  not  of 
long  enough  duration  to  destroy  the  essential  struc- 
ture but  is  confined  to  contracture  of  the  soft  parts. 
These  are  not  considered.  (2)  The  second  group 
comprises  cases  in  which  the  cartilage  and  bony 
surfaces  are  also  affected,  so  that  function  cannot 
be  restored,  although  deformity  may  be  reduced 
without  adding  to  the  comfort  of  the  patient. 
Treatment  is  by  arthrodesis  in  the  position  of  elec- 
tion. 

2 .  Cases  with  synovial  changes  are  not  considered. 

3.  In  localized  overgrowths  interfering  with  nor- 
mal function,  and  in  general  overgrowths  with  the 
cartilage  more  or  less  destroyed  so  that  function 
cannot  be  restored,  the  treatment  consists  in  chang- 
ing the  function  of  the  joint.  Some  are  distinctly 
traumatic,  while  others  are  parts  of  a  general  process 
of  infection  without  localizing  trauma.  Operation 
involves  consideration  of  (i)  the  nature  of  the 
process,  (2)  involvement  of  other  joints,  (3)  degree 
of  disability,  (4)  age,  and  (5)  social  elements. 

Operation  is  not  to  be  considered  in  active  or 
doubtful  stages,  especially  in  multiple  joint  involve- 
ment, when  occupational  and  social  conditions  may 
be  determining  factors.  Pain  may  be  the  symptom 
that  will  be  decisive  in  many  cases. 
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Localized  hypertrophic  growths  in  joints  not 
permanently  (lamaged  cause  trouble  rather  by  their 
position  than  their  extent,  the  interference  with 
function  being  mechanical  or  causing  pain,  as  seen 
in  younger  patients  with  traumatic  history.  The 
joint  is  usually  well  preserved,  and  operative  inter- 
ference to  remove  the  ofTcnding  overgrowth  is 
justified,  although  there  is  danger  of  increasing  the 
irritative  factors  which  determine  the  position  of 
the  overgrowth  in  this  particular  joint. 

Pure  osteo-arthritic  joints  present  the  following 
characteristics:  extensive  overgrowths  resulting  in 
overgrowth  of  the  joint,  loss  or  serious  impairment 
of  function,  with  pain  on  motion  absent  during  rest. 
In  such  a  case  in  the  hip-joint  the  head  of  the  femur 
may  be  excised  in  the  hope  of  obtaining  useful  mo- 
tion, or  complete  arthrodesis  may  be  done  to  obtain 
a  stable  joint\in  standing.  If  motion  is  sought,  only 
about  30°  need  be  obtained;  more  than  this  causes 
irritation  with  consequent  bony  change  which 
influences  the  final  result  unfavorably.  Arthrodesis, 
on  the  other  hand,  is  final  and  obviates  the  danger 
of  late  changes  complicating  the  result. 

In  deciding  upon  the  operation  in  a  given  case  one 
must  consider:  (i)  the  occupation  and  social  position 
of  the  patient;  (2)  whether  sitting  or  standing  at 
work  must  have  greater  consideration;  (3)  whether 
the  necessary  restrictive  after-care  can  be  given  in 
case  the  less  radical  operation  for  retention  of  motion 
is  decided  upon.  C.  E.  Wells. 

Keller,  H.,  and  Moravek,  A.  J.:  The  Clinical  Value 
of  the  Complement-Fixation  Test  in  Surgical 
Tuberculosis.    Internal.  J.  Surg.,  1915,  xxviii,  252. 

Different  methods  of  tubercular  invasion  are 
mentioned.  The  invasion  may  be  by  direct  access 
to  the  system,  followed  by  the  regular  symptoms 
of  the  cocci  group.  In  this  disguised  form  differen- 
tial diagnosis  must  be  absolute  to  result  in  relief. 

The  theory  of  the  complement-fixation  test  is 
that  where  antigens  are  in  contact  with  an  in- 
activated serum  containing  specific  antibodies, 
plus  normal  serum  as  a  complement,  the  comple- 
ment is  taken  up  and  is  evidenced  by  the  fact  that 
after  standing  suflficiently  long,  red  blood  corpuscles 
which  have  previously  absorbed  haemolytic  ambo- 
ceptors cannot  be  brought  into  solution  with  this 
combination. 

The  test  is  designed  to  detect  the  different  pro- 
teids  and  bacterial  products  in  the  serum  of  a  tuber- 
cular patient.  The  necessary  apparatus  consists 
of  test-tubes  10  mm.  in  diameter  and  pipettes  o.oi 
ccm.  and  o.i  ccm.,  all  sterilized;  a  0.90  per  cent 
sterile  salt  solution;  the  serum  of  a  patient  which 
has  been  inactivated;  freshly  prepared  guinea-pig 
serum;  a  5  per  cent  suspension  in  0.90  per  cent  salt 
solution  of  red  ox-blood  cells;  a  clear  solution  of 
antigen  which  produces  the  antibody  to  be  tested, 
prepared  from  tuberculosis  culture  or  tissue. 

The  simplified  method  of  making  the  test  is  as 
follows:  Six  sterile  test-tubes  are  used.  In  the 
first  two  is  placed  i  drop  of  the  patient's  serum, 


in  each  of  the  next  two  tubes  (controls)  is  placed  i 
drop  of  serum  from  a  patient  known  to  be  tubercular, 
and  in  each  of  the  next  two  (also  as  controls)  i  drop 
of  serum  from  a  perfectly  healthy  person;  0.5  ccm. 
of  guinea-pig  serum  is  added  to  each  list  tube  as 
a  complement.  Into  only  one  of  each  of  the  three 
pairs  is  put  0.5  of  the  antigen. 

Shake  well  and  incubate  at  37°C  for  one  hour, 
add  the  amboceptor  and  shake  and  keep  at  37°C  for 
two  hours.  Remove  from  the  water  bath  and  keep 
in  room  temperature  for  12  hours,  then  read. 

The  specific  value  is  shown  in  the  following  con- 
clusions: 

1.  In  surgical  tuberculosis  before  there  is  an 
appreciable  lesion,  the  results  are  usually  negative. 

2.  There  is  a  positive  reaction  in  cases  of  appre- 
ciable lesions  with  a  lack  of  signs  and  symptoms 
pathognomic  of  the  disease. 

3.  The  reaction  is  positive  in  about  76  per  cent 
of  active  cases. 

4.  The  test  is  negative  in  cases  having  old  healed 
out  lesions. 

5.  It  is  more  delicate  than  the  Wassermann  test, 

6.  The  test  differentiates  between  the  human 
and  bovine  types.  Many  cases  are  cited  showing 
the  benefits  of  early  diagnosis  and  treatment. 

H.  W.  Maltby. 

Erlacher,  P.:  Direct  and  Muscular  Neurotization 
of  Paralyzed  Muscles.  Am.  J.  Orth.  Surg.,  1915, 
xiii,  22. 

The  author  has  presented  a  most  striking  and 
interesting  paper  which  must  be  read  in  order  to  be 
appreciated.  In  a  series  of  operations  on  monkeys 
and  guinea  pigs  he  shows  that  it  is  possible  to  trans- 
plant a  motor  nerve  directly  into  muscular  tissue 
and  get  functional  results  at  the  end  of  six  weeks, 
and  that  it  is  not  necessary  to  use  the  prescribed 
nerve-tracks,  but  a  muscle  can  be  successfully 
supplied  by  sewing  a  motor  nerve  directly  into  it 
at  any  point,  and  that  the  nerve  will  produce  a  sys- 
tem of  motor  end-plates  that  will  respond  to  electric 
stimulation. 

In  the  second  series  he  shows  that  he  can  produce 
muscular  neurotization  in  three  ways:  (i)  by 
removing  the  connective-tissue  sheath  from  two 
parallel  muscles  and  sewing  them  together;  (2)  by 
making  a  long  centrally  pedunculated  flap  from  a 
healthy  muscle,  freshened  widely,  and  grafting  into 
the  paralyzed  muscle;  (3)  by  cutting  a  whole  muscle 
at  its  tendinous  insertion  and  either  stitching  it 
to  a  well  freshened  paralyzed  muscle  or  making  an 
end-to-end  connection  with  the  paralyzed  muscle. 

He  reports  three  clinical  experiences:  (i)  one  in 
which  he  inserted  a  flap  from  the  peroneus  longus 
and  extensor  hallucis  into  a  paralyzed  tibialis 
anticus  in  a  case  of  paralytic  flat-foot;  (2)  a  case  of 
paralysis  of  the  biceps  in  which  he  sewed  a  widely 
freshened  lateral  portion  of  the  triceps  into  the 
belly  of  the  biceps;  and  (3)  one  in  which  he  im- 
planted a  widely  freshened  flap  of  the  trapezius 
into  a  paralyzed  deltoid. 
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All  cases  have  been  too  recent  to  report  final 
results,  but  from  his  experiences  the  author  feels 
justified  in  recommending  the  operation  of  muscular 
neurotization  in  suitable  cases.  J.  ().  Wam.ack. 

Murphy,  D.  J.:  A  Contribution  to  tlie  Study  of 
Progressive  Muscular  Atrophy;  a  Report  of 
Four  Cases  with  Mental  Disorders.  Alien,  cr 
Neurol. y  1915,  xxxvi,  215. 

The  author  calls  attention  to  the  obscurity  of  the 
etiology  of  this  disease.  It  is  sometimes  a  sequel  to 
typhoid  fever,  diphtheria,  scarlet  fever,  and  syphilis. 
The  atrophy  usually  begins  in  the  smaller  muscles 
of  the  hand,  followed  by  fibrillar  twitchings,  dimin- 
ished reflexes,  and  finally,  electrical  reaction  of  de- 
generation occurs.  Mental  symptoms  are  not  com- 
mon and  when  present  they  are  in  that  form  which 
presents  bulbar  symptoms. 

In  the  first  case,  that  of  a  man,  aged  75,  whose 
family  history  was  negative,  his  arms  began  to 
atrophy  at  about  30,  starting  as  a  weakness  in  the 
right  hand.  At  about  50  his  legs  began  to  grow 
weak.  He  has  not  walked  for  five  years,  and  can- 
not move  either  arm.  All  muscles  of  the  upper 
arms  are  completely  atrophied,  nothing  but  skin  and 
subcutaneous  tissue  remaining  over  the  humerus. 
His  legs  have  slight  power  but  there  are  no  reflexes. 
The  Wassermann  test  was  negative,  but  he  gives 
a  history  of  having  had  syphilis  about  ten  years 
before  his  physical  weakness  began,  and  he  now 
shows  an  Argyll-Robertson  pupil  and  positive 
Romberg  sign.  His  mental  condition  is  charac- 
terized by  delusions  of  grandeur  and  persecution 
and  to  a  slight  extent  by  auditory  hallucinations. 
His  memory  and  general  intelligence  are  good,  but 
he  has  no  idea  of  his  condition  and  believes  himself 
able  to  leave  the  hospital  and  go  to  work. 

The  second  case  was  that  of  a  man,  aged  60, 
whose  family  history  was  negative.  Weakness 
in  the  right  shoulder  began  at  32.  He  is  now  unable 
to  use  his  arms  and  all  muscles  of  the  upper  ex- 
tremities have  atrophied.  Mentally  he  suffers 
from  delusions  of  people  trying  to  kill  him.  Aud- 
itory and  visual  hallucinations  are  prominent. 
His  general  intelligence  and  knowledge  of  current 
events  are  good,  but  he  does  not  realize  the  condition 
he  is  in.  The  Wassermann  test  was  negative,  but 
he  gives  a  history  of  an  eruption  on  his  face  and  chest 
and  of  his  hair  coming  out. 

The  third  case,  a  man,  aged  35,  was  troubled  with 
muscular  weakness  and  atrophy  of  the  scapular, 
intercostal,  neck,  and  arm  muscles.  He  died  after 
being  in  the  hospital  a  few  months.  He  showed 
beginning  dementia  and  loss  of  memory.  Autopsy 
showed  a  small  hard  spinal  cord  with  evidence  of 
bulbar  disease.  The  Wassermann  test  was  nega- 
tive, but  he  gave  a  history  of  a  hard  and  soft 
chancre  when  eighteen  years  of  age. 

The  fourth  case,  a  man,  aged  58,  was  an  alcoholic. 
The  Wassermann  test  was  positive.  He  had 
atrophy  of  the  arm  muscles  beginning  ten  years 
ago  and  recently  loss  of  speech.     He  was  completely 


disoriented  and  was  leading  a  vegetative  existence. 
This  case  seems  to  be  one  of  general  paresis  associ- 
ated with  muscular  atrophy.  W.  A.  Clask. 

Morian,  R.:  Injury  of  the  Crucial  Ligaments  (Bei- 

trag  zur  Kreuzbanderverletzung).     Deutsche  Ztschr., 
/.  Chir.,  1915,  cxxxiii,  579. 

Morian  observed  5  cases  of  injury  of  the  crucial 
ligaments,  2  of  which  came  for  treatment  soon  after 
the  injury,  the  others  after  the  lapse  of  some  months. 
Rontgen  examination  is  important  in  the  diagnosis 
showing  at  the  site  of  the  crucial  ligaments  small 
fragments  of  bone  broken  off  from  the  spinous 
process  of  the  tibia  or  from  a  condyle  of  the  femur. 
Of  the  3  old  cases,  2  showed  symptoms  of  joint- 
mice.  Among  3  cases  treated  operatively,  a  freely 
movable  piece  of  bone  was  removed  from  one.  In 
the  rontgen  picture  it  looked  as  though  it  came  from 
the  spinous  process  of  the  tibia,  but  in 'reality  it 
came  from  the  external  condyle.  In  the  2  other 
cases  there  were  bits  of  bone  and  cartilage  which 
were  still  attached  to  the  ruptured  ligaments. 
In  all  the  cases  disturbance  of  motion,  generally 
slight,  pain  in  the  joint,  and  weakness  of  the  muscles 
persisted  after  treatment.  In  one  case  arthritis 
deformans  followed.  A.  Goss. 

FRACTURES  AND  DISLOCATIONS 

Watson,  J.  H.:  The  Operative  Treatment  of  Cer- 
tain Fractures  of  the  Lower  Extremities  in 
Children.     Clin.  J.,  1915,  xliv,  257. 

Until  1914  the  author  had  used  conservative 
methods  in  the  treatment  of  fractures  of  the  long 
bones  in  the  lower  extremity  in  children,  using 
various  methods  of  retention  with  more  or  less 
variable  results.  Since  1914,  he  has  adopted 
Lane's  technique,  and  the  results,  especially  in  the 
cases  of  oblique  and  spiral  fractures,  with  which  he 
deals  more  particularly,  have  been  more  gratifying. 
These  fractures  are  not  only  difficult  to  reduce  be- 
cause of  the  frequent  interposition  of  soft  parts  or 
splinters  of  bone,  but  they  are  difficult  to  retain  in 
apposition  after  reduction. 

Moreover,  the  laceration  of  the  periosteum  fre- 
quently leads  to  excessive  production  of  callus, 
which  increases  the  deformity.  The  weight-bearing 
axis  of  the  limb  is  often  more  or  less  deflected,  with 
resulting  static  disability  and  joint  changes.  These 
difficulties  are  entirely  overcome  by  accurate 
anatomical  apposition,  which  in  turn  is  possible 
only  by  open  operation.  He  believes  with  Lane 
that  the  patients  are  more  comfortable  as  soon  as  the 
reaction  following  the  operation  is  over,  and  that 
if  the  plates  are  applied  properly  better  function 
results.  He  refers  to  the  findings  of  the  committee 
appointed  by  the  British  Medical  Association  to 
consider  the  question  of  treatment  of  fractures  from 
which  he  quotes  as  follows:  (i)  The  best  way  to 
obtain  a  good  functional  result  is  to  secure  an  ana- 
tomical replacement,  but  it  is  true  that  a  useful 
limb  may  be  obtained  with  an  indifferent  anatomical 
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correction.  (2)  In  practically  all  age-groups,  op- 
erative cases  show  a  higher  percentage  of  good 
results  than  the  non-operative  cases. 

No  method,  operative  or  non-operative,  which 
does  not  promise  good  anatomical  results  should  be 
accepted  as  the  method  of  choice.  They  found  90 
per  cent  of  "good  functional  results"  in  1,016  cases 
treated  conservatively,  and  93  per  cent  of  "satis- 
factory results"  in  64  cases  treated  by  operation. 
In  the  author's  experience  the  difTerence  in  favor 
of  operation  is  much  greater. 

The  indications  are:  (i)  certain  spiral  or  oblique 
fractures  of  the  femur;  (2)  fractures  with  interposed 
soft  parts;  (3)  certain  oblique  fractures  of  both  bones 
of  the  leg;  (4)  certain  fractures  near  the  knee-  and 
ankle-joints. 

He  subscribes  to  the  advantages  of  the  operative 
treatment  as  given  by  Lane:  (i)  immediate  relief 
from  pain  produced  by  movement  of  fragments; 
(2)  relief  from  tension  and  discomfort  of  extensive 
extravasation  of  blood;  (3)  early  restoration  of 
function;  (4)  restoration  of  original  mechanics. 

He  gives  as  absolute  contra-indications:  "An 
indifferent  surgeon  who  cannot  keep  his  fingers  out 
of  the  wound,  and  who  has  not  a  thorough  grasp  of 
the  anatomy  of  the  part,  untrained  assistants, 
unsuitable  environment,  and  incomplete  equip- 
ment." 

Lane's  technique  is  carefully  described  and  fol- 
lowed to  the  letter.  Special  emphasis  is  laid  upon 
absolute  immobilization  immediately  after  op- 
eration. F.  J.  Gaenslen. 

Dyas,  F.  G. :  Treatment  of  Fractures  by  Autogenous 
Bone  Transplants.  Surg.,  Gynec.  b'  Ohst.,  1915, 
xxi,  115. 

Foreign  bodies  are  rapidly  being  superseded  by 
absorbable  substances  in  the  repair  of  wounds. 
Foreign  bodies  as  formerly  used  devitalized  the 
tissues  and  predisposed  to  infection.  Lane's  in- 
strumental technique  was  necessitated  by  a  lack  of 
resistance  in  the  tissues  caused  by  the  introduction 
of  the  steel  plate  and  screws. 

The  case  histories  submitted  by  the  author,  to- 
gether with  the  operative  technique,  illustrate  a 
simple  method  of  autogenous  bone  transplant. 
The  inlay  method  of  Albee  and  the  methods  of  fixa- 
tion by  wire,  pegs,  and  screws  are  also  discussed. 
Foreign  bodies  for  the  fixation  of  most  fragments 
are  unnecessary  and  predisposed  to  infection,  fre- 
quently requiring  removal.  Autogenous  trans- 
plants will  frequently  bring  about  union  when 
other  methods  have  failed.  When  foreign  bodies 
are  not  used  in  the  repair  of  fractures  the  tissues 
may  be  handled  with  the  same  degree  of  security  as 
in  a  laparotomy. 

Albee,  F.  H. :  The  Bone-Graft  Wedge  in  the  Treat- 
ment of  Habitual  Dislocation  of  the  Patella. 

Med.  Rec,  1915,  Ixxxviii,  257. 

A  description  is  given  of  the  usual  outward  dis- 
location of  the  patella  and  its  anatomy,  and  a  re- 


view of  some  of  the  more  important  methods  of 
operating  for  its  prevention,  including  the  plicating 
and  muscle  transplanting  operations. 

The  author  describes  his  own  method  which 
consists  essentially  of  a  semilunar  skin  incision  on 
the  outer  side  of  the  patella  from  the  tibia  tubercle 
to  the  top  of  the  external  condyle.  The  external 
condyle  is  then  incised  with  a  broad,  thin  osteotone 
on  its  external  surface,  making  a  bone  incision  from 
one  and  one-half  to  two  inches  long  and  about  one- 
half  to  three-quarters  inches  behind  the  anterior 
articulating  surface.  The  anterior  surface  of  the 
external  condyle  is  then  forced  forward  by  a  green- 
stick  fracture  near  the  internal  condylar  groove. 
This  forward  displacement  is  made  sufficient  to  per- 
manently block  the  outward  displacement  of  the 
patella.  A  bone-gra't  is  then  removed  from  the 
tibia  through  the  lower  end  of  the  same  incision  and 
fitted  into  the  slot  in  the  condyle  as  a  wedge.  This 
is  held  in  place  by  bone-dowels.  The  ligaments  and 
tendonous  expansions  are  sutured  over  the  graft 
with  kangaroo  tendon  and  the  skin  closed  with 
continuous  catgut  suture  without  drainage.  The 
author  claims  as  advantages  of  the  operation,  lack 
of  damage  to  the  joint  cartilage  and  permanent 
blocking  of  the  displacement  of  the  patella, 

C.  KiDNEE. 

SURGERY  OF  THE  BONES,  JOINTS,  ETC. 

Burk,  W.:  Transplantation  of  Fascia  to  Replace 
Intermuscular  Fascia  Sheaths  (Ersatz  inter- 
muskularer  Fascienscheiden  durch  frei  transplant- 
ierte  Fascie).    Zentralbl.  f.  Chir.,  1915,  xlii,  573. 

Interference  with  motion  in  the  extremities 
after  gunshot  wounds  is  not  always  due  to  fractures 
or  injuries  of  the  nerve  or  joint;  it  is  frequently  of 
muscular  origin.  The  sheaths  of  the  muscles 
become  adherent  to  the  muscle  or  the  surrounding 
tissues,  so  that  the  muscle  cannot  contract.  Some- 
times it  is  the  perimysium  of  the  individual  muscle 
that  is  aflfected.  Burk  describes  a  case  in  which 
the  muscles  of  the  hand  were  thus  affected.  He 
excised  the  muscle  sheaths  that  were  afifected  and 
replaced  them  with  fascia  lata.  He  inserted  the 
bits  of  fascia  as  deeply  as  possible  between  the 
muscle  bundles  and  fastened  them  to  the  muscle 
or  the  periosteum  of  the  neighboring  bone  w'ith 
catgut  sutures.  The  skin  wound  was  covered  with 
Thiersch  grafts.  The  transplanted  fascia  became 
incorporated  with  the  underlying  fascia  and  motion 
was  restored.  A.  Goss. 

ORTHOPEDICS  IN  GENERAL 

Ober,  F.  R, :  An  Operation  for  Congenital  Equino- 
varus  Deformity;  Preliminary  Report.  J.Am. 
M.  Ass.,  1915,  bcv,  621. 

The  author  describes  a  new  operation  w'hich  al- 
lows for  the  division  of  all  the  soft  parts  whose  con- 
traction causes  equinovarus  and  inversion. 

A  fishhook  incision  about  three  inches  in  length 
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is  made  about  the  internal  malleolus.  The  incision 
begins  one  and  one-half  inches  above  the  malleolus 
and  half  way  between  the  posterior  border  of  the 
tibia  and  the  Achilles  tendon  and  sweeps  around 
the  lower  end  of  the  malleolus  and  then  upward 
and  forward.  The  anterior  flap  is  dissected  well 
forward,  exposing  the  deep  fascia  over  the  mal- 
leolus and  the  annular  and  deltoid  ligaments.  A 
semilunar  incision  is  then  made  curving  upward 
three-quarters  of  an  inch  above  the  tip  of  the  in- 
ternal malleolus  through  all  the  structures  to  the 
bone,  avoiding  the  posterior  tibial  tendon.  This 
flap  is  dissected  downward  off  the  bone,  exposing 
the  tibiotarsal  articulation.  The  superior  calcaneo 
scaphoid  ligament  is  divided  transversely  by  means 
of  a  tenotome.  The  deltoid  and  inferior  calcaneo- 
scaphoid  ligaments  are  incised.  These  are  dissected 
off  the  sustentaculum  tali  and  well  down  on  the  os 
calcis.  The  posterior  tibial  tendon,  and  the 
Achilles  and  plantar  fascia  are  cut  if  necessary.  The 
foot  can  then  be  placed  in  an  overcorrected  position 
and  the  astragalus  and  scaphoid  rotated  into  normal 
position.  When  the  foot  is  overcorrected  the  del- 
toid ligament  is  sutured  low  down  on  the  malleolus. 

F.  C.  KiDNER. 

Meyer,  A.  W. :  Anatomical  Specimens  of  Unusual 
Clinical  Interest.    Am.  J.  Orlh.  Surg.,  1915,  xiii,  86. 

The  author  describes  three  specimens  of  coraco- 
clavicular  articulations,  the  first  showing  a  large 
bony  outgrowth  joined  to  the  scapula  above  the 
suprascapular  notch,  converting  that  into  a  canal 
13  mm.  long.  A  smaller  mass  was  attached  to  the 
larger  by  fibrous  union.  The  author  believes  that 
the  larger  mass  was  formed  by  the  fractured,  dis- 
placed, and  reunited  distal  end  of  the  clavicle. 

The  other  two  cases  showed  slight  evidence  of  ar- 
thritis at  the  sternoclavicular  end,  and  one  had  an 
exostosis  at  the  coraco-acromial  junction,  which 
confirms  a  previous  observation  of  the  author  that 
arthritis  seems  to  favor  the  development  of  exostoses 
on  the  shafts  of  bones  near  affected  joints. 

There  are  also  described  five  instances  of  destruc- 
tion of  the  tendon  of  the  long  head  of  the  biceps,  to- 
gether with  a  sixth  specimen  in  which  the  destructive 
changes  were  apparently  arrested  early.     In  these 


specimens  that  portion  of  the  long  head  of  the  biceps 
lying  between  the  humeral  tuberosities  and  the  supra- 
glenoid  tubercle  are  completely  destroyed.  The 
superior  and  anterior  portions  of  the  capsule  were 
also  partly  destroyed,  the  intertubercular  sulcus 
was  absent,  and  the  cartilage  both  of  the  upper 
portion  of  the  head  of  the  humerus  and  of  part  of 
the  glenoid  fossa  was  absent. 

The  under  surface  of  the  acromion  and  the  upper 
surface  of  the  humeral  head  were  eroded  and  polished. 

As  these  specimens  were  discovered  in  the  course 
of  anatomical  dissection,  no  attempt  to  diagnose 
the  diseased  condition  was  made,  except  to  suggest 
that  it  was  of  the  nature  of  an  "  arthritis  deformans." 

H.  W.  Wilcox. 

Freiberg,  A.  H. :  Tendon  Transplantation  in  In- 
fantile Paralysis.  Tr.  Miss.  Valley  M.  ^J5.,  Lex- 
ington, 1915,  Oct. 

Operations  for  infantile  paralysis  have  in  the  past 
been  too  complicated,  or  have  been  so  planned  as 
to  violate  the  laws  of  muscle  mechanics.  The 
author  finds  himself  in  accord  with  Stoffel  in  de- 
termining this: 

1.  The  transplant  must  bear  a  fairly  close  mor- 
phological and  functional  relationship  to  the  muscle 
whose  function  it  is  to  supplant. 

2.  In  order  to  possess  effective  contractility  the 
transplant  must  be  fastened  to  its  new  point  of  in- 
sertion under  physiological  tension  only. 

3.  The  transplanted  muscle  must  not  be  used  to 
hold  the  limb  in  a  corrected  position. 

In  consequence  of  simplifying  the  operations 
much  more  may  be  expected  in  functional  efficiency 
and  uniformity  of  results. 

Emphasis  is  laid  upon  the  advisability  of  con- 
structing plans  for  operations  only  after  the  para- 
lyzed muscles  have  had  adequate  mechanical  sup- 
port and  local  therapy.  Most  patients  come  for 
operation  without  this.  Electric  treatment  is  con- 
demned because  it  has  not  been  proved  to  be  of 
real  therapeutic  value,  and  because  harm  results 
from  its  being  used  as  a  substitute  for  measures 
which  are  purposeful.  If  the  local  condition  of  the 
muscles  is  not  thoroughly  understood,  unnecessary 
and  unsuitable  operations  are  likely  to  be  done. 
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Willien,  W.  T. :  Report  and  Clinical  Demonstration 
of  a  Case  of  Fracture  of  Twelfth  Dorsal  and 
First  Lumbar  Vertebrae;  Laminectomy  and 
Results.    Lancet-CUn.,  1915,  cxiv,  167. 

After  being  squeezed  between  a  mine  car  and  the 
side  of  the  mine,  causing  fracture  of  the  ribs,  the 
patient  felt  no  pain,  even  from  a  fractured  leg. 

Upon  examination  the  temperature  was  found  to 
be  100°,  respiration  22  and  labored.  There  was  a 
slight  depression  at  the  twelfth  dorsal  and  first 
lumbar   vertebrae,    and   curvature   of   the   process 


to  the  right.  Reflexes  were  practically  all  absent. 
Sensation  from  the  wrist  down  was  negative.  Mo- 
tion, voluntary  and  involuntary,  absent;  there  was 
bladder  stasis,  and  catherization  and  enemas  were 
necessary.     X-ray  confirmed  the  diagnosis. 

The  patient's  condition  made  laminectomy  inad- 
visable until  18  days  later.  MeanwhUe  the  leg  was 
set  without  pain.  The  usual  operation  was  per- 
formed and  the  twelfth  and  first  lumbar  processes 
reversed.  Lamina  of  the  twelfth  and  first  vertebrae 
were  also  removed  to  release  pressure  on  the  cord. 
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The  dura  wiis  punclualcd  by  bone  spicules,  and 
tluid  escaped.  The  bodies  of  the  twelfth  and  first 
lumbar  verlebrtc  were  punctured  also.  All  frac- 
tured particles  were  removed;  the  wound  was  closed 
and  drainage  instituted. 

The  patient  made  an  uneventful  recovery. 
Chronic  cystitis,  however,  resulted  from  the  use  of 
the  catheter.  A  leather  packet  was  applied,  and 
reflexes  restored.  The  patient  can  now  walk  with- 
out the  aid  of  a  cane  or  crutch.  T.  O.  Boyd. 

Key,  E.:  Operation  for  Primary  Tumors  of  the 
Bodies  of  the  Vertebrae  (tlber  Operationen  wegen 
primarer  Wirbelkorpergeschwiilste).  Nord.  med. 
Ark.,  Stockholm,  1914,  xlvii,  No.  16. 

The  author  reports  a  case  in  which  he  operated  for 
a  tumor  of  the  body  of  the  eleventh  thoracic  verte- 
bra. He  also  collects  the  cases  from  the  literature 
amounting  in  all,  including  his  own,  to  9.  In  one 
case  the  tumor  originated  in  a  cervical  vertebra,  in 
6  cases  from  a  thoracic  and  in  2  from  a  lumbar 
vertebra.  Four  cases  were  enchondromata.  The 
other    cases    were    spindle-celled    sarcoma,    giant- 


celled  sarcoma,  chondrosarcoma,  chondro-osteo- 
myxosarcoma,  and  chondro-myxosarcoma. 

In  the  author's  case  a  part  of  the  tumor  could  be 
palpated  from  outside,  and  there  were  disturbances 
of  sensation,  but  no  symptoms  pointing  to  com- 
pression of  the  spinal  cord.  R5ntgen  examination 
showed  a  growth  of  the  eleventh  thoracic  vertebra. 
Exploratory  puncture  in  the  eleventh  intercostal 
space  disclosed  myxomatous  tissue.  He  succeeded 
in  removing  the  tumor  V)y  operation,  but  the  patient 
died  on  the  fourth  day. 

The  results  of  operation  are  not  good.  Three 
cases,  those  of  Krause,  Garre,  and  Key,  succumbed 
to  the  operation;  one  patient,  Kiimmell's,  died 
one  and  one  half  or  two  years  after  the  operation 
from  a  recurrence.  One  of  Madelung's  cases  died 
ten  years  after  the  operation  from  recurrence.  In 
this  case  the  operation  was  not  complete.  Two 
patients  of  Krause  and  Kiimmell  are  free  from  re- 
currence ten  and  eleven  months  after  operation. 
Only  in  one  case,  that  of  Israel,  was  there  permanent 
recovery.  Key  believes  the  results  may  be  improved 
by  earlier  diagnosis  and  operation.  A.  Goss. 
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Laborde,  S. :  Effect  of  Radium  on  a  Fibrous  Cica- 
tricial Band  Accompanied  by  Neuritis  of  the 
Median  (Action  du  radium  pur  sur  une  bride 
fibreuse  cicatricielee,  accompagnee  d'une  nevrite 
du  median).  Bull,  et  mSm.  Soc.  de  chir.  de  Par., 
1915,  xli,  1487. 

Laborde  describes  a  case  of  an  army  oflicer  who, 
in  consequence  of  a  wound,  had  a  Y-shaped  cica- 
tricial band  extending  from  the  elbow  to  the  middle 
third  of  the  forearm.  The  forearm  was  fixed  at  an 
angle  of  110°  with  the  arm.  Moreover,  there  was 
neuritis  of  the  median;  there  were  attacks  of  the 
most  intense  pain,  worse  at  night,  and  it  was  im- 
possible for  him  to  sleep  without  taking  veronal  or 
morphine.  Flexion  of  the  thumb  and  index-finger 
was  very  diflftcult.  He  was  given  radium  treatment 
for  a  month,  75  mg.  of  radium  bromide  being  used 
in  two  platinum  tubes  0.5  mm.  thick,  covered 
with  rubber  1.5  mm.  thick.     Four  applications  were 


made;  the  first  three  at  intervals  of  six  days  for  a 
period  of  an  hour  and  a  half,  the  fourth  after  an 
interval  of  nine  days  was  an  hour  in  length.  At 
the  end  of  the  month  there  was  a  final  application 
for  a  period  of  an  hour  and  a  half.  At  the  end  of 
that  time  extension  of  the  forearm  was  almost 
complete,  and  the  fibrous  tissue  which  could  be 
felt  at  first  had  disappeared;  moreover,  the  neuritis 
had  improved  very  markedly;  the  attacks  of  pain 
had  stopped,  it  was  much  easier  to  move  the  fingers, 
and  the  electrical  reactions  were  almost  normal. 

Laborde  recommends  radium  treatment  for 
fibrous  cicatricial  bands  and  for  cases  of  neuritis 
that  seem  to  be  due  to  pressure  by  scar  tissue.  Care 
should  be  taken  in  making  the  applications  near  a 
nerve,  on  account  of  the  action  of  radium  on  nerve 
tissue  that  is  undergoing  repair;  hence  the  limita- 
tion of  the  treatments  in  this  case.  Watch  should 
be  kept  over  the  electrical  reactions.         A.  Goss. 
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Schede:  Open  Treatment  of  Wounds  (tjber  offene 
Wundbehandlung).  Deutsche  Ztschr.  f.  Chir.,  19 15, 
cxxxiii,  617. 

The  author  previously  published  an  article  on  this 
method  of  treating  wounds,  which  aroused  active 
discussion  and  considerable  criticism.  In  this 
article  he  upholds  his  views,  which  he  has  never 
claimed  were  particularly  new.  He  points  out  on 
the  one  hand  the  undoubted  lack  of  any  effective 
method  of  dressing  granulating  and  actively  secret- 


ing wounds,  and  on  the  other  hand  the  agreeableness 
of  the  open  treatment  to  the  patient.  He  empha- 
sizes the  advantages  of  the  treatment  and  recom- 
mends its  general  adoption. 

To  the  general  discussion  of  the  usefulness  of  the 
method  are  added  short  descriptions  of  the  tech- 
nique of  applying  the  treatment,  with  illustrations 
showing  how  patients  with  wounds  of  different 
parts  of  the  body,  especially  of  the  extremities, 
should  be  so  placed  that  the  secretion  from  the 
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wounds  may  be  discharged  freely  into  a  vessel 
placed  beneath  them.  This  is  accomplished  by 
means  of  fenestrated  plaster  casts  with  iron  rods 
for  holding  the  limb  elevated,  plaster  beds,  etc. 
When  the  patient  is  in  the  proper  position  in  bed, 
wire  bridges  are  placed  over  the  injured  part  of  the 


body,  so  that  the  attendants  do  not  need  to  man- 
ipulate or  move  it.  The  patients  are  very  glad  to 
be  relieved  from  the  necessity  for  constant  redressing, 
and  even  when  the  physician  examines  the  wound  he 
does  nothing  but  cleanse  it  with  the  simplest  means 
possible,  often  using  the  hot-air  douche.    A.  Goss. 


MISCELLANEOUS 


CLINICAL  ENTITIES  —  TUMORS,  ULCERS, 
ABSCESSES,     ETC. 

Herrick,  J.  B.:  Certain  Medical  Aspects  of  Recur- 
rent Malignant  Tumors.  Am.  J.  Med.  Sc,  1915, 
cl,  25. 

Recurrences  of  malignant  tumors  are  often  diffi- 
cult of  diagnosis.  Four  things  are  likely  to  stand 
in  the  way  of  early  and  easy  recognition  of  these 
recurrences:  (i)  There  may  be  no  recidivation  at 
the  site  of  the  operation.  (2)  No  tumor  mass  may 
be  made  out  in  other  parts  of  the  body.  (3)  A 
long  time  may  have  elapsed  since  the  operation, 
during  which  time  the  patient  has  apparently  been 
healthy.  (4)  The  symptoms  are  often  not  those 
commonly  associated  with  tumor. 

Bone  metastases  are  common,  especially  from 
malignant  disease  of  the  adrenal,  breast,  thyroid, 
and  prostate.  Symptoms  referable  to  the  respira- 
tory tract  should  arouse  suspicion  of  metastases  of 
the  chest.  The  lung  may  be  completely  riddled 
with  small  tumor  nodules.  Pleural  effusion  is  a 
common  metastatic  phenomenon.         J.  H.  Skiles. 

Cope,  V.  Z.:  A  Clinical  Study  of  Actinomycosis, 
with  Illustrative  Cases.  Brit.  J.  Surg.,  1915,  iii,  55. 

Cope's  definition  of  actinomycosis  is  that  of  a 
chronic  inflammation  consequent  on  infection  with 
a  form  of  streptothrix  which  at  some  time  or  other 
in  its  evolution  in  the  tissue  leads  to  the  formation 
of  characteristic  small  granules  composed  of  the 
fungus.  He  believes  that  the  disease  is  much  more 
common  than  English  teaching  allows  and  that 
many  cases  are  missed  for  want  of  sufficient  inves- 
tigation, or  even  because  the  very  possibility  of 
certain  lesions  being  actinomycotic  was  not  con- 
sidered. He  believes  the  fungus  is  parasitic  on,  or 
has  close  connection  with,  certain  cereals  and 
grasses,  and  holds  it  unlikely  that  human  beings  are 
often  infected  directly  from  cattle  or  that  infection 
may  be  conveyed  by  tainted  meat.  The  skin 
is  not  commonly  affected  primarily,  so  that  for  prac- 
tical consideration  there  remain  as  paths  of  ingress 
of  the  fungus  into  the  body,  the  alimentary  and 
respiratory  passages.  Infections  in  the  region  of 
the  mouth  are  more  numerous  than  all  other  cases 
put  together.  He  believes  there  is  an  intimate 
relationship  between  carious  teeth  and  the  disease. 

Cope  also  supports  Poncet's  view  that  the  thorax 
is  frequently  infected  by  way  of  the  cesophagus.  In- 
fection from  the  stomach   and  small  intestine  is 


almost  unknown.  The  respiratory  passages  also 
provide  an  occasional  path  of  entry,  by  means 
of  spores  or  minute  portions  of  mycelium  floating 
in  the  inspired  air.  The  streptothrix's  best  growth 
is  seen  in  the  connective  tissue,  the  process  ex- 
tending nearly  always  by  continuity  in  this  tis- 
sue, seldom  by  the  blood  stream,  and  seldom  by  the 
lymphatic  system.  Primary  bone  infection  is  seen 
only  in  the  jaws;  but  sooner  or  later  the  skin  is 
involved.  The  lymphatic  system  is  immune  to 
attack,  while  the  peritoneum  is  resistant,  as  is  the 
pleura.  Cases  of  primary  infection  of  the  genito- 
urinary system  are  on  record,  but  very  rarely. 
Transmission  by  blood  stream  sometimes  takes 
place,  and  metastatic  abscesses  have  been  found 
in  the  brain,  kidney,  etc.  The  fungus  is  usually 
to  be  found  in  the  softened  area  of  tissue.  The 
pus  from  every  abscess  should  be  examined  as  a 
routine  practice,  and  repeatedly  if  necessary. 

The  clinical  symptoms  vary  considerably  in  dif- 
ferent parts  of  the  body,  but  in  most  cases  two  stages 
can  be  recognized:  (i)  the  stage  of  induration, 
and  (2)  that  of  softening.  Though  the  process  is 
occasionally  acute  or  subacute  at  the  onset,  it  is 
essentially  of  a  chronic  nature.  The  buccopharyn- 
geal region  is  by  far  the  most  common  to  be  infected 
primarily.  The  upper  jaw  is  rarely  affected.  In- 
fection may  take  place  through  the  tonsils,  gums, 
or  carious  teeth.  Eruption  of  the  wisdom  tooth 
is  of  especial  importance  in  this  connection.  There 
is  less  swelling  on  the  inside  of  the  cheek  or  jaw,  and 
it  is  uncommon  for  sinuses  to  open  on  the  interior 
of  the  mouth.  Pain  is  slight  and  often  absent  in 
the  chronic  cases  with  induration.  In  the  early 
subacute  type  which  invades  the  parotid  region, 
pain  may  be  marked.  Secondary  infection  is 
common.  The  initial  examination  of  pus  may 
show  a  preponderance  of  other  bacteria. 

From  a  surgical  point  of  view  appendicular  and 
caecal  infection  is  the  variety  next  in  importance 
to  the  buccopharyngeal  form.  The  acute  form 
begins  with  an  acute  attack  of  appendicitis,  with 
perforation  or  gangrene  of  the  appendix.  The  only 
atypical  condition  found  will  be  that  the  sinus 
left  by  the  drainage  tube  shows  no  tendency  to  heal 
up.  The  chronic  form  with  insidious  onset  comes 
under  observation  as  a  firm,  painless  swelling  in  the 
right  iliac  fossa.  Another  type  is  that  in  which  the 
appendix  is  found  upon  examination  to  contain  the 
fungus  of  actinomycosis. 

Two  types  of  thoracic  infection  are  to  be  noticed. 
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The  first  concerns  the  air-passages  and  gives  rise 
to  symptoms  of  bronchitis  or  possibly  bronchiecta- 
sis in  which  the  sputum  maybe  foetid.  The  second 
or  perforating  type  is  attended  by  much  infiltration 
of  the  connective  tissue  of  the  mediastinum,  and 
later  of  the  thoracic  wall;  at  the  same  time  the  lung 
may  be  extensively  invaded  by  the  disease.  Fever, 
anaemia,  and  wasting  are  noticeable.  Pain  may  or 
may  not  be  present;  cough  and  expectoration  may 
not  develop  until  a  late  stage  of  the  disease.  One 
side  of  the  chest  may  be  infected  from  the  other  by 
continuity  of  the  disease  across  the  front  of  the 
vertebral  column. 

A  routine  examination  of  the  discharge  from  all 
chronic  abscesses  is  the  best  and  most  certain  way  of 
diagnosing  the  condition  early.  In  cases  where 
there  is  no  discharge  it  may  be  suggested  that  the 
removal  of  a  small  portion  of  tissue  for  microscopical 
examination  would  elucidate  the  diagnosis.  The 
agglutination  reaction  has  not  been  utilized  to  any 
extent  in  the  diagnosis  of  actinomycosis,  but  may 
occasionally  be  of  some  value  if  there  is  a  very 
suggestive  clinical  picture,  but  if  the  pathological 
examination  be  negative  the  clinical  diagnosis  can 
be  maintained  until  further  or  repeated  examina- 
tions finally  prove  or  disprove  the  diagnosis.  Acti- 
nomycosis in  the  soft  type  nearly  resembles  septic 
syphilitic  or  tuberculous  inflammation;  in  the 
indurative  form  it  more  often  resembles  a  neo- 
plasm. Cope  gives  clearly  the  diagnostic  features 
in  special  parts,  such  as  in  the  region  of  the  lower 
jaw  and  face,  the  caecal  region,  and  the  thorax. 

Under  certain  conditions  and  in  certain  parts  of 
the  body,  actinomycosis  tends  to  recover  naturally. 
Treatment  yields  the  best  results  in  the  region 
of  the  face  and  neck.  Affection  in  the  lung  and 
caecal  region  gives  a  poor  prognosis.  The  method 
of  treatment  is  as  follows:  (i)  constitutional  meas- 
ures; (2)  medicinal  drugs,  especially  potassium 
iodide  and  other  iodine  preparations ;  (3)  antiseptics 
applied  locally;  (4) vaccine  therapy;  (5)  surgical  oper- 
ation; (6)  radiotherapy,  X-rays,  and  radium. 

In  conclusion  brief  reports  are  given  of  3  illus- 
trative cases  seen  by  the  author.  All  improved  or 
were  benefited  by  treatment  except  a  chronic  case 
of  the  ileocaecal  type,  and  two  cases  of  actinomyco- 
sis of  the  thorax.  Emil  C.  Robitshek. 

Tuder,  T.  J.:    The  Modern  Treatment  of  Burns. 

Internal.  J.  Surg.,  1915,  xxviii,  282. 

The  author  quotes  Pabst,  coroner  of  Brooklyn, 
who  claims  that  at  least  90  per  cent  of  burns  are 
the  result  of  carelessness.  Pabst  recommends  the 
fireproofing  of  clothing  which  is  to  be  employed  for 
pageants,  carnivals,  receptions  where  flimsy  drap- 
eries are  used,  amateur  Christmas  displays,  etc. 
This  is  accomplished  by  soaking  the  fabric  in  an 
ammonium  phosphate  solution  for  five  minutes 
(one  pound  to  one  gallon  of  cold  water)  and  then 
drying  them.  Such  articles  remain  fire-proof  until 
washed  or  drenched  with  water,  after  which  the  pro- 
cess must  be  repeated. 


The  first  thing  that  should  be  done  in  serious 
burns  is  to  combat  the  shock,  which  is  always  pres- 
ent, by  the  use  of  morphine,  atropine,  camphorated 
oil,  caffeine,  or  digitalin.  The  remainder  of  the 
article  is  devoted  to  the  treatment  of  burns,  which 
is  begun  as  soon  as  the  patients  revive  sufficiently. 
It  is  well  summed  up  in  the  conclusions  which  are  as 
follows: 

1.  The  use  of  carron  oil,  even  if  some  antiseptic 
agent  be  added,  should  be  abandoned. 

2.  Ichthyol  and  boric  acid  ointments  represent 
the  best  to  be  had  in  this  kind  of  application,  but  all 
ointments  are  objectionable. 

3.  Picric  acid  in  a  saturated  aqueous  solution, 
sterile  normal  saline  and  sterile  solutions  of  bi- 
carbonate of  soda  are  the  best  liquid  applications 
for  burns. 

4.  The  open-air  treatment  is  to  be  preferred  for 
burns  of  all  degrees  when  its  proper  use  is  practicable. 

5.  Scarlet  red  ointment  is  a  dependable  remedy 
to  stimulate  epithelial  proliferation. 

Henry  J.  Van  den  Berg. 

Kausch:    Gas  Phlegmon   (tJber  die  Gasphlegmone). 

Beitr.  z.  klin.  Chir.,  1915,  xcvii,  7. 

The  clinical  signs  of  gas  phlegmon  vary  so  widely 
that  the  question  arises  as  to  whether  it  is  caused  by 
one  species  of  bacteria  of  varying  degrees  of  viru- 
lence, or  whether  many  different  kinds  of  bacteria 
are  responsible.  Kausch  concludes  that  the  con- 
dition is  due  only  to  Frankel's  bacillus,  and  that 
therefore  there  is  some  hope  of  finding  a  preventive, 
analogous  to  the  antitetanus  toxin.  He  describes 
three  classes  of  cases:  (i)  a  mild  form  in  which  the 
infection  is  chiefly  in  the  subcutaneous  tissue;  (2)  a 
severe  form,  in  which  it  is  in  the  muscle  tissue;  and 
(3)  a  fulminating  form,  where  the  subcutaneous  tis- 
sue and  skin  are  affected  and  there  is  a  rapidly  fatal 
general  infection.  In  the  latter  form  death  general- 
ly occurs  in  from  12  to  48  hours,  whatever  treat- 
ment is  given.  He  describes  cases  illustrative  of  the 
different  groups. 

Gas  phlegmon  can  be  prevented  by  freely  opening 
up  all  wounds  caused  by  shells,  and  those  caused  by 
artillery  bullets  if  there  is  extensive  destruction  of 
tissue.  If  there  is  any  suspicion  of  gas  phlegmon 
incision  should  be  made  at  once,  without  waiting  for 
the  diagnosis  to  be  confirmed  by  emphysema.  It  is 
better  to  incise  ten  times  unnecessarily  than  to 
neglect  it  once  when  necessary.  The  tissues  have 
a  characteristic  appearance,  even  before  the  develop- 
ment of  gas,  which  is  easily  recognized  after  one  has 
seen  a  few  cases.  Multiple  incisions  about  5  to  8 
cm.  long  are  made;  sometimes  as  many  as  fifty. 
The  incisions  should  be  begun  in  sound  tissue  and 
carried  into  the  infected  region,  so  as  to  prevent  the 
spread  of  the  infection.  The  incisions  must  be  deep 
enough  to  reach  to  normal  tissue.  Amputation 
should  be  delayed  as  long  as  possible.  Limbs 
should  not  be  amputated  because  they  are  cold  and 
pulseless,  without  incisions  first  being  made.  The 
swelling  often  causes  the  pulse  to  disappear  and  it 
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reappears  aflcr  free  incision.  Tissues  should  be 
excised  only  when  they  have  already  undergone 
necrosis.  If  it  becomes  necessary  to  amputate,  the 
incision  should  not  be  made  in  sound  tissue,  but  at 
the  line  of  demarcation,  or  even  sometimes  in  dis- 
eased tissue.  It  can  only  do  harm  to  open  up 
healthy  lymph-vessels.  A.  Goss. 

B^rard,  L. :  Late  Tetanus  (Sur  le  tdtanos  tardif). 
Bull,  de  Acad,  de  mid.,  1915,  Ixxiv,  234. 

Berard  describes  a  series  of  cases  of  tetanus  coming 
on  late  after  the  original  infection.  They  begin 
gradually;  at  first  there  are  only  slight  contrac- 
tures, which  are  gradually  progressive.  All  the 
classical  symptoms  of  tetanus  are  present,  but  in 
mild  degree  only.  One  sign  which  is  almost  con- 
stant is  permanent  and  progressive  contracture  of 
the  abdominal  muscles.  It  is  generally  taught  that 
cases  which  develop  late  end  in  recovery,  and  the 
ones  that  have  a  sudden  and  stormy  onset  are  fatal. 
But  these  cases  of  which  Berard  speaks  generally 
result  in  death  from  paralysis  of  the  respiratory 
muscles  and  asphyxia.  He  believes  they  are  in 
general  due  to  reinfection  caused  by  the  awakening 
of  latent  spore  forms  of  tetanus  through  secondary 
surgical  operations. 

In  order  to  prevent  reinfection  a  third  dose  of 
antitoxin  should  be  given,  in  addition  to  the  two 
regular  ones,  before  any  surgical  intervention  is 
contemplated.  The  objection  might  be  made  that 
there  was  danger  of  anaphylaxis  from  giving  a 
third  dose  of  the  antitoxin,  and  though  this  ob- 
jection would  appear  to  be  justified  on  theoretical 
grounds  Berard  has  never  known  it  to  occur  in 
practice,  and  since  pursuing  this  course  he  has  had 
no  further  difficulty  with  these  cases.       A.  Goss. 

Pribram,  B.  O. :  Clinical  and  Therapeutical  Experi- 
ence with  Tetanus  (Klinische  und  therapeutische 
Erfahrungen  iiber  den  Tetanus).  Berl.  klin. 
Wchnschr.,  1915,  lii,  916. 

Pribram  gives  the  case  histories  of  a  series  of 
over  40  cases  and  comes  to  the  following  conclusions: 

The  localization  of  the  spasms  is  of  great  import- 
ance in  prognosis.  In  cases  of  lockjaw,  opistho- 
tonus, and  spasms  of  peripheral  muscle  groups  the 
prognosis  is  relatively  good,  while  in  spasm  of  the 
glottis  and  diaphragm  it  is  practically  hopeless, 
even  if  no  other  muscles  are  involved.  An  early 
symptom  that  is  a  certain  precursor  of  spasm  of  the 
diaphragm  is  epigastric  pain.  The  old  rule  that  the 
severity  of  the  infection  is  proportional  to  the  short- 
ness of  the  incubation  period  does  not  always  hold 
good.  The  true  incubation  is  to  be  reckoned  from 
the  time  of  the  production  of  toxins  by  the  invading 
bacteria,  and  this  does  not  always  coincide  with  the 
moment  of  infecton.  The  localization  of  the  spasms 
is  independent  of  the  point  of  injury  and  also  of  the 
intensity  of  the  infection.  The  most  frequent  com- 
plication of  tetanus  is  confluent  lobular  pneumonia 
and,  barring  suffocation  from  spasm  of  the  glottis 
and  diaphragm,  it  causes  the  most  deaths. 


In  many  tetanus  patients  and  in  almost  all  who 
die  of  tetanus  there  are  marked  signs  of  status 
lymphaticus,  which  indicates  that  predisposition 
plays  an  important  part  in  the  infection.  The 
best  treatment  of  the  wound  is  the  radical  removal 
of  all  necrotic  tissue  till  fresh  bleeding  tissue  is 
reached;  escharotic  antiseptics  and  the  cautery  do 
not  appear  to  be  particularly  eflfective.  The 
question  of  amputation  should  be  decided  on  the 
usual  surgical  principles.  The  severity  of  the  in- 
fection is  not  at  all  parallel  to  the  severity  of  the 
wound.  It  is  not  logical  to  give  prophylactic  treat- 
ment except  in  cases  of  severe  injury. 

Because  of  the  danger  of  pneumonia  ether  should 
never  be  used  as  an  antiseptic;  pure  chloroform 
should  be  used.  Antitoxin  should  be  given  in  large 
doses;  daily  injections  of  200  to  300  units  and  in 
addition,  on  the  first  day  an  intradural  injection  of 
400  to  500  units,  with  the  head  lowered.  The 
spasms  can  be  controlled  by  chloral  hydrate,  as 
much  as  10  gms.  daily,  and  the  subcutaneous  in- 
jection of  magnesium  sulphate,  20  ccm.  of  a  25  per 
cent  solution  5  to  6  times  daily.  In  spasms  of  the 
glottis,  efforts  should  be  directed  toward  limiting 
normal  respiratory  movements  and  inducing  arti- 
ficial respiration.  The  former  can  be  accomplished 
by  bilateral  phrenicotomy  combined  with  tra- 
cheotomy, intradural  injection  of  magnesium  sul- 
phate, and  the  administration  of  large  doses  of 
morphine.  If  one  is  prepared  to  give  artificial  res- 
piration there  is  no  danger  in  large  doses  of  mor- 
phine. Artificial  respiration  of  oxygen  is  of  great 
value.  A.  Goss. 

Meyer,  A.:  Intraneural  Injection  of  Tetanus 
Antitoxin  in  Local  Tetanus  (Die  intraneurale 
Injektion  von  Tetanusantitoxin  bei  lokalem  Te- 
tanus).   Berl.  klin.  Wchnschr.,  1915,  lii,  975. 

It  has  previously  been  demonstrated  experi- 
mentally that  the  injection  of  antitoxin  into  the 
nerve-trunk  of  the  affected  limb  saves  animals  that 
have  been  infected  with  tetanus.  Meyer  thinks, 
however,  that  this  method  of  treatment  has  not 
been  applied  clinically  so  much  as  it  should  be,  and 
describes  cases  in  which  he  feels  confident  that  such 
intraneural  injections  have  saved  the  lives  of  pa- 
tients. Many  surgeons  believe  that  the  prognosis 
in  local  tetanus  is  good  anyway,  without  treat- 
ment, but  he  finds  that  local  tetanus  is  often  only 
a  precursor  of  general  tetanus,  which  may  be  warded 
off  by  intraneural  injection  before  the  distribution 
of  the  toxin  becomes  general.  A.  Goss. 

SERA,  VACCINES,  AND  FERMENTS 

Waasbergen,  G.  H.  Van:  Abderhalden's  Ferment 
Reaction  in  the  Non-pregnant  (Zur  Abder- 
halden'schen  Fermentreaktion  bei  Xichtschwan- 
geren).  Monatschr.  f.  Geburtsh.  u.  Gyndk.,  1915, 
xlii,  693. 

After  a  short  review  of  the  literature  the  author 
describes   the   technique   of   the   dialysis   method. 
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Among  69  cases  in  non-prcgnant  women  he  had  only 
7  negative  results,  but  ihe  reaction  was  less  pro- 
nounced, as  a  rule,  than  in  pregnant  women.  Posi- 
tive reactions  are  more  frequent  and  intense  in 
younger  women,  while  in  older  ones  negative  reac- 
tions are  more  frequent.  Fever  increases  the  in- 
tensity of  the  positive  reaction  and  causes  some 
negative  cases  to  become  positive.  The  reaction 
becomes  more  intense  as  the  menstrual  period 
approaches,  while  just  at  the  beginning  of  the  period 
and  shortly  thereafter  it  grows  weaker  again.  In 
general,  he  says,  there  is  a  positive  reaction  in  all 
pregnant  women  and  in  non-pregnant  ones  in  the 
premenstrual  period.  A.  Goss. 

Tremolieres  and  Loew,  P.:  Pyoculture  and  the 
Opsonic  Index  (Pyoculture  et  index  opsonique). 
Bull,  el  mem.  Soc.  de  chir.  de  Par.,  1915,  xli,  1601. 

The  work,  of  Tremolieres  and  Loew  was  done  on 
24  cases,  in  15  of  which  pyoculture  was  positive. 
Operation  was  performed  and  the  local  and  general 
condition  improved,  except  in  one  case  in  which 
death  was  caused  by  septicaemia.  In  5  other  cases 
pyoculture  was  positive,  but  operation  has  not  been 
performed  yet.  The  suppuration  persists  and  cach- 
exia is  developing.  In  4  of  these  5  cases  the  surgeon 
has  decided  that  operation  is  necessary.  Early 
operation  in  accordance  with  the  indications  of 
pyoculture  would  probably  have  been  better  for  the 
patients.  Pyoculture  was  negative  in  4  cases  and 
operation  was  not  performed;  the  local  and  general 
condition  of  these  cases  has  improved  steadily. 
Pyoculture  may  be  positive  for  some  kinds  of 
bacteria  and  negative  for  others. 

From  the  results  obtained  the  authors  conclude 
that  a  decidedly  positive  pyoculture  indicates 
operation,  while  a  negative  or  nearly  negative  pyo- 
culture furnishes  a  favorable  prognosis  without 
operation.  The  clinical  course  in  all  their  cases 
confirmed  these  conclusions.  As  a  further  test  of  the 
method  they  determined  the  opsonic  index  in  all 
their  cases.  In  most  of  the  cases  the  results  of  the 
tests  were  the  same;  that  is,  with  a  positive  pyocul- 
ture the  opsonic  index  was  deficient,  and  with  a 
negative  pyoculture  the  opsonic  index  was  favor- 
able. But  in  the  few  cases  where  the  results  were 
divergent  it  was  pyoculture  that  was  in  accordance 
with  the  clinical  developments  and  the  opsonic  index 
that  was  deficient.  For  example,  a  case  of  surgical 
erysipelas  was  complicated  by  a  superficial  abscess 
of  the  mastoid  region,  and  showed  a  positive  pyo- 
culture for  the  streptococcus,  and  an  opsonic  index 
of  2.48  for  this  microbe.  The  abscess  was  incised 
and  healed  in  three  days,  which  seemed  to  show  that 
the  opsonic  index  was  right,  but  three  days  later  an 
adenophlegmon  of  the  neck  developed,  which 
vindicated  the  pyoculture. 

In  discussing  this  case  Delbet  pointed  out  that 
it  is  not  the  intention  to  criticize  the  opsonic  index, 
but  merely  to  show  that  it  cannot  well  be  applied  to 
infected  wounds,  because  of  the  complexity  of  the 
bacterial  flora  found  in  them.     Moreover  pyoculture 


is  simpler  and  easier  to  carry  out  and  does  not  de- 
mand a  skilled  bacteriologist,  for  no  matter  whether 
all  of  the  bacteria  arc  identified  or  not,  if  the  body  is 
reacting  poorly,  operation  is  indicated.     A.  Goss. 

BLOOD  AND  LYMPH  VESSELS 

Schum,  H.:  Pathology  of  Diseases  of  the  Blood- 
vessels Which  Are  Important  Surgically,  and 
of  Aneurism  of  Peripheral  Arteries  (lieitrag  zur 
Pathologic  chirurgisch  wichtigcr  Gefasserkrankun- 
gen  und  der  Aneurysmen  pcriphcrer  Arterien). 
Deutsche  Ztschr.  f.  Chir.,  1915,  cxxxiii,  457. 

The  greater  part  of  this  work  of  36  pages,  which  is 
followed  by  a  bibliography  of  122  titles,  is  devoted 
to  a  review  of  the  recent  literature  on  aneurisms. 
In  addition,  however,  Schum  reports  some  cases 
from  his  own  clinic. 

The  first  case  was  that  of  a  54-year-old  man, 
who  had  had  a  popliteal  aneurism  on  the  right 
side  extirpated  four  years  before,  and  recently 
after  lifting  a  heavy  load  felt  a  sudden  jerk  behind 
his  left  knee,  followed  by  pain  in  the  heel  and  be- 
ginning gangrene  of  the  toes.  As  the  gangrene  con- 
tinued to  extend,  amputation  was  performed  and 
an  aneurism  of  the  popliteal  as  large  as  the  fist  was 
found.  The  specimen  is  described  macroscopically 
and  microscopically. 

The  second  case  was  that  of  a  35-year-old  man, 
who  had  his  leg  crushed  above  and  below  the  knee. 
Soon  after  the  accident  he  was  admitted  to  the 
hospital,  with  swelling  of  the  popliteal  space  and 
coldness  and  pulselessness  of  the  thigh  and  foot. 
On  operation  the  popliteal  artery  and  vein  were 
found  ruptured.  The  vessels  were  sutured  and 
the  patient  recovered,  after  suppuration  of  the 
wound. 

The  third  and  fourth  cases  were  false  aneurisms 
of  the  gluteal  arteries  in  men  of  78  and  60.  The 
first  had  fallen  on  his  left  buttock  some  weeks 
before  the  development  of  the  aneurism,  and 
showed  a  fluctuating,  non-pulsating  tumor  the  size 
of  a  child's  head.  Puncture  was  negative.  On 
incision  masses  of  dark  clots  were  found  and  after 
their  removal  there  was  severe  arterial  haemorrhage 
from  the  gluteals,  which  were  ligated.  Six  days 
later  death  resulted  from  pneumonia.  The  second 
patient  was  hurled  from  a  rafter  and  struck  on  his 
left  buttock;  there  was  pain  in  the  buttock  and  leg 
and  swelling  of  the  buttock  alternately  disappearing 
and  recurring.  About  two  months  after  the  ac- 
cident, on  admission  to  the  hospital,  there  was 
swelling  with  fluctuation  but  without  pulsation  or 
murmur.  Incision  along  the  fibers  of  the  gluteus 
maximus  revealed  an  aneurismal  sac  with  black 
walls,  and  when  it  was  incised  500  ccm.  of  dark 
clots  and  blood  was  discharged,  followed  by  severe 
haemorrhage  from  a  median  branch  of  the  superior 
gluteal.  As  ligation  did  not  stop  the  bleeding,  it 
was  necessary  to  dissect  out  the  artery  to  the  bleed- 
ing point.  After  haemorrhage  was  controlled  a 
sac  was  seen  as  large  as  two  fists,  but  it  could  not 
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be  extirpated  on  account  of  the  condition  of  the 
patient.  Recovery  was  slow  on  account  of  infection 
of  a  hajmatoma  that  developed,  and  there  was  some 
weakness  of  the  leg  after  recovery.  A.  Goss. 

SURGICAL  THERAPEUTICS 

Dakin,  H.  D.:  The  Use  of  Certain  Antiseptic  Sub- 
stances in  the  Treatment  of  Infected  Wounds. 

Brit.  M.  J.,  1915,  ii,  318. 

The  work  of  ascertaining  the  comparative  value 
of  the  antiseptics  mentioned,  was  conducted  in  the 
laboratories  of  the  Rockefeller  Institute  for  Medical 
Research  attached  to  Hospital  21  of  the  French 
Army  at  Campiagne. 

The  author  calls  attention  to  the  different  factors 
to  be  considered  in  selecting  a  suitable  antiseptic 
aside  from  its  germicidal  value.  These  bear  upon 
irritation  to  the  tissues,  toxicity,  solubility,  ability 
to  penetrate  and  to  be  absorbed,  and  finally,  chemi- 
cal reactions  with  proteins  and  other  tissue  con- 
stituents. The  antiseptic  property  of  an  ordinary 
antiseptic  is  a  chemical  reaction  between  it  and  the 
proteins  and  also  on  other  cell  constituents  of  germ 
life.  Compared  to  the  effect  of  antiseptics  on  germ 
life  in  vitro,  the  reaction  which  takes  place  in  the 
presence  of  living  and  dead  tissues  is  more  complex 
and  the  action  of  the  antiseptic  is  much  more 
difTicult  because  the  latter  acts  not  only  on  the 
micro-organisms,  but  on  other  protein  substances  as 
well;  thus  certain  compounds  lose  all  or  nearly  all  of 
their  antiseptic  value  in  the  presence  of  blood 
serum  or  similar  substances.  This  reduction  of 
their  value  is  emphasized  by  the  results  of  experi- 
ments with  such  well-known  antiseptics  as  phenol, 
salicylic  acid,  hydrogen  peroxide,  iodine,  mercuric 
chloride,  silver  nitrate,  sodium  hypochlorite,  and 
a  few  others. 

Phenol  and  hydrogen  peroxide  are  shown  to  have 
low  germicidal  power  when  acting  in  the  presence  of 
serum.  Mercuric-chloride  loses  its  antiseptic  value 
in  the  presence  of  many  tissue  constituents,  and  it 
suffers  an  additional  disadvantage  of  being  irritating 
even  in  dilute  solution.  Silver  nitrate  is  but  little 
better  than  mercuric  chloride.  Iodine,  an  excep- 
tionally good  skin  disinfectant,  is  less  effective 
in  deep  wounds  by  reason  of  protein  coagulation 
and  irritation  of  the  tissues.  Its  penetrating 
power  is  slight  and  wounds  which  have  been  treated 
with  it  cicatrize  slowly. 

Sodium  hypochlorite  has  shown  itself  to  be  the 
most  desirable  antiseptic  on  account  of  its  perme- 
ability, solubility,  non-toxic  effect,  and  its  high 
germicidal  value. 

Objection  is  made  to  the  use  of  sodium  hypo- 
chlorite as  ordinarily  prepared,  as  it  is  variable  in 
composition,  and  on  account  of  the  presence  of  free 
alkali  and  sometimes  free  chlorine,  it  is  very  irrita- 
ting to  the  tissues. 

A  solution  for  ready  use  containing  0.5  to  0.6 
per  cent  of  sodium  hypochlorite  is  prepared  as  fol- 
lows: "One  hundred  and  forty  grams  of  dry  sodium 


carbonate  (Na2  CO3)  or  400  grams  of  the  crystal- 
lized salt  (washing  soda)  is  dissolved  in  10  liters 
of  tap  water,  and  200  grams  of  chloride  of  lime 
(chlorinated  lime)  of  good  quality  added.  The 
mixture  is  well  shaken,  and  after  half  an  hour 
the  clear  fluid  is  siphoned  off  from  the  precipitate 
of  calcium  carbonate  and  filtered  through  a  plug 
of  cotton;  40  grams  of  boric  acid  are  added  to  the 
clear  filtrate,  and  the  resulting  solution  is  ready 
for  use.  A  slight  additional  precipitate  of  calcium 
salts  may  slowly  form,  but  it  is  of  no  significance. 
The  solution  should  not  be  kept  longer  than  one 
week.  The  boric  acid  must  not  be  added  to  the 
mixture  before  filtering,  but  afterward." 

The  employment  of  boric  acid  makes  the  mixture 
practically  non-irritating  by  maintaining  its  ap- 
proximate neutrality.  The  slight  antiseptic  prop- 
erty of  boric  acid  has  nothing  to  do  with  its  employ- 
ment; its  chief  use  is  in  maintaining  a  neutral  con- 
dition or  a  reaction  that  is  very  nearly  neutral 
under  all  conditions. 

The  best  results  in  wound  treatment  are  obtained 
by  bringing  fresh  quantities  of  the  solution  in  con- 
tact with  all  parts  of  the  wound  very  early  after 
the  injury,  and  at  frequent  intervals.  Five  to  10 
ccm.  may  be  introduced  into  small  wounds  every 
two  hours  by  means  of  rubber  tubes,  through  a 
pipette  or  syringe.  In  compound  fractures  of  the 
femur  of  great  severity  i  or  2  liters  may  be  irrigated 
daily.  Continued  irrigation  may  be  used  for  a 
week  without  irritation,  although  it  is  well  to  guard 
the  surrounding  skin  by  the  application  of  vaseline. 
As  a  wet  dressing,  the  solution  may  be  used  almost 
indefinitely.  The  solution  readily  attacks  the 
(NH)  groups  present  in  proteins  and  this  makes 
it  of  great  value  in  dissolving  necrosed  tissues. 
Notwithstanding  the  fact  that  it  has  haemostatic 
properties,  it  should  not  be  injected  intravenously 
since  it  is  actively  hse  mo  lytic. 

The  author  claims  that  the  results  with  the  use  of 
the  solution  at  the  front,  during  a  period  of  six 
months,  in  those  cases  where  treatment  was  com- 
menced a  few  hours  after  the  wounds  were  received, 
have  shown  its  genuine  value.  The  cases  in  which 
there  was  no  rise  of  temperature  of  any  consequence, 
and  in  which  healing  occurred  without  suppuration 
was  very  large. 

The  following  figures  indicate  the  antiseptic  value 
of  the  solution:  "Staphylococci  suspended  in 
water  are  killed  in  two  hours  at  a  concentration  of 
hypochlorite  between  1:500,000  and  1:1,000.000, 
while  in  the  presence  of  serum  the  necessary  con- 
centration is  between  1:1,500  and  1:2,000.  Strep- 
tococci are  more  readily  killed;  while  bacilli  pyo- 
cyaneus  suspended  in  water  are  killed  in  two 
hours  at  a  concentration  between  1:100,000  and 
1:1,000,000;  in  serum  between  1:2,500  and  1:5,000 
is  necessary. 

Hypochlorites  should  not  be  used  in  conjunction 
with  other  antiseptics,  alcohol  or  ether,  because  of 
their  active  chemical  properties. 

Loos  A.  L.^G.^RDE. 
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ELECTROLOGY 

Graff,  £.  von:  Experience  with  Radium  and  R5nt- 
gen  Rays  in  tlie  Treatment  of  Cancer  (liber 
die  bishcrigcn  Krfahrungen  mil  Radium  und  Ront- 
genstrahlcn  bei  der  Krebsbehandlung).  Slrahlen- 
Ihcrap.,  191S,  V,  627. 

The  author  at  first  had  very  bad  results  with  large 
doses  — ^  as  high  as  250  mg.  radium.  Of  11  women 
treated  in  this  way  g  died.  Now  he  uses  the  dosage 
recommended  by  the  Wertheim  clinic,  from  15  or 

20  up  to  94  mg.  radium,  with  a  combination  of 
platinum  and  brass  filter,  using  0.2  to  0.5  mm. 
platinum  and  0.45  to  0.6  mm.  brass.  As  a  protec- 
tion against  secondary  rays  1.5  to  3  mm.  rubber  is 
used.  The  length  of  application  and  the  amount 
of  radium  used  are  determined  by  the  local  and 
general  reaction.  A  dosage  of  40,  55,  or  more  rarely 
74  mg.  of  radium  is  applied  and  left  for  24  to  48  hours, 
and  the  treatments  repeated  once  or  twice  at  in- 
tervals of  two  to  three  days.  A  second  series  of 
irradiations  is  given  after  an  interval  of  three  or 
four  weeks,  and  sometimes  a  third.  Using  this 
technique  the  author  has  had  no  further  injury 
from  the  rays. 

He  has  treated  102  carcinomata  in  all,  6  with 
mesothorium  or  mesothorium  and  radium,  73  ex- 
clusively with  radium,  23  with  radium  and  rontgen 
rays.  This  combined  treatment  gave  very  good 
results.     Of  the  cases  21  were  clinically  operable, 

21  were  recurrences,  leaving  60  inoperable  cases. 
From  clinical  observation  of  the  cases,  he  concludes 
that  with  radium,  and  especially  in  combination 
with  intensive  rontgen  treatment,  great  improve- 
ment can  be  secured  in  inoperable  cases,  much 
greater  improvement  than  has  ever  before  been  ob- 
tained by  any  other  method.  Many  inoperable 
cases  have  been  rendered  operable  and  sometimes 
improved  to  such  an  extent  that  a  diagnosis  of 
carcinoma  could  not  be  made  by  examination.  But 
there  may  be  recurrence  after  such  apparent  re- 
coveries. Wertheim's  clinic  still  advocates  using 
radiotherapy  only  on  inoperable  carcinomata,  and 
on  operable  ones  only  where  operation  is  for  some 
reason  impossible  or  is  refused.  A.  Goss. 

MILITARY  SURGERY 

Lapointe,  A.:  Operative  Treatment  of  Injuries  of 
tlie  Skull  in  an  Ambulance  at  the  Front  (Le 

traitement  operatoire  des  blessures  du  crane  dans 
une  ambulance  de  I'avant).  /.  de  chir.,  1915,  xiii, 
241. 

Lapointe  reports  127  cases  of  injury  of  the  skull 
operated  on  in  his  ambulance.  He  practiced  early 
and  systematic  operation  in  all  cases,  excluding 
only  those  that  were  so  nearly  dead  that  there  was 
no  hope.  He  made  a  crucial  incision  in  the  scalp 
wound,  examined  for  fractures,  removed  any  frag- 
ments of  bone,  irrigated  with  hydrogen  peroxide 
and  dressed  with  iodoform  gauze.  Trephining  was 
necessary  only  in  comparatively  few  cases. 

He  divides  the  cases  into  three  classes:   (i)  those 


with  superficial  injuries,  with  or  without  injury  of 
the  dura  mater;  (2)  those  in  which  the  projectile  had 
passed  entirely  through  the  head;  and  (3)  those  in 
which  the  projectile  had  entered  and  lodged  in  the 
brain. 

There  were  47  cases  of  superficial  injury  without 
penetration  of  the  dura  mater;  7  of  these  died,  one 
from  a  cause  independent  of  the  skull  injury,  leaving 
a  mortality  of  13  per  cent.  The  mortality  in  the 
48  cases  with  perforation  of  the  dura  was  56  per  cent, 
or,  eliminating  the  very  bad  cases  which  would  have 
died  anyway,  51  per  cent.  Infection  was  the  usual 
cause  of  death.  Of  the  7  cases  in  which  the  bullet 
passed  entirely  through  the  head,  6  died  and  the 
one  who  recovered  was  left  with  a  paraplegia. 

There  were  25  cases  in  which  the  bullets  had 
lodged  in  the  brain.  Operation  in  these  cases  was 
limited  to  extracting  fragments  and  trying  to  limit 
infection;  the  projectiles  were  not  removed;  never- 
theless the  mortality  was  56  per  cent.  Moreover 
those  who  recovered  are  still  subject  to  the  danger 
of  late  infection  from  the  projectiles.  Lapointe 
thinks  that  as  a  result  of  the  present  war  the  idea  of 
leaving  such  projectiles  will  probably  be  reversed, 
and  it  will  be  thought  best  to  make  immediate 
rontgen  examination  and  remove  them. 

His  experience  shows  the  comparative  harmless- 
ness  of  extradural  injuries  and  the  terrible  mortality 
of  intradural  ones.  The  mortality  of  all  the  intra- 
dural injuries  together  was  58.75  per  cent.  Part  of 
this  high  mortality  was  due  to  the  fact  that  it  was 
impossible  to  operate  early  enough;  only  22  of  their 
127  cases  were  operated  on  the  day  of  the  injury;  the 
remainder  was  due  to  the  insufficient  first  aid  given. 
Scarcely  any  of  the  wounded  men  had  been  shaved 
around  the  wound  before  the  first  dressing  was  ap- 
plied. The  importance  of  this  measure  is  shown  by 
comparing  the  mortality  statistics  of  head  injuries 
among  the  Russians,  who  had  long  hair,  and  the 
Japanese  who  had  their  heads  shaved.  Better 
results  can  only  be  obtained  by  more  efficient  first 
aid  and  earlier  operation.  A.  Goss. 

Le  Fort,  R.:  Treatment  of  Injuries  of  the  Skull  in 
the  Military  Zone  (Traitement  des  plaies  du  crane 
dans  la  zone  des  armees).  Bull,  et  mem.  Soc.  de 
chir.  de  Par.,  1915,  xli,  1466. 

The  most  interesting  part  of  Le  Fort's  communica- 
tion is  that  dealing  with  his  work  in  the  base  hos- 
pital. Here  the  soldiers  arrive  from  i  to  10  days 
after  being  wounded;  some  of  them  have  been 
trephined  at  the  front,  others  have  not  been  treated 
at  all.  He  points  out  the  necessity  of  trephining 
all  of  the  latter  as  a  preventive  measure  and  cites 
the  case  of  a  man  with  apparently  only  a  slight 
scalp  wound,  w^hich  was  simply  dressed  and  he 
went  away  apparently  well;  thirty-three  days 
later  he  was  suddenly  seized  with  fever  and  in- 
tense headache,  and  on  the  skull  being  trephined 
half  a  glass  of  pus  was  evacuated;  he  died  48  hours 
later. 

Any  injury  of  the  skull  not  trephined  should  be 
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under  suspicion  for  several  months,  for  the  results 
of  unsuspected  infection  may  appear  after  that  in- 
terval. Even  cicatrization  of  the  scalp  wound  does 
not  prove  that  the  danger  of  secondary  signs  of 
infection  is  passed.  Further  cases  are  cited  show- 
ing that  there  may  be  abscess  of  the  brain  or  diffuse 
meningo-cncephalitisevcn  after  scalp  wounds,  with- 
out fracture  or  fissure  of  the  cranial  bones,  and  still 
another  case  that  seems  to  show  that  such  accidents 
are  due  to  deep  intra-  or  extradural  ha^matomata  at 
the  point  of  contusion. 

The  point  of  entrance  for  bacteria  may  even  be 
wounds  of  the  face  or  neck,  without  any  injury  of 
the  skull  or  scalp  at  all.  In  order  to  foresee  and 
prevent  the  fatal  results  of  these  cerebral  infections 
it  is  necessary  to  keep  close  watch  over  cases  of 
head  injury.  The  symptoms  usually  given,  motor 
disturbance,  headache,  fever,  and  vomiting,  are 
not  particularly  helpful,  either  because  they  are 
inconstant  or  appear  too  late.  There  are  three 
signs  however,  that  Le  Fort  has  found  of  value. 
The  most  common  and  most  valuable  of  these  is 
slowing  of  the  pulse;  if  the  pulse  is  lower  than  55, 
examination  of  the  brain  is  indicated.  The  ex- 
amination of  the  fundus  of  the  eye  is  also  extremely 
important.  The  optic  disc  is  a  prolongation  of  the 
brain,  and  its  appearance  may  afford  surgical  in- 
dications. Abscess  of  the  brain  is  often  accom- 
panied by  changes  in  the  fundus  of  the  eye.  Changes 
in  character  afford  the  third  indication.  He  has 
frequently  trephined  for  only  one  of  these  signs, 
and  has  seldom  failed  to  find  conditions  justifying 
the  intervention.  He  points  out  the  extraordinary 
insensibility  of  the  brain  and  its  great  tolerance. 
Brain  operations  may  be  performed  without  any 
pain  and  without  anaesthesia  if  there  is  already  an 
opening  in  the  skull.  A.  Goss. 

Tornai,  J.:  Pathology  and  Treatment  of  Haemo- 
thorax  in  War  (Beitrage  zur  Pathologie  und 
Therapie  des  Kriegs-Hamatothorax) .  Wien.  klin. 
Wchnschr.,  1915,  xxviii,  812. 

Fortunately  most  soldiers  with  gunshot  wounds 
of  the  thorax  recover.  The  entrance  and  exit 
wounds  generally  heal  quickly,  leaving  only  a  small 
scar,  but  in  a  considerable  number  of  cases  there 
is  intrathoracic  haemorrhage.  There  is  very  little 
displacement  of  the  heart  from  these  haemorrhages, 
but  the  lung  on  the  affected  side,  even  the  part  of 
it  that  is  not  compressed  by  the  blood,  becomes 
inelastic  and  flaccid,  so  that  it  takes  little  or  no  part 
in  respiration.  If  this  compression  of  the  lung  is 
allowed  to  persist  for  weeks  or  months  the  lung 
loses  its  functional  capacity  to  a  greater  or  less  ex- 
tent an!  it  is  almost  impossible  to  restore  it.  Often 
there  is  marked  retraction  of  the  affected  half  of  the 
lung  soon  after  the  injury.  The  compression  offers 
a  favorable  opportunity  for  the  development  of 
catarrhal,  or  sometimes  tubercular  infection. 
Tornai  recommends  systematic  puncture  for  this 
class  of  cases.  He  has  used  it  in  36  cases  with 
complete  recovery  in  12,  so  that  they  returned  to  the 


front  and  took  up  the  same  service  they  had  left. 
There  was  relative  recovery  in  19;  these  also  re- 
turned to  the  front,  but  were  placed  under  less 
strenuous  service.  Of  the  other  cases,  in  which  the 
results  were  not  satisfactory,  4  had  had  old  tuber- 
cular lesions  which  were  reawakened  by  the  punc- 
ture. 

Before  giving  this  treatment,  careful  examination 
should  be  made  for  old  tubercular  foci.  At  the 
first  puncture  30x5  to  500  ccm.  of  blood  is  removed; 
in  three  or  four  days  the  puncture  is  repeated,  watch 
being  kept  over  the  pulse  and  heart  action,  and  300  or 
400  more  ccm.  of  blood  removed;  a  week  later,  at  the 
third  and  last  puncture  the  remainder  of  the  blood  is 
removed,  if  there  is  not  more  than  a  liter.  There  is 
no  danger  of  secondary  haemorrhage  from  the  lung. 

Puncture  in  haemothorax  has  always  been  avoided 
in  civil  surgery;  but  most  of  the  cases  in  civil  prac- 
tice are  due  to  carcinoma  or  tuberculosis,  where 
the  conditions  are  very  different  from  those  in 
military  surgery.  Haemothorax  in  civil  practice 
if  caused  by  a  gunshot  wound  in  a  healthy  individual 
should  be  treated  in  the  same  way,  and  this  sys- 
tematic puncture  is  an  indispensable  treatment  in 
wounds  of  the  thorax  in  war.  It  is  true  that  haemo- 
thorax often  recovers  spontaneously,  but  the  ab- 
sorption of  large  quantities  of  blood  takes  a  long 
time  and  is  apt  to  leave  the  lung  permanently 
damaged.  A.  Goss. 

Lawen,  A.:  Gunshot  Injuries  of  the  Abdomen  and 
Their  Early  Operation  in  the  Field  Hospital 

(Erfahrungen  iiber  Bauchschussverletzungen  and 
ihre  Friihoperation  im  Feldlazarett).  Beitr.  z. 
klin.  Chir.,  1915,  xcvii,  47. 

In  the  Balkan  War  and  the  early  part  of  the  pres- 
ent war  conservative  treatment  of  abdominal 
injuries  was  almost  universally  recommended. 
Lawen,  however,  together  with  many  other  surgeons, 
now  believes  that  early  operation  is  to  be  recom- 
mended. Of  course  conditions  were  different  when 
the  armies  were  on  the  march;  but  now  with  the 
comparatively  stationary  position  in  the  trenches 
and  the  added  experience  that  has  been  gained 
from  a  year's  war  surgery  the  prognosis  after  opera- 
tion has  improved,  while  the  prognosis  under 
expectant  treatment  is,  as  always,  very  bad.  He 
gives  the  histories  of  21  cases  treated  conservatively 
and  21  operated  upon.  Of  the  former  only  2  lived, 
and  19  died;  of  the  latter  9  lived  and  12  died. 

The  most  certain  sign  that  the  intestine  has  been 
injured  is  rigidity  of  the  abdominal  walls  and 
tenderness  oh  pressure.  \'omiting  is  not  so  con- 
stant; it  only  appears  later  as  a  sign  of  peritonitis. 
Another  sign  of  injury  of  the  intestine  is  the  dis- 
charge of  gas  from  the  intestine  into  the  abdominal 
cavity.  This  is  manifested  clinically  by  the  disap- 
pearance of  liver  dullness.  In  gunshot  injuries 
of  the  liver  expectant  treatment  is  justified  if  it  is 
improbable  that  the  intestines  are  also  injured. 
Early  operation  is  indicated,  however,  if  there  is 
copious   haemorrhage  into   the   abdominal   cavity. 
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Most  of  Liiwcn's  operations  were  performed  under 
chloroform-ether  anesthesia.  It  is  inadvisable  to 
give  morphine  before  the  ana-sthetic,  because  the 
patients  have  generally  had  morphine  injections  to 
control  their  pain  while  on  the  way  to  the  hospital. 
Moreover,  men  who  have  bled  a  great  deal  or  who 
have  had  head  injuries  react  more  than  normal  to 
morphine. 

Most  of  the  intestinal  injuries  were  repaired  with 
interrupted  sutures;  some  with  purse-string  sutures. 
The  abdomen  was  drained  in  most  cases;  the  peri- 
toneum must  practically  always  be  regarded  as  in- 
fected. The  abdominal  wound  was  sutured  in 
layers,  but  a  few  wire  sutures  were  inserted  through 
all  the  layers  in  view  of  the  possibility  that  the 
patients  might  have  to  be  moved  suddenly  at 
any  time.  Lawen  thinks  that  a  patient  who  has 
been  operated  upon  is  in  a  better  position  to  en- 
dure transportation  than  one  who  has  not.  Never- 
theless he  thinks  they  should  be  kept  in  the  hos- 
pital, unless  it  becomes  absolutely  necessary  to 
move  them,  until  all  possibility  of  complications  is 
passed.  A.  Goss. 

Delore,  X.:  Abdominal  Surgery  in  an  Ambulance 
at  the  Front  (Notes  sur  la  chirurgie  abdominale 
dans  une  ambulance  de  I'avant).  Lyon  chir.,  1915, 
xii,  229. 

Delore  discusses  the  advisability  of  operation  on 
abdominal  wounds  and  decides  that  it  depends  on 
the  conditions  under  which  the  operation  must  be 
performed.  He  believes  that  laparotomy  should 
be  performed  if  it  can  be  done  under  aseptic  condi- 
tions. He  is  unable  to  give  statistics,  for  the 
majority  of  his  patients  could  not  be  followed,  but 
in  a  study  of  over  1,500  cases  he  does  not  know  of  a 
case  of  penetrating  wound  of  the  abdomen  not 
operated  on  that  recovered.  Several  were  sent  to 
him  with  a  diagnosis  of  penetrating  wound,  but  he 
found  the  bullets  lodged  in  the  abdominal  wall. 
Such  cases,  he  believes,  furnish  the  statistics  for 
the  advocates  of  conservative  treatment.  On  the 
other  hand,  he  has  had  recovery  in  a  number  of 
cases  that  he  operated  on,  details  of  a  number  of 
which  are  given.  However,  under  the  conditions 
in  which  he  worked  during  the  first  few  months  of 
the  war  —  an  ambulance  on  the  front  line  with 
sometimes  more  than  800  patients  a  day  —  opera- 
tion, also,  is  hopeless;  but  since  he  has  had  a  sta- 
tionary hospital  and  has  been  able  to  train  a  corps 
of  assistants  the  situation  is  quite  different.  A 
great  part  of  the  surgeon's  effort  must  be  directed 
toward  establishing  conditions  under  which  opera- 
tion can  be  performed  with  hope  of  success. 

A.  Goss. 

Le  Fort,  R.:  Fracture  of  the  Patella  in  Military 
Surgery  (Fractures  de  rotule  en  chirurgie  de  guerre). 
Bull,  el  mem.  Soc.  de  chir.  de  Par.,  1915,  xli,  1556. 

Le  Fort  describes  9  cases  of  fracture  of  the 
patella,  including  simple  fractures  of  the  patella 
alone,  compound  fractures  of  the  patella  alone,  and 


compound  fractures  complicated  by  fractures  of  the 
con<lyles  of  the  femur.  Five  of  the  cases  belonged 
to  the  latter  class  which  is,  of  course,  by  far  the 
most  serious.  Of  these  5  patients  one  had  to  have 
the  femur  amputated  later  for  an  acute  arthritis. 
The  limb  was  preserved  in  the  other  4  cases.  In  one 
of  these  cases  there  was  ankylosis  after  total  resec- 
tion of  the  patella.  The  others  have  complete  func- 
tion of  the  limb  after  having  undergone  suppurative 
arthritis  of  varying  degrees  of  intensity. 

Gunshot  wounds  may  produce  fractures  of  the 
patella  with  separation  of  the  fragments;  these 
fractures  may  be  comminuted,  even  when  they 
appear  to  be  simply  transverse.  The  fragments  are 
generally  held  very  nearly  in  their  normal  place  by 
fibrous  tissue,  so  that  the  patella  retains  almost  its 
natural  shape.  Fragments  may  be  detached  by  the 
projectile  and  carried  into  the  neighboring  tissues. 
Fracture  of  the  patella  does  not  make  the  prognosis 
of  injuries  of  the  knee  particularly  worse.  If  there 
is  injury  of  the  condyle  it  exceeds  in  importance  that 
of  the  patella.  An  injury  of  the  kne**  with  com- 
minuted fracture  of  the  patella  is  not  necessarily 
an  indication  for  amputation.  Prophylactic  ampu- 
tation after  injury  of  the  knee  is  absolutely  un- 
justified. Amputation  should  only  be  performed 
after  the  failure  of  conservative  treatment  or 
resection  of  the  knee.  A.  Goss. 

Newton-Davis,  G. :  Shrapnel  Wounds  of  the  Knee- 
joint.     Indian  M.Gaz.,  1915,  1,  245. 

The  two  cases  reported  had  pieces  of  shrapnel 
within  the  knee-joint.  The  missiles  entered  from 
the  posterior  aspect  of  the  knee,  passed  through  the 
popliteal  space,  and  finally  lodged  in  the  knee-joint 
itself.  The  remarkable  thing  about  these  cases 
was  the  depth  to  which  the  bullet  penetrated  with- 
out doing  excessive  damage  to  either  soft  tissues 
or  bone,  and  the  excellent  results  obtained  by  open 
operation.  J.  H.  Skiles. 

Tuffier,  T. :  Resection  in  Reference  to  Amputation 
in  Certain  Infected  Gunshot  Fractures  of  the 
Knee-Joint.  Bull.  Acad,  de  med..  Par.,  1915,  Xo.  23. 

Gunshots  of  the  knee  by  rifle  bullets  generally 
heal  kindly,  but  those  from  shrapnel  and  shell 
fragments  undergo  suppuration  and  end  in  ankylosis 
after  months  of  convalescence.  Tuffier  was  sur- 
prised during  his  recent  visit  at  the  front  to  hear 
the  operating  surgeons  proclaim  the  doctrine  that 
all  infected  gunshots  of  the  knee  should  be  treated 
by  amputation.  Of  200  amputations  through  the 
thigh  for  this  cause,  30  of  them  were  for  simple 
perforation  of  the  articulation  by  the  rifle  bullet. 
Resections  had  been  practiced  but  seldom.  He 
performed  resection  of  the  knee  in  four  cases  in 
which  amputation  appeared  to  be  the  only  resource, 
with  excellent  results. 

The  lesions  found  in  the  knee  were  a  source  of 
surprise.  The  broken  femur,  tibia,  and  knee-cap 
were  not  attended  with  any  unusual  conditions,  but 
the  synovial  membrane,  and  all  of  its  folds  and 
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recesses,  was  as  thick  as  the  two  hands  together, 
very  much  infiltrated  by  inflammatory  products, 
red  and  lardaceous,  presenting  the  appearance  of  a 
tubercular  synovitis.  This  condition  went  far  to 
explain  the  intensity  and  duration  of  the  septic 
process  in  knee-joint  cases.  Since  lo  per  cent  of 
amputations  of  the  thigh  have  to  sufifer  re-amputa- 
tion or  other  secondary  operations  about  the  stump, 
the  author  advises  resection  in  preference  to  am- 
putation. Louis  A.  LaGarde. 

Hansing,  W.:    Treatment  of  Infected  Wounds  of 
the  Knee-Joint   (Die  Behandlung  der  inficiertcn 

Kniegelenksschiisse).     Beilr.    z.    klin.    Chir.,    1915, 
xcvii,  32. 

Hansing  reviews  the  reports  from  the  literature 
of  all  the  infected  wounds  of  the  knee-joint  in  the 
Balkan  War  and  the  present  one.  He  has  had  34 
injuries  of  the  knee-joint,  23,  or  67.6  per  cent,  of 
which  were  infected.  He  gives  the  histories  of 
these  cases. 

At  first  he  was  inclined  to  favor  conservative 
treatment,  but  in  view  of  its  poor  results  he  is  now 
an  advocate  of  early  radical  treatment.  In  only 
5  of  these  cases,  21.7  per  cent,  was  he  able  to  save 
the  joint  by  resection;  in  9  amputation  was  nec- 
essary. Eight  of  the  patients,  34.7  per  cent,  died. 
This  was  not  entirely  due  to  the  conservative  treat- 
ment, for  some  of  the  patients  were  in  such  bad 
condition  they  would  probably  have  died  anyway; 
but  4  of  the  cases,  he  thinks,  might  have  been  saved 
by  radical  treatment. 

The  reason  conservative  treatment  offers  such 
poor  results  in  knee-joint  surgery  lies  in  the  com- 
plicated structure  of  the  joint,  with  its  numerous 
recesses  and  many  bursae,  part  of  them  connecting 
with  the  joint  cavity.  Only  a  slight  interference 
with  the  discharge  of  the  wound,  sometimes  with- 
out much  fever,  suffices  to  produce  intramuscular 
phlegmons.  For  these  reasons,  too,  knee-joint 
injuries  are  particularly  apt  to  be  injured  by  trans- 
portation. 

The  author's  treatment  is  as  follows:  The  diagno- 
sis is  confirmed  by  exploratory  puncture  and  if 
absolute  rest  of  the  limb  supplemented  by  Bier's 
hyperaemia  does  not  soon  produce  improvement,  as 
shown  by  daily  temperature  records,  he  either 
makes  numerous  incisions  or,  if  the  case  is  more 
severe,  opens  up  the  joint  through  an  arched  in- 
frapatellar incision,  explores  all  recesses,  examines 
for  abscesses  or  bone  fragments,  elevates  the  limb 
on  a  Volkmann's  splint,  and  provides  for  free  drain- 
age. If  bacteriological  examination  shows  ha;mo- 
lytic  streptococci,  amputation  should  not  be  long 
delayed,  especially  if  the  patient  has  been  trans- 
ported some  distance  and  there  is  reason  to  suspect 
that  there  is  already  periarticular  infection.  Also, 
if  there  has  been  much  crushing  of  the  bone,  or  a 
suppurating  fracture,  amputation  should  be  per- 
formed early.  If  there  are  signs  of  sepsis  and  con- 
tinued suppuration  resection  offers  little  chance  of 
success.     If  the  joint  has  been  opened  without  suc- 


cess, amputation  should  not  be  delayed  more  than 
10  or  at  most  14  days,  even  if  beginning  sepsis  does 
not  force  operation  sooner.  The  best  method  of 
amputation  is  with  a  circular  incision  and  open 
treatment  of  the  wound.  Reamputation  is  general- 
ly unavoidable.  If  possible  the  patella  should  be 
preserved  for  a  later  plastic  operation  on  the  stump 
by  Gritti's  method.  A.  Goss. 

Delbert,    P.:     Studies    on    the    Therapy    of    War 
Wounds.     Bull.  Acad,  de  mid.,  Par.,  1915,  No.  23. 

Following  a  special  study  of  pyocultures,  the 
principle  and  technique  of  which  had  been  previously 
reported  to  the  Academy  of  Sciences,  Delbert  was 
able  to  make  the  following  report  of  the  therapeutic 
value  of  certain  substances  in  wound  treatment: 

1.  Iodoform  has  no  efTect  upon  the  flora  of  a 
wound  —  it  is  useless. 

2.  Irrigation  and  dressing  with  ether  preparation 
does  not  modify  germ  life.  In  two  instances 
microbes  increased  in  number. 

3.  Irrigation  with  solution  of  nitrate  of  silver 
1 :  1000  has  augmented  the  number  and  vitality  of  the 
microbes. 

4.  Powdered  lactose  acts  as  a  deodorant,  but 
its  action  as  a  deodorizer  is  probably  due  to  some 
modification  of  the  odor-producing  substance, 
rather  than  any  action  the  drug  may  have  upon  the 
microbes.  Microbes  multiply  under  a  crust  of 
lactose. 

5.  Irrigation  with  solution  of  dioxogen  does  not 
check  the  development  of  germ  growth  including 
anaerobes.  Pyoculture  shows  that  in  many  cases 
the  relations  of  the  secretions  of  the  wound  and  the 
microbes  are  modified  to  the  detriment  of  the  pa- 
tient. 

6.  The  solution  of  dioxogen  injected  into  the 
cellular  tissue  to  arrest  the  spread  of  gas  phlegmon 
is  harmful.  If  pure  unattenuated  cultures  from  the 
pus  of  a  case  of  gas  phlegmon  are  injected  into  a 
guinea  pig,  followed  or  preceded  a  few  minutes 
by  injections  of  a  solution  of  dioxogen  at  the  same 
point,  the  animals  in  which  the  dioxogen  was  used 
will  suffer  more  than  the  controls  which  have  not 
received  the  injections  of  the  dioxogen  solution. 
In  the  series  in  which  the  animals  have  survived, 
those  which  were  treated  with  dioxogen  have  suf- 
fered from  large  phlegmons  which  have  opened 
spontaneously,  while  those  in  which  no  dioxogen 
was  used  only  exhibited  indurations  which  dis- 
appeared without  rupture. 

In  the  series  in  which  the  animals  died,  the  con- 
trols lived  two  and  three  times  longer,  and  the 
gravity  of  the  infection  was  always  proportional 
to  the  amount  of  dioxogen  solution  used. 

7.  The  antiseptics  experimented  with  have  been 
proved  to  be  disadvantageous  in  that  they  destroy 
tissues  and  do  not  entirely  destroy  microbes.  The 
author  favors  the  use  of  asepsis  in  aseptic  and  in- 
fected wounds. 

8.  Natural  barriers,  whatever  they  may  be, 
should  be  conserved.     Solutions  of  equal  concentra- 


GENERAL  SURGERY  —  MISCELLANEOUS 


627 


tion  to  blood  serum  should  be  used,  free  from  chemi- 
cal action. 

9.  'I'he  most  powerful  method  of  combating  in- 
fection has  been  found  to  be  the  exposure  of  wounds 
to  the  air  and  sunlight.  Experiments  with  Petri 
dishes  in  the  laboratory  have  shown  that  four 
thicknesses  of  gauze  will  protect  against  infection 
from  the  air.  Wounds  are  thus  covered  and  ex- 
posed as  many  hours  daily  as  possible,  the  more  the 
better.  After  48  hours  of  exposure  to  air  and 
sunlight  pyocultures  become  negative. 

Louis  A.  LaGarde. 

Brun,  H.:  Treatment  of  Wounds  and  Immobiliza- 
tion in  War  (Uber  Wundbehandlung  and  Immobil- 
isation im  Kriege).  Deutsche  Ztschr.  f.  Chir.,  1915, 
cxxxiii,  593. 

The  author  has  had  extensive  experience  as  a 
military  surgeon,  having  been  the  leader  of  a  Red 
Cross  expedition  in  the  Turko-Bulgarian  war,  and 
being  now  the  chief  surgeon  of  a  military  hospital 
in  Strassburg.  During  the  course  of  his  work  he 
has  evolved  some  independent  therapeutic  prin- 
ciples, especially  in  the  treatment  of  wounds  of  the 
extremities,  of  which  he  has  had  1,330  cases.  As 
pure  asepsis  cannot  be  carried  out  in  the  treatment 
of  wounds  in  war,  it  is  necessary  to  resort  to  antisep- 
tic treatment,  and  care  must  be  taken  also  to  pre- 
vent wounds  from  closing  up  from  the  outside  and 
retaining  wound  secretion  in  their  depths.  He  tried 
balsam  of  Peru  at  first  and  found  it  unsatisfactory, 
then  he  used  sterile  oil,  adding  to  it  as  antiseptics 
first  creosote,  then  camphor,  and  later  iodoform. 
But  he  found  these  oil  emulsions  were  too  thick,  so 
he  added  ether  to  the  mixture.  The  formula  that 
he  finally  adopted  was:  sterile  olive  oil  loo.o,  ether 
loo.o,  iodoform  4.0,  camphor  10. o.  This  solution 
is  clear  and  amber-colored.  The  skin  around  the 
wound  is  painted  with  iodine,  the  edges  of  the  wound 
are  held  apart  and  the  solution  poured  in  until 
all  recesses  are  penetrated.  Then  the  wound  is 
lightly  covered  with  sterile  gauze  which  is  fixed 
with  adhesive,  and  the  limb  immobilized.  Brun's 
results  have  been  very  satisfactory  and  he  states 
that  he  has  never  had  any  injury  from  the  iodoform. 

For  the  immobilization  of  the  limb  he  uses  plaster 
splints,  the  preparation  and  application  of  which  he 
describes  in  detail  with  illustrations.  The  splints 
can  be  strengthened  by  rolling  in  the  edges  or  in- 
corporating wire  in  them.  In  applying  the  splints 
to  the  trunk  or  an  extremity,  they  are  padded  with 
cotton  wool,  and  in  applying  them  to  the  joints 
transverse  splints  can  be  added  to  the  longitudinal 
ones,  illustrations  show  how  they  are  applied  to 
different  parts  of  the  body.  Brun  prefers  these 
splints  to  closed  plaster  casts.  A.  Goss. 

Bruns,  P.  von :  Treatment  of  Wounds  in  War  (Zur 
Wundbehandlung  im  Kriege).  Beitr.  z.  klin.  Chir., 
1915,  xcvii,  189. 

In  the  great  wars  preceding  this  one  the  majority 
of  the  wounds,  75  to  go  per  cent,  were  from  musketry 


fire  at  long  range  and  as  many  as  90  per  cent  of 
them  were  aseptic;  but  in  the  present  trench  war  the 
majority  of  the  wounds  are  from  hand  grenades  and 
shells  and  rifle  fire  at  close  range.  Most  of  them  are 
severely  infected  primarily  on  account  of  the  dirt 
in  the  trenches,  the  large  size  of  the  wound  openings, 
the  contused  tissues  in  the  bullet  canal,  and  the 
length  of  time  elapsing  before  the  first  dressing  is 
applied.  In  addition  to  this  there  is  secondary 
infection,  due  to  careless  and  awkward  application 
of  the  dressings,  from  handling,  sounding,  and 
tamponing  of  the  wound,  and  through  failure  to 
put  the  injured  part  at  rest,  especially  in  the  trans- 
portation of  bone  and  joint  injuries.  Vox  example, 
in  a  base  hospital  among  34  cases  of  joint  injury,  23 
were  infected,  and  only  15  of  these  lived,  and  only 
6  of  them  did  not  lose  their  limb. 

It  is  interesting  to  note  the  difTerence  in  the  treat- 
ment of  infection  in  the  German  and  in  the  allied 
armies.  In  the  allied  armies  much  importance  is 
attached  to  Wright's  lavage  with  salt  solution  of 
the  wound  after  it  has  been  freely  opened  and 
drained:  the  discharge  of  lymph  from  the  wound  is 
furthered  by  the  use  of  hypertonic  5  per  cent  salt 
solution  with  the  addition  of  one-half  per  cent  so- 
dium citrate;  this  is  applied  on  hot  compresses  or, 
better,  the  limb  is  placed  in  a  bath  of  it.  Other 
English  and  French  surgeons  use  very  strong  dis- 
infectants, such  as  pure  carbolic  acid.  The  German 
physicians  prefer  physical  methods  of  treatment 
to  these  chemical  agents.  They  advocate  placing 
the  part  in  absolute  rest,  especially  in  bone  and  joint 
injuries,  free  opening,  counteropenings,  and  drain- 
age, also  irrigation  with  very  mild  antiseptic  solu- 
tions, constant  watchfulness  to  see  that  the  dis- 
charge of  wound  secretion  is  not  interfered  with, 
light  absorbent  dressings,  but  no  water-tight, 
closed  moist  dressings,  in  severe  cases  permanent 
baths  or  permanent  irrigation,  and  open  treatment 
of  wounds.  The  author  desires  to  stimulate  his 
colleagues  in  military  surgery  to  publish  their 
experience  in  this  most  important  field  of  wound 
infection  and  its  treatment.  A.  Goss. 

Gray,  H.  M.  W. :  Treatment  of  Gunshot  Wounds  by 

Excision    and    Primary    Suture.    Brit.    M.    J., 

1915,  ii,  317- 

The  author  is  a  strong  advocate  of  excision  and 

primary  suture  of  gunshot  wounds.     He  claims  the 

following  advantages: 

1.  Healing  by  first  intention  is  assured  in  the 
vast  majority  of  properly  selected  cases. 

2.  Much  time  is  thereby  saved.  Some  wounds 
which  would  otherwise  require  months  to  heal  are 
soundly  united  in  the  course  of  ten  to  fourteen  days. 
The  soldier  is  thus  available  for  duty  again  at  a 
much  earlier  date. 

3.  The  amount  of  attention  necessary  to  be 
given  by  the  attendants  is  greatly  reduced. 

4.  Much  pain  is  avoided. 

5.  The  amount  of  dressings  required  is  reduced 
to  a  minimum,  and  in  this  way  expense  is  lessened. 


628 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


6.  Complications  which  may  arise  from  the 
presence  of  a  septic  wound  arc  avoided. 

7.  A  more  sightly  scar  is  obtained. 

8.  Because  of  the  absence  of  contraction  which 
would  accompany  formation  of  a  large  cicatrix, 
there  is  less  impairment  of  function  in  the  part 
concerned. 

Q.  In  the  case  of  head  injuries,  excision  of  the 
wound,  especially  in  some  apparently  trivial  injuries, 
provides  a  means  of  ascertaining  with  greater  cer- 
tainty than  by  any  other  method,  whether  depressed 
fracture  or  injury  to  the  brain  exist. 

He  says  that  the  extent  of  the  wound  makes  no 
difference  as  regards  operation  and  that  it  is  not 
necessary  to  wait  until  the  wound  is  surgically 
cleaned;  in  fact,  the  sooner  the  excision  is  done  the 
better.  Any  prolonged  attempts  at  cleaning  softens 
the  adjacent  parts  to  such  an  extent  that  the  sutures 
will  not  hold. 

The  only  contra-indications,  in  his  opinion,  are 
when  there  is  a  great  mass  of  inflammatory  tissue 
surrounding  the  wound  and  even  then  by  vigorous 
treatment  with  hypertonic  salt  solution  such  wounds 
are  usually  rendered  suitable  for  excision  in  24  to  48 
hours.  Other  contra-indications  are  the  presence 
of  marked  pocketing  in  the  wound  and  exposure 
of  vascular  or  nerve-trunks  in  the  depth,  or  of  bone 
which  it  is  inadvisable  or  impossible  to  remove; 
but  in  any  case  excision  of  the  soiled  edges  of  skin 
and  of  the  superficial  connective  tissue  and  muscle 
may  be  done  with  advantage.  The  operation 
can  usually  be  done  under  infiltration  anaesthesia. 

For  disinfecting  purposes  he  favors  a  strong 
iodine  solution,  as  strong  as  10  per  cent. 

Having  cut  away  a  thickness  of  one-third  to  one- 
half  inch  on  all  sides  of  the  wound  down  to  its 
greatest  depth,  fresh  towels,  instruments,  and 
gloves  are  used,  and  the  wound  is  sutured.  He 
uses  a  form  of  wound  varnish  for  the  dressings  and 
speaks  highly  of  it.  D.  C.  Balfour. 

Gros,    E.    L.:    Transportation   of    the   Wounded. 

Boston  M.  &°  5.  J.,  1915,  clxxiii.  No.  i. 

Gros  blames  the  confusion  of  evacuating  the 
wounded  to  the  fact  that  the  lines  of  transportation 
are  the  same  as  those  used  for  the  conveyance  of 
troops.  He  criticizes  the  war  maxim  that  makes 
transportation  facilities  observe  the  implacable 
formula  to  move  ammunition  first,  food  second,  the 
wounded  third.  Commenting  on  the  loss  of  life 
incurred  by  observing  this  maxim  the  doctor  refers 
to  the  practice  as  cruel,  senseless,  and  useless. 

The  task  of  the  military  surgeon  in  evacuating 
the  wounded  is  vividly  described.  Thus  there  may 
be  but  300  to  be  evacuated  all  along  the  French 
front  in  three  weeks,  and  again  there  may  suddenly 
be  10,000  or  20,000  or  even  more  in  a  day,  as  in  the 
battle  of  the  Marne,  with  consequent  congestion  of 
the  lines  of  transportation. 

Again,  the  army  may  advance,  remain  stationary, 
or  retreat.  When  it  advances  and  remains  station- 
ary, evacuation  of  the  wounded  is  a  simple  per- 


formance for  the  sanitary  service.  But  when  the 
army  is  in  retreat,  the  pastes  de  secours  are  in  con- 
fusion. 

The  scenes  of  hardship  of  the  wounded  in  the 
trenches  which  are  shared  alike  by  the  surgeons  and 
sanitary  personnel  are  also  interestingly  told. 
The  relief  corps  remain  behind  the  combatants, 
in  third  line  trenches,  in  trench  rooms,  with 
logs  and  sod-covered  roofs.  The  wounded  are 
brought  to  these  dressing  stations,  about  one  to  each 
battalion,  with  much  difliculty  owing  to  the  tortu- 
ous course  of  the  communicating  trenches.  The 
wounds  are  here  dressed,  splints  adjusted,  etc., 
and  the  wounded  are  then  carried  one  hundred 
yards  or  more  to  the  head  of  communicat- 
ing trenches  where  collecting  stations  are  located 
in  some  house  or  subterranean  room,  possibly  under 
a  hay-stack  away  from  shell  fire,  to  which  they  were 
carried  at  some  favorable  moment  in  the  lull  of 
battle  or  in  the  night.  Here  vessels  are  ligated  and 
other  urgent  operations  performed.  At  this  jxiint 
the  regimental  service  ends  and  the  division  surgeon, 
who  is  provided  with  ambulance  transportation 
made  up  of  horse-drawn  vehicles  and  two-wheel 
push  carts,  takes  charge. 

Gros  believes  that  the  transportation  of  the 
wounded  from  the  time  of  arrival  of  the  wounded 
at  the  collecting  station  could  be  very  much  simpli- 
fied and  much  suffering  avoided  by  the  liberal  use 
of  motor  ambulances.  He  shows  how  well  the  Ford 
cars  with  ambulance  bodies  have  been  utilized  by 
the  American  Ambulance.  The  article  is  well  illus- 
trated by  pictures  of  these  and  other  motor-drawn 
vehicles.  Louis  A.  L.aGarde. 

Black,  J.  E.,  Glenny,  E.  T.,  and  McNee,  J.  W.: 
Observations  on  685  Cases  of  Poisoning  by 
Noxious  Gases  Used  by  the  Enemy.  Brit.  M. 
J.,  1915,  ii,  165. 

This  series  can  be  roughly  divided  into  two  groups : 
(i),  those  who  seemed  in  imminent  danger  of  death 
from  asphyxiation,  about  120  in  number,  (2),  the 
remainder,  who,  although  suffering  from  the  effect 
of  the  gas,  did  not  appear  in  immediate  danger. 

Of  the  first  group,  thirty-three  died,  giving  a 
death-rate  in  the  total  number  of  just  under  5  per 
cent.  Most  of  the  cases,  on  admission,  were  in  a 
choking  condition,  making  agonizing  efforts  to 
breathe,  clutching  at  their  throats  and  tearing  open 
their  clothes.  At  one  moment  they  propped  them- 
selves up  to  gasp,  at  another  they  fell  back  exhausted 
by  their  struggles.  There  was  marked  cyanosis, 
especially  of  the  lips  and  ears.  All  except  those 
moribund  or  collapsed,  were  fully  conscious  and 
fighting  desperately  for  life. 

It  was  noted  that  the  patients  who  lived  tended 
to  pass  through  three  stages:  (i)  the  asphyxial 
stage,  (2)  the  quiescent  or  intermediate  stage,  and 
(3)  the  bronchitic  stage.  The  first  stage  usually 
lasted  up  to  thirty-six  hours,  a  few  hours  made  up 
the  second  stage  which  was  followed  by  the  third 
stage,  bronchitis. 
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The  IrciUmcnl  aimed  (i)  lo  expel  the  excessive 
secretion  from  the  lungs  by  emetics  and  stimulating 
expectorants,  (2)  to  diminish  the  secretion,  and  (3) 
to  support  the  failing  heart  and  re-oxygenate  the 
blood. 

On  arrival  the  patients  were  placed  in  the  open 
air,  and  external  heat  and  hot  drinks  administered. 
As  a  routine  measure,  an  emetic  was  usually  given. 
The  most  successful  was  salt  in  lo-ounce  doses, 
followed  by  large  draughts  of  luke-warm  water. 
Vomiting  was  induced  by  tickling  the  palate,  and 
marked  relief  was  experienced  by  the  ])ringing  up 
of  quantities  of  yellowish,  frothy  fluid.  Artificial 
respiration  by  the  Schafer  method  was  used  success- 
fully in  a  few  cases.  Stimulating  expectorants  were 
given  every  three  hours,  usually  ammonium  carbon- 
ate with  vinum  ipecacuanha.  Atropine  was  used 
to  diminish  secretion,  but  with  questionable  results. 
To  support  the  heart,  venesection  seemed  to  be  of 
questionable  value.  Pituitary  extract  was  used  in 
extreme  cases.  Oxygen  gave  relief  from  cyanosis 
in  a  goodly  number  of  the  cases.  Benzoin  inhala- 
tions relieved  some  of  the  milder  cases.  Opium 
relieved  the  nervousness  of  several  cases,  inducing 
peaceful  sleep. 

Post-mortem  findings  were  chiefly  limited  to  the 
respiratory  system.  Intense  congestion  and  oedema 
of  the  larynx,  trachea,  and  bronchi  were  found  in  all 
cases.  Acute  oedema  of  the  lungs  with  emphysem- 
atous areas  was  found  in  all  cases.  Subpleural 
.haemorrhages  occurred  in  all  but  one  case.  The 
heart  was  distended  and  all  the  chambers  filled. 
The  abdomen  showed  no  constant  finding.  The 
stomach  was  found  in  a  condition  of  marked  catarrh, 
the  mucosa  was  covered  with  a  thick,  yellowish 
mucus,  and  submucous  haemorrhages  were  present  in 
9  cases  out  of  10  examined.  J.  H.  Skiles. 

Demmer,  F. :  Experiences  with  the  Austrian  Army. 

Wien.  med.  Wchnschr.,  1915,  xxviii,  Nos.  12-15. 

The  author's  first  observations  refer  to  the 
wounded  in  Vienna  where  the  wounded  reached 
hospital  care  after  4  or  5  days,  for  slight  injuries  as  a 
rule. 

By  contrast  the  character  of  the  wounds  at  the 
front  was  severe  in  the  large  majority.  At  Tarnow 
he  found  284  wounded,  nearly  all  the  wounds  being 
of  a  serious  nature  in  men  whose  general  condition 
was  deplorable.  The  relief  corps  was  limited. 
Facilities  for  evacuation  were  poor,  the  casualties 
kept  crowding  in  from  the  battlefield  so  that 
between  September  6  and  October  12,  4,300 
casualties  were  treated.  One  third  were  treated 
for  wounds,  the  others  for  army  diseases  such 
as  dysentery,  etc.  Shrapnel  wounds  had  a  great 
tendency  to  suppurate  with  free  discharge  which 
was  found  of  benefit  when  compared  to  those  wounds 
in  which  the  discharge  was  arrested  for  various 
causes.  There  were  many  badly  infected  and 
neglected  compound  fractures  which  were  associated 
with  high  fever.  Under  the  pressure  of  work  and 
bad  environments,  such  as  often  obtain  in  active 


field  conditions,  it  was  next  to  impossible  to  per- 
form a  "clean"  operation.  Under  these  conditions 
free  incisions  to  favor  drainage,  and  amputations 
were  resorted  to  in  the  worst  cases,  especially  for 
gangrene. 

Later  at  Sandomierz,  he  saw  wounded  shortly 
after  they  were  injured.  He  found  many  cases 
suffering  from  poorly  applied  tourniquets  and 
tourniquets  applied  when  they  were  not  indicated. 
He  saw  but  few  cases  of  gunshot  wounds  with 
threatening  haemorrhage.  Personally  he  never 
saw  a  case  which  required  ligature  or  the  application 
of  an  Esmarch's  bandage. 

Chloroform  was  found  to  be  an  ideal  anaesthetic 
in  war  wounds.  Fractures  were  set  and  immobilized 
when  the  patients  were  still  in  a  state  of  shock, 
during  which  an  anaesthetic  was  not  required,  and 
when  it  did  become  necessary,  from  i  to  3  grams  of 
chloroform  sufficed. 

Contrary  to  the  experience  of  most  military  sur- 
geons the  author  does  not  look  with  favor  on  plaster 
of  Paris  as  a  fixation  splint.  It  is  heavy  to  trans- 
port, is  slow  in  drying,  and  the  splints  soften  rapidly 
in  contact  with  the  damp  floors  on  which  the  wounded 
lay.  He  prefers  wooden  splints  as  they  are  lighter, 
easy  to  clean,  and  they  are  readily  altered  to  meet 
the  requirements  of  individual  cases. 

At  Olcusz  in  the  middle  of  November,  close  to  the 
line  of  battle  he  saw  the  wounded  streaming  in  for 
first  dressings.  There  was  lack  of  accommodation, 
supplies,  and  medical  attendants,  so  that  the  severely 
wounded  were  often  unattended  while  lying  on  beds 
of  straw.  The  work  was  so  strenuous  that  for  nine 
days  the  author's  only  period  of  rest  was  a  half- 
hour  in  the  middle  of  the  day.  Conditions  im- 
proved later. 

Wounds  of  the  skull  and  abdomen  were  treated 
conservatively  at  the  front  because  of  the  number  of 
wounded  and  the  lack  of  time  which  precluded 
formal  operations.  He  operated  in  7  out  of  62  cases 
of  gunshot  of  the  skull.  Rapid  evacuation  of  the 
wounded  prevented  him  from  noting  the  results  of 
operative  treatment.  In  59  cases  of  gunshot  of  the 
abdomen  treated  by  starvation,  absolute  rest,  and 
morphine  for  five  days  he  was  able  to  transfer  them 
to  the  rear  much  improved.        Louis  A.  LaGarde. 

JoU,  C.  A.,  Connor,  F.  P.,  and  Mowat,  H.:  Naval 
and  Military  Surgery.  Brit.  J.  Surg.,  1915,  iii, 
113- 

Several  cases  are  reported,  accompanying  illus- 
trations showing  the  terrible  mutilating  effect  of 
present-day  missiles. 

A  case  of  general  septic  poisoning  in  a  man  suf- 
fering with  gas  gangrene  of  the  arm,  with  a  fatal 
result,  is  reported,  death  being  due  to  toxaemia. 
Several  cases  of  injuries  to  the  liver  and  intestines 
are  also  described. 

An  analysis  of  a  series  of  20  cases  of  gunshot 
wounds  of  the  skull  shows  that  a  diagnosis  of 
skull  injuries  from  scalp  wounds  is  not  always  easy. 
All  doubtful  cases  are  explored  under  anaesthesia. 
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Some  surgeons  advocate  exploring  all  cases  of  head 
injuries.  This  to  the  majority,  however,  seems 
too  radical  a  course.  Each  case  is  carefully  X-rayed 
and  if  operation  seems  necessary,  chloroform,  or  a 
mixture  of  chloroform  and  ether,  is  used,  except 
in  comatose  cases.  The  scalp  was  thoroughly 
cleansed  with  ether,  soap,  and  hydrogen  peroxide 
and  a  solution  of  biniodide  of  mercury.  A  rectangu- 
lar flap  of  soft  tissue  was  then  turned  down,  bleed- 
ing being  controlled  by  Kocher's  forceps.  De- 
pressed fragments  of  bone  were  then  lifted  and 
removed;  missiles  which  were  easy  of  access  were 
also  removed.  Drainage  was  inserted  and  the 
wound  closed.  The  mortality  in  this  series  was 
25  per  cent,  four  dying  from  meningitis  and  one 
from  shock. 

In  gunshot  wounds  of  the  extremities,  many 
times  the  bones  are  shattered  into  many  fragments. 
These  fragments,  however,  often  act  as  small 
areas  for  bone  regeneration  and  the  result  may  be 
entirely  beyond  expectation,  J.  H.  Skiles. 

Health  of  the  Army.     /.  Roy.  Army  M.  Corps,  1915, 
April,  367. 

At  the  onset  of  the  war  25  hospitals,  to  accommo- 
date half  of  an  army  corps,  were  improvised  in 
Berlin,  and  many  temporary  hospitals  were  erected 
in  the  suburbs.  Apart  from  the  shortage  of  gauze 
and  cotton  wool  the  arrangements  for  the  care  of 
the  wounded  have  been  satisfactory. 

The  conditions  at  the  front  were  not  so  good. 
The  transportation  of  the  wounded  during  the  rapid 
advance  of  the  army  through  Belgium  and  northern 
France  was  badly  managed.  The  overcrowding  of 
sick  and  wounded  grouped  together  at  certain  points 
was  appalling;  and  this  was  worse  in  overcrowded 
cars  carrying  dysenteries,  enterics,  and  the  wounded, 
packed  together  in  railway  trucks.  The  state  of 
these  patients  after  several  days  of  such  traveling 
is  reported  to  have  been  indescribable.  Anti- 
typhoid inoculations  were  uniformly  adopted  at 
the  beginning  of  the  war,  but  it  was  necessary  to 
resort  to  many  different  makes  of  vaccines.  The 
physicians  followed  different  methods  of  adminis- 
tration owing  to  a  lack  of  unanimity  among  German 
medical  men  as  to  the  effectiveness  of  inoculations. 
The  results  in  conferring  immunity  were  correspond- 
ingly poor. 

Tetanus  is  regarded  as  the  bugbear  of  the  German 
army  surgeon.  In  60,000  wounded  Bavarian 
soldiers  there  were  420  cases  of  lockjaw  with  240 
deaths.  Fourteen  per  cent  of  all  deaths  in  the 
military  hospitals  of  Strassburg  died  of  this  disease, 
and  accusations  of  poisoned  bullets  having  been  used 
on  the  French  side  were  made. 

Lack  of  certain  drugs,  such  as  ipecacuanha  for 
dysentery,  and  the  supply  of  opium  and  its  de- 
rivatives, as  a  result  of  restricted  importations,  has 
been  a  great  handicap  in  the  treatment  of  the  sick. 

The  physique  of  the  new  recruits  is  reported  as 
unsatisfactory.  But  63  per  cent  of  volunteers 
were  fit   for  service,   and  causes  for  rejection  in 


normal  times  like  varicose  veins  and  hernia  have 
been  waived  for  special  duty.  The  large  number  of 
medical  men  from  civil  communities  who  have  been 
called  to  the  front  has  caused  a  dearth  of  doctors  in 
the  civilian  population.  Louis  A.  LaGarde. 

Mayo-Robson,   A.    W.:    Hints  on   War  Surgery. 

liril.  M.  J.,  1915,  ii,  136. 

Tincture  of  iodine  should  be  the  first  remedy 
applied  to  a  wound,  and  should  be  followed  by  a 
dressing  of  sterile  gauze  pads.  Unless  absolutely 
necessary  this  dressing  should  not  be  changed 
until  the  patient  reaches  the  hospital.  Infected 
wounds  should  be  irrigated  with  some  mild  alkaline 
solution.  Early  operations  on  nerve  injuries  should 
be  deprecated,  as  most  of  these  injuries  should 
recover  spontaneously. 

In  primary  or  recurrent  haemorrhage  on  the  field, 
pressure  on  the  area  should  be  adopted,  and  only 
in  exceptional  cases  is  it  necessary  or  desirable  to 
apply  a  ligature  to  the  bleeding  vessel.  In  second- 
ary haemorrhage,  it  is  expedient  to  ligate  the  vessel 
at  once  without  waiting  for  repeated  haemorrhage. 

In  cases  of  threatened  gangrene,  a  10  per  cent 
solution  of  hydrogen  peroxide  should  be  injected 
deeply  into  the  tissues  and  free  incisions  made  into 
the  gangrenous  areas.  The  application  of  sutures 
to  lacerated  or  infected  wounds  should  be  avoided. 

In  abdominal  injuries  a  morphine  injection 
should  be  administered  as  soon  as  possible.  It  is 
desirable  to  avoid  giving  food,  and,  as  far  as  possible, 
even  fluid,  by  the  mouth.  Thirst  may  be  quenched 
by  rectile  injections  of  normal  saline  fluid. 

Serious  head  injuries  should  be  operated  on  at 
once  for  the  removal  of  blood-clot  and  depressed 
fragments  of  bone. 

Fractures  of  the  long  bones  and  injuries  to  joints 
should  be  immobilized  by  splints  or  some  temporary 
apparatus  before  removal  from  the  field.  Im- 
mediate amputation  is  necessary  only  in  case  of 
complete  smashing  or  almost  total  tearing  off  of  a 
limb.  In  all  shell  wounds  or  septic  bullet  wounds 
a  dose  of  antitetanic  serum  should  be  administered 
as  early  as  possible  after  the  injury.    J.  H.  Skiles. 

Tuffier,  T.:  Contemporary  French  Surgery.    Brit. 
J.  Surg.,  1915,  iii,  icx>. 

The  author  divides  the  surgery  of  the  past  year 
into  two  distinct  periods:  (i)  before  the  war  began, 
(2)  after  the  war  began. 

The  first  period  was  characterized  by  steady 
improvement  along  general  surgical  lines.  Ether 
became  generally  adopted,  local  anaesthesia  became 
more  popular,  and  lumbar  anaesthesia  gained  some 
supporters.  General  operative  technique  under- 
went no  especial  change,  and  the  use  of  iodine  and 
ether  in  abdominal  cases  continued  in  favor. 

Surgery  of  the  heart  is  becoming  more  and  more 
important.  A  case  is  reported  of  the  application 
of  three  non-perforating  points  of  suture  to  a  right 
ventricle  which  had  been  wounded  by  a  revolver 
bullet.     Operation    is    especially    indicated    in  the 
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case  of  a  tuberculous  lesion,  for  under  these  circum- 
stances il  yields  the  best  results. 

In  surgery  of  the  digestive  tract,  early  operation 
for  gastric  cancer  is  very  important.  The  cytodiag- 
nostic  method  of  Simon  and  Caussade  consists 
in  examining  the  sediment  of  stomach  washings  for 
cancer-cells.  By  means  of  this  direct  method  the 
seat  of  the  commencement  of  the  growth  may  be 
diagnosed.  In  cancer  of  the  colon,  Cruet  advo- 
cates a  three-step  operation.  The  first  step  con- 
sists in  bringing  the  cancerous  mass  out  of  the 
abdomen.  The  second  operation  is  undertaken  in 
about  eight  days,  the  coil  being  removed  and  the 
posterior  halves  of  the  two  ends  of  the  intestine 
are  sutured  together.  At  the  third  operation  the 
artificial  anus  is  closed  by  enterorrhaphy. 

In  war  surgery  the  following  are  some  of  the 
chief  points  learned  during  the  first  months  of  the 
war:  (i)  the  grave  infection  of  nearly  all  wounds 
received  in  warfare,  (2)  the  necessity  of  rapidly 
transporting  the  wounded  to  a  well-equipped 
hospital,  (3)  the  earliest  possible  extraction  of 
foreign  bodies,  (4)  perfect  immobilization  of  bones 
and  of  articulations,  and  (5)  the  quickest  possible 
disinfection  of  the  wounds. 

Tetanus  has  been  largely  controlled  by  the  use  of 
antitetanic  serum.  Gas  gangrene  remains  a  very 
serious  menace  but  is  not  without  remedy  in  a 
large  number  of  cases.  Early  multiple  incisions  or 
amputation  seem  the  methods  of  choice. 

Every  wound  is  considered  infected  until  proved 
otherwise.  At  the  first  sign  of  swelling,  incisions 
are  made  to  relieve  tension.  No  open  wound  in 
warfare  should  be  sutured. 

Frost-bite  is  a  serious  complication.  Trench- 
disease  involves  the  lower  portion  of  the  legs  and 
follows  prolonged  exposure  in  wet,  miry  trenches. 
This  results  finally,  in  many  cases,  in  gangrene  of  the 
entire  front  part  of  the  foot. 

Haemorrhage  is  usually  controlled  by  ligature; 
the  tourniquet  is  rarely  used.  Wounds  of  the  skull 
which  appear  slight  on  the  surface  may  have  grave 
intracranial  complications.  So  often  is  this  the 
case  that  some  French  surgeons  believe  in  trephin- 
ing almost  every  case  of  wound  of  the  skull. 

Wounds  of  the  chest  are  often  complicated 
by  haemothorax.     Unless  definite  indications  arise 


for  puncture,  for  example,  marked  dyspnoea, 
cases  of  hemothorax  should  be  left  alone.  Empye- 
ma, generally  due  to  the  presence  of  a  foreign  body, 
or  to  wounds  caused  by  the  bursting  of  a  shell,  is 
treated  by  early  thoracotomy. 

Wounds  of  the  abdomen  have  a  much  higher 
mortality  rate  in  war  than  in  civil  life.  In  fact, 
the  author  doubts  if  there  are  twenty  cases  in  the 
French  army  which  have  recovered  following  a 
laparotomy  for  a  wound  of  the  small  intestine. 

J.  H,  Skiles, 

Ramsay,  M.  L.,  and  Stoney,  F.  A.:  Anjjlo-French 
Hospital,  No.  2,  Chateau  Tourlaville,  Cher- 
bourg.    Brit.  M.  J.,  191 5,  i,  966. 

The  article  presented  by  the  authors  on  their  expe- 
rience in  the  Anglo-French  Hospital  at  Cherbourg 
presents  some  rather  interesting  cases,  but  the 
general  report  conforms  more  or  less  to  the  many 
articles  already  written  on  surgery  of  the  war  and 
the  conduction  of  base  and  temporary  hospitals. 
The  majority  of  the  cases  reported  were  compound 
fractures,  a  very  large  percentage  being  septic. 

The  discussion  of  the  question  of  tetany  also 
tallies  with  the  experience  of  others,  in  that  the  best 
results  are  associated  with  those  cases  in  which  the 
infection  occurs  late  following  the  injury. 

As  regards  the  use  of  serum,  they  believe  that  its 
greatest  use  is  as  a  prophylactic  measure;  once  the 
disease  is  estabhshed,  serum  is  of  little  avail. 

The  symptoms  which  they  recognize  as  indicating 
the  onset  of  tetanus,  are: 

1.  Elevation  of  temperature  out  of  projwrtion  to 
the  wound.    Not  always  seen. 

2.  Greater  pain,  especially  of  a  sharp  lancinating 
character;  also  out  of  proportion  to  the  wounds. 

3.  Slight  fine  tremor  of  the  tongue  and  deviation, 
when  projected,  to  one  or  other  side. 

4.  Sometimes  profuse  sweating. 

They  speak  highly  of  the  use  of  medicated  sawdust 
for  clearing  up  offensive  odors  and  cleansing  gangre- 
nous and  septic  surfaces.  It  was  found  especially 
valuable  where  there  was  a  large  lacerated  surface. 
It  is  essentially  an  absorbent  and  cleansing  agent 
and  acts  much  in  the  same  way  as  repeated  boric 
fomentations,  but  it  does  not  require  to  be  changed 
so  frequently.  D.  C.  Balfour. 
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Flatau,  S.:    Should  Operable  Carcinomata  of  the 
Uterus    Be    Treated    by    Radiotherapy    Only 

(DUrfen  wir  operable  Uteruskarzinome  ausschliess- 
lich  bestrahlen)?  Zentralbl.  /.  GynUk.,  1915,  xxxix, 
611. 

Flatau  advocates  substituting  radiotherapy  for 
operation,  even  in  operable  cases  of  carcinoma  of  the 
uterus.  Since  December,  1913,  he  has  not  per- 
formed a  radical  operation  for  carcinoma  of  the 
cervix.  After  an  experience  of  a  year  and  a  half 
he  believes  that  beginning  foci  of  cancer  are  entirely 
destroyed  by  radium  or  rontgen  treatment.  He  has 
never  seen  a  case  in  which  either  radium  or  rontgen 
rays  had  a  stimulating  effect  on  cancer  growth,  and 
does  not  believe  that  such  efifects  are  ever  produced. 

During  the  period  mentioned  he  has  had  a  greater 
number  of  recoveries  than  he  had  with  an  equal 
number  of  cases  during  the  same  period  of  time 
when  he  was  performing  radical  operations.  His 
mortality  with  operative  treatment  was  about  1 2  per 
cent.  He  thinks  that  even  metastases  in  the  glands 
may  be  destroyed  by  intensive  irradiation  of  the 
whole  contents  of  the  pelvis  with  hard  rontgen  rays. 
At  any  rate  radiotherapy  should  be  given  a  chance 
to  show  what  it  can  accomplish,  which  cannot  be 
done  if  only  inoperable  cases  are  treated  with  it. 
The  only  final  way  of  deciding  between  surgery  and 
radiotherapy  is  to  compare  a  large  series  of  cases 
treated  by  the  two  methods  after  the  lapse  of  many 
years,  to  exclude  the  possibility  of  recurrence. 

A.  Goss. 

McGlinn,  J.  A. :  Prophylactic  Treatment  and  Early 
Diagnosis  of  Cancer  of   the  Uterus.     N.    Y. 

St.  J.  Med.,  1915,  XV,  254. 

After  giving  in  minute  detail  the  mortality 
statistics  of  cancer  in  general,  and  of  cancer  of  the 
uterus  in  particular,  the  author  devotes  the  re- 
mainder of  his  very  instructive  paper  to  the  solution 
of  the  problem  of  early  diagnosis  (prevention)  and 
treatment  (cure). 

Out  of  all  the  tremendous  amount  of  work  that 
has  been  done  in  recent  years  in  cancer  research,  two 
facts  stand  out  undisputed:  (i)  that  there  is  al- 
ways a  precancerous  state,  and  (2)  that  in  the  be- 
ginning cancer  is  a  local  disease.  Therefore,  early 
diagnosis  and  immediate  removal  gives  the  only 
hope  of  permanent  eradication  of  the  disease. 

Regarding  the  prevention  of  cancer  of  the  cervix, 
the  author  recommends  the  repair  of  all  lacerations, 
small  and  large,  either  by  trachelorrhaphy  or  am- 
putation. In  women  more  than  40  years  old  with 
deep  lacerations,  amputation  is  preferred  because 
cancer  may  develop  from  the  endometrium  lining 
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the  cervical  canal.  Naturally  there  may  be  lacera- 
tions of  such  minor  degree  that  remedial  treatment 
is  sufficient  to  effect  a  cure  of  any  eversion  or  erosion. 

Degenerating  fibromata  and  adenomata  and 
chronic  endometritis  are  often  prodromes  of  cancer 
of  the  body  of  the  uterus;  hence  radical  removal  of 
such  conditions  should  be  the  rule,  especially  if  the 
woman  be  at  or  near  the  menopause.  Many  pre- 
cancerous lesions  are  thus  removed. 

Can  cancer  be  cured?  Yes,  because,  as  the  author 
points  out,  there  is  a  time  when  cancer  is  a  local 
lesion  and,  therefore,  if  removed  at  this  stage  of  the 
disease,  a  permanent  cure  will  be  effected.  If  an 
early  diagnosis  is  not  made  a  permanent  cure  can- 
not be  expected. 

In  conclusion,  the  author  urges  the  necessity 
of  an  educational  campaign  directed  toward:  (i) 
the  public;  (2)  the  general  practitioner;  and  (3) 
the  surgeon.  Harvey  B.  Matthews. 

Akerblom,  N.  V.:  A  Case  of  Cancer  of  the  Uterus 
Apparently  Cured  by  Radium  (Ein  Fall  von 
Uteruskrebs  scheinbar  geheiltem  durch  Radiumbe- 
handlung).  Nord.  med.  Ark.,  Stockholm,  1914, 
xlvii,  I,  No.  22. 

The  author  reports  a  case  of  carcinoma  of  the 
cervix  in  a  46-year-old  Vl-para.  Microscopic  ex- 
amination of  a  piece  excised  for  the  purpose  showed 
pavement  epithelium  carcinoma  of  the  cervix. 
After  radium  treatment  — 10  mg.  radium  bromide  in 
the  cervix,  and  10  mg.  against  the  surface  of  the 
tumor  for  48  hours  —  the  carcinoma  disappeared 
completely.  Microscopic  examination  showed  no 
carcinoma  cells.  The  mucous  membrane  of  the 
cervix  and  os  showed  diphtheroid  inflammation 
with  coagulation  necrosis  of  the  epithelium,  but 
after  two  and  a  half  years  the  patient  returned  wuth 
a  large  and  rapidly  growing  recurrent  tumor. 
From  this  case  the  author  gives  a  warning  against 
passing  too  favorable  a  judgment  as  to  cure  on  the 
ground  of  negative  microscopic  findings. 

In  15  cases  treated  by  Bumm  and  Schauta,  rem- 
nants of  carcinoma  tissue  after  radium  treatment 
were  found  in  only  two.  Cheron  and  Rubens-Duval 
treated  158  cases  with  radium,  and  give  as  an  in- 
stance of  cure  a  case  which  died  after  15  months,  the 
most  careful  microscopic  examination  failing  to 
reveal  any  carcinoma  tissue;  but  Akerblom 
thinks  such  a  favorable  interpretation  of  the  ana- 
tomical findings  is  not  justified.  A.  Goss. 

Burrows,  A. :  Radium  Treatment  of  Cancer  of  the 
Cervix  of  the  Uterus.  Am.  J.Surg.,  1915,  xxix, 
296. 

The  author  gives  a  rather  extensive  review  of 
the  various  methods  of  treatment  of  cancer. 
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So  far  as  is  definitely  known,  the  action  of  radium 
is  purely  local.  It  has  been  proved  by  the  examina- 
tion of  sections  of  malignant  tissue  which  have  been 
irradiated  that  the  farther  from  the  location  of 
the  tube  the  less  the  destruction  of  the  cancer-cells 
and  the  less  the  growth  of  connective  tissue.  It  is 
impossible,  however,  to  measure  the  exact  distance 
at  which  radium  has  no  effect,  for  the  factors  involved 
in  radium  treatment  vary. 

An  older  method  of  treating  cancer  of  the  cervix 
was  to  place  the  radium,  surrounded  by  a  thick  screen 
of  dense  metal — lead  or  platinum — in  the  vagina. 
In  this  manner  the  active  rays  were  reduced  by  an 
enormous  percentage,  but  secondary  irritating  ones 
were  produced,  thus  making  it  necessary  to  use  a 
second  screen  of  India  rubber.  The  time  of  ex- 
posure had  to  be  limited  to  twenty-four  hours 
and  then  sometimes  a  moderately  severe  vaginitis 
occurred.  Later,  radium  in  cylindrical  screens  of 
silver  was  introduced  into  the  canal  of  the  cervix 
and  left  for  twenty-four  hours.  Ulceration  cleared 
up  more  rapidly  and  a  number  of  cases  became 
operable.  Still  the  outlying  malignant  tissues 
tended  to  escape  with  little  alteration. 

Stevenson  of  Dublin  used  steel  needles,  in  form 
like  a  serum  syringe  needle.  As  they  had  limited 
distance  efficiency,  a  number  of  these  were  pushed 
into  the  tumor  itself,  care  being  taken  not  to  place 
them  too  near  together. 

The  author  states  that  he  has  used  a  combination 
of  the  older  and  newer;  i.e.,  he  used  a  strong  central 
tube  in  the  canal  of  the  cervix  and  reinforced  it  by 
means  of  the  needles  in  the  outlying  malignant 
tissues.  After  twenty-four  to  forty-eight  hours 
the  tubes  were  removed,  and  the  vagina  douched 
once  or  twice  daily  for  a  period  of  six  weeks.  In 
this  way  a  more  effective  and  more  even  radiation 
was  produced. 

With  the  best  methods  the  results  depend  some- 
what on  the  type  of  carcinoma.  Those  types  that 
respond  best  are  cases  of  carcinoma  of  the  neck 
of  the  uterus  which  have  their  origin  in  the  canal 
and  extend  through  the  thickness  of  the  wall 
laterally  and  downward  even  though  they  form 
large  polypoid  growths.  The  type  which  responds 
least  is  that  which  rapidly  grows  onto  the  vagina 
and  forms  a  deep  ulcer  with  a  high  infiltrated  edge 
or  quickly  invades  the  greater  part  of  the  vaginal 
wall  and  makes  its  upper  part  a  hard,  rigid  tube. 

In  conclusion,  it  is  difficult  to  tell  what  hne  of 
treatment  is  most  advisable  to  take,  but  Burrows  has 
found  that  fairly  frequently  in  the  course  of  radium 
treatment  cancer  of  the  cervix  seems  to  disappear 
almost  entirely  or  an  inoperable  case  appears  to 
have  become  operable.  C.  D.  Holmes. 

Tyler,  G.  T.:  The  Importance  of  Destroying  the 
Cervical  Mucosa  in  Subtotal  Hysterectomy  as  a 
Cancer- preventing  Measure.  South.  M.  J., 
1915,  viii,  583. 

The  author  reports  a  case  of  squamous-celled 
carcinoma  of  the  cervix  occurring  in  a  patient  upon 


whom  a  supravaginal  hysterectomy  had  been  done  six 
years  before.  In  spite  of  total  removal  of  the  cervix 
and  repeated  treatment  of  the  recurrences  by  the 
cautery  and  caustics,  the  patient  died  ten  months 
after  the  excision  of  the  cervix  and  eleven  months 
after  the  first  symtoms  appeared. 

Tyler  has  collected  from  the  literature  and  from 
personal  communications  from  American  surgeons 
more  than  200  cases  of  malignant  degeneration  of 
the  cervical  stump.  He  urges  the  necessity  of 
keeping  in  mind  the  idea  of  cancer  prevention. 
Total  hysterectomy,  complete  excision,  or  cauter- 
ization to  include  the  portio  vaginalis  he  considers 
to  be  the  procedures  most  likely  to  be  effective. 

S,  A,  Chalfant. 

Prochownick,  L. :  Treatment  of  Uterine  Cancer  in 
the  Small  Hospital  (Behandlung  und  StatLstik 
des  Gebarmutterkrebses  im  Kleinbetrieb).  Zen- 
tralbl.  f.Gynak.,  1915,  xxxix,  627. 

Prochownick  reviews  his  work  in  the  treatment 
of  cancer  since  1877;  in  the  early  part  of  his  career 
there  was  an  era  of  almost  complete  therapeutic 
nihilism,  followed  by  one  of  very  radical  operative 
treatment,  which  again  has  yielded  somewhat  to 
more  conservative  methods  since  the  introduction 
of  radiotherapy.  He  discusses  the  details  of  his 
work  in  the  different  periods  and  gives  two  tables 
showing  the  results  of  operation.  From  1882  up  to 
the  end  of  190Q  he  performed  328  operations  on  536 
patients — an  operability  of  61  per  cent.  He  has 
permanently  cured  at  least  8  per  cent  of  his  cases. 
One  of  the  most  important  points  at  present  is  to 
further  instruct  the  laity,  so  that  cancer  cases  may  be 
presented  early  for  treatment.  The  substitution  of 
radiotherapy  for  operation  in  very  early  cases  is 
still  questionable,  but  there  is  no  doubt  that  it 
should  be  applied  in  those  cases  which  develop 
slowly  and  without  symptoms  until  they  are  beyond 
the  operative  stage.  At  any  rate  it  marks  an  ad- 
vance in  cancer  treatment.  A.  Goss. 

Frankl,  O.:  Varicose  Venous  Plexus  of  the  En- 
dometrium (Plexus  venosus  varicosus  endome- 
trii).  Monatschr.  f.  Geburtsh.  u.  Gyndk.,  1915,  xlii, 
139- 
A  generalized  change  can  often  be  found  in  the 
blood-vessels  of  the  mucous  membrane  of  the 
myomatous  uterus,  in  a  hyperplastic  mucosa  or 
in  mucous  polyps,  but  in  the  case  described  by  the 
author  there  was  a  strictly  localized  anomaly  of  the 
blood-vessels  which  caused  profuse  haemorrhage  a 
few  weeks  after  abortion.  The  place  involved  was 
found  in  the  extirpated  uterus  about  midway  be- 
tween the  internal  orifice  of  the  cervix  and  the 
boundary  line  of  the  fundus;  it  was  a  coagulum 
larger  than  the  head  of  a  pin  reaching  above  the 
surface  and  firmly  connecting  with  the  underlying 
tissues;  it  looked  like  the  plug  of  a  comedon. 
Such  late  haemorrhages  after  delivery  and  abortion 
are  generally  regarded  as  a  result  of  retained  pla- 
centa, but  this  case  shows  that  late  ha;morrhage 
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may  occur  simply  as  a  result  of  defective  involution 
of  the  vessels,  without  any  retention  of  placental 
tissue,  and  even  without  any  foetal  erosion  of  the 
vessels. 

Though  no  similar  cases  are  reported  in  the  lit- 
erature, the  author  thinks  that  in  similar  cases  the 
same  anatomical  picture  will  more  frequently  be 
found  in  the  future,  now  that  attention  has  been 
directed  to  this  important  possibility.        A.  Goss. 

Lauth,  G.:  Condition  of  the  Uterus  in  Ovarian 
Hsemorrliage  (Obcr  das  Verhalten  des  Uterus  bei 
ovariellcn  Blutungen).  Monalschr.  f.  Gebtirtsh.  u. 
Gynak.,  19 15,  xlii,  36. 

The  author  has  attempted  to  discover  an  anatom- 
ical and  histological  basis  for  the  marked  clinical 
resemblance  between  myoma  and  ha^morrhagic 
metropathy,  and  for  this  purpose  has  examined  a 
number  of  uteri  afTectcd  with  metritis,  and  so  far  as 
possible  the  ovaries  belonging  to  them.  He  gives 
ten  case  histories,  with  descriptions  of  the  micro- 
scopical specimens,  and  finds  that  in  none  of  these 
cases  of  metritis  was  there  an  increase  in  connective 
tissue  out  of  proportion  to  that  in  the  musculature. 
There  was  general  enlargement  of  the  uterus,  but 
the  muscle  tissue  and  connective  tissue  were  in  the 
same  proportion  as  in  the  normal  condition.  There 
was  also  marked  thickening  of  the  mucous  membrane 
of  the  uterus.  The  author  thinks  he  is  justified 
in  calling  the  condition  hypertrophy  of  the  uterus, 
due  to  increased  or  disordered  function  of  the  ovary. 

In  view  of  his  previous  animal  experiments  with 
ovarian  extract,  and  also  in  analogy  with  the  forma- 
tion of  myomata  he  thinks  he  is  making  no  mistake 
in  attributing  both  the  haemorrhage  and  the  hyper- 
trophy of  the  uterus  to  hyper-  or  dysfunction  of  the 
ovary,  especially  as  in  most  of  the  cases  there  were 
changes  in  the  ovary  of  the  nature  of  cystic  degenera- 
tion. Therefore,  he  advocates  giving  up  the  names 
metritis,  endometritis,  and  haemorrhagic  metro- 
pathy, and  adopting  for  all  these  conditions  the  name 
"ovarian  metrorrhagia."  A.  Goss. 

Wagner,  G.  A.:  Treatment  of  Genital  Hsemor- 
rhage  in  Women  (Zur  Behandlung  der  Genital- 
blutungen  der  Frau).  Thcrap.  Monatsh.,  19 15,  xxix, 
424. 

The  treatment  of  genital  haemorrhage  in  women 
has  undergone  great  changes  in  recent  years;  there 
have  been  at  lest  four  important  changes:  (i) 
curettage  is  not  used  as  a  treatment  nearly  so 
often;  (2)  extirpation  of  the  uterus,  especially  for 
climacteric  haemorrhage,  is  almost  obsolete,  and 
(3)  and  (4)  organotherapy  and  radiotherapy  have 
assumed  great  importance  in  treatment.  These 
changes  are  due  to  increasing  knowledge  of  the 
cause  of  uterine  haemorrhage.  What  was  formerly 
called  hypertrophic  and  hyperplastic  endometritis 
is  really  not  endometritis  at  all,  but  is  a  periodical 
change  in  the  lining  of  the  uterus  brought  about  by 
the  functioning  of  the  ovaries. 

It  is  now  known  that  true  endometritis  does  not 


cause  haimorrhagc.  The  intensity  and  duration  of 
the  menstrual  haemorrhage  is  influenced  by  the 
condition  of  the  blood-vessels,  their  innervation  and 
the  condition  of  their  walls;  the  condition  of  the 
uterine  musculature  and  the  coagulability  of  the 
blood.  There  may  be  disturbance  of  any  of  these 
factors,  so  that  it  is  possible  to  have  pathological 
haemorrhage,  even  when  the  ovaries  are  functioning 
normally;  so  that  genital  haemorrhages  may  be 
divided  into  two  groups,  one  due  to  mechanical 
causes,  the  other  to  disturbance  of  ovarian  function. 
Among  the  haemorrhages  due  to  mechanical  causes 
are  those  from  carcinoma,  polyps,  and  erosions, 
and  those  due  to  submucous  myomata,  which 
stretch  and  tear  the  vessels.  Haemorrhage  from 
other  forms  of  myoma  is  ovarian  in  origin. 

Another  group  of  mechanical  haemorrhages  is  due 
to  hyperaemia  from  psychic,  thermal,  and  sexual 
stimulation,  or  to  increased  blood-pressure;  others 
are  due  to  defective  contraction  of  the  uterus  from 
muscular  insufficiency,  arteriosclerosis,  or  syphilitic 
changes  in  the  vessel  walls,  defective  coagulation, 
constitutional  disease,  or  constipation.  In  con- 
trast to  all  these  forms  of  mechanical  haemorrhage, 
are  haemorrhages  due  to  disturbed  ovarian  function. 
The  most  typical  representatives  of  this  class  are 
the  haemorrhages  of  puberty  and  the  menopause, 
the  former  caused  by  irregularity  in  an  organ  that 
is  just  beginning  to  function;  the  latter  by  the 
spasmodic  flaring  up  of  a  flame  that  is  just  about  to 
go  out.  Here,  too,  belong  most  of  the  cases  formerly 
called  endometritis.  The  Abderhalden  reaction 
shows  that  the  ovary  is  involved  in  these  haemor- 
rhages, as  well  as  in  those  of  chlorosis  and  obesity, 
and  more  especially  in  those  due  to  myoma  and 
affections  of  the  adnexa.  In  some  of  the  cases  the 
haemorrhage  may  be  due  to  dysfunction  of  some  of 
the  other  glands  of  internal  secretion,  closely  con- 
nected with  the  ovary;  Sehrt  has  differentiated  a 
group  in  which  it  is  caused  by  thyroid  insufficiency. 
In  addition  to  these  groups  there  are  cases  in  which 
there  is  actual  hyperplasia  of  the  uterine  mucous 
membrane  caused  by  disturbance  of  ovarian  func- 
tion. 

To  determine  the  course  of  treatment  it  is,  of 
course,  necessary  to  know  to  which  class  the  case 
belongs.  The  mechanical  cases  require  local  treat- 
ment. The  first  thing  to  be  done  is  to  exclude  can- 
cer; until  this  is  done  conservative  measures  are  not 
justified.  For  purposes  of  diagnosis  the  curette 
is  almost  indispensable,  although  it  has  lost  its 
former  importance  in  treatment.  It  does  not  put  a 
permanent  stop  to  haemorrhage,  for  when  the  new 
mucosa  grows  out  it  is  as  much  under  the  influence 
of  the  ovaries  as  the  old,  and  so  haemorrhage  recurs. 
Statistics  of  more  than  600  cases  show  that  there 
was  permanent  relief  from  curettage  in  less  than  10 
per  cent.  A  simple  and  effective  mechanical  treat- 
ment is  tamponing  the  uterus;  the  tampon  may  be 
medicated  so  as  to  increase  the  coagulability  of  the 
blood.  Cold  sitz  baths  are  sometimes  useful;  digita- 
lis treatment  is  valuable  in  cases  where  there  is 
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cardiovascular  derangenrcnt.  In  the  cases  of 
hypersemia  caused  by  vasomotor  disturbance  cal- 
cium lactate  may  be  given  by  mouth,  as  it  tran- 
quilizes  the  nervous  system  and  reduces  the  hy- 
peremia. In  cases  of  deficient  contractility  of  the 
uterus  ergot  may  be  given.  Electricity  is  useful  in 
some  cases. 

In  the  ovarian  cases  both  organotherapy  and 
radiotherapy  are  being  used  with  excellent  results. 
They  aid  in  differential  diagnosis  also,  for  if  a  case 
proves  refractory  it  shows  that  it  is  due  to  some 
other  than  ovarian  dysfunction,  such  as  unsuspected 
syphilis  or  submucous  localization  of  a  myoma. 
The  nearer  the  patient  is  to  the  menopause  the 
greater  the  effectiveness  of  radiotherapy.  There 
is  one  great  danger,  however,  that  of  overlooking 
cancer.  A  number  of  mishaps  from  this  cause  have 
been  reported.  Wagner  uses  the  technique  recom- 
mended by  Gauss  —  intensive  irradiation  by  the 
cross-fire  method.  Loose  has  had  good  results  in 
juvenile  menorrhagia  from  small  doses,  2  to  3  X  per 
ovary,  with  medium  hard  tubes  applied  during  the 
haemorrhage.  After  three  or  four  applications  the 
haemorrhage  becomes  normal.  According  to  some 
authors  radium  and  mesothorium  are  more  effective 
than  rontgen  rays  and  the  latter  are  used  only  be- 
cause they  are  cheaper.  For  haemorrhages  coming 
on  at  puberty  Kelly  and  Burnam  place  small 
quantities  of  radium,  12  mg.,  in  the  uterus  for  5  to 
24  hours,  and  they  report  recovery  in  all  the  cases 
in  which  they  have  used  the  method.  A.  Goss. 

Kohler,  R. :  Organotherapy  in  Amenorrhcea  (Bei- 
trag  zur  Organotherapie  der  Amenorrhoe).  Zen- 
Iralbl.  f.  Gyndk.,  1915,  xxxix,  667. 

Successful  attempts  have  been  made  to  treat 
amenorrhcea  either  with  preparations  of  ovary,  to 
take  the  place  of  the  defective  ovarian  secretion,  or 
with  preparations  of  other  glands,  for  example,  the 
hypophysis,  which  are  supposed  to  have  a  stimu- 
lating effect  on  ovarian  secretion.  The  author, 
however,  had  performed  some  experiments  which  led 
him  to  doubt  the  specificity  of  these  extracts,  so 
he  treated  three  series  of  cases:  the  first  with  ex- 
tracts of  ovary  and  corpus  luteum,  the  second  with 
extract  of  hypophysis,  and  the  third  with  entero- 
glandol,  an  extract  of  small  intestine,  which  could 
have  no  specific  action  on  the  ovary. 

He  had  just  as  good  results  in  the  last  series  of 
cases  as  in  the  other  two.  The  number  of  injec- 
tions varied  from  3  to  18,  given  at  intervals  of  two 
to  three  days.  There  were  no  unpleasant  by-effects, 
and  some  cases  treated  over  a  year  ago  still  have 
normal  periods;  in  some  cases  the  effect  disappeared 
after  a  few  months  and  amenorrhcea  was  reestab- 
lished, but  the  giving  of  another  series  of  injections 
brought  about  normal  conditions  again.  In  one 
case  treated  with  extract  of  corpus  luteum  the 
menses  reappeared,  but  after  a  few  months  stopped 
again;  a  second  series  of  injections  of  enteroglandol 
was  given  and  normal  conditions  reestablished. 

The  author  believes  that  this  successful  action  of 


extract  of  small  intestine  shows  that  the  action  of 
these  organ  extracts  is  not  specific,  but  that  it  is  due 
to  some  chemical  combination  contained  in  organ 
extracts  in  general,  probably  to  certain  amines.  If 
so,  it  should  be  possible  to  make  a  synthetic  prepara- 
tion that  would  have  the  desired  effect.  An  attempt 
by  Roche  to  make  such  a  preparation  cannot  be 
regarded  as  successful,  as  the  preparation  has  un- 
pleasant by-effects,  such  as  rise  in  temperature, 
dizziness,  headache,  and  vomiting.  A.  Goss. 

Carstens,  J.  H.:  Removal  of  the  Uterus  Instead  of 
the  Ovaries  for  Incurable  Cases  of  Menstrual 
Disorders.  7>.  Am.  Ass.  Obst.  or  Gynec,  Pitts- 
burgh, 1915,  Sept. 

Carstens  calls  attention  to  the  early  history  of 
removal  of  the  ovaries  by  Batty,  Heger,  and  Lawson 
Tait,  in  incurable  cases  of  menstrual  disorders,  and 
as  the  result  of  modern  aseptic  surgery  this  opera- 
tion is  frequently  performed,  in  fact  the  removal  of 
the  ovaries  is  frequent  for  menstrual  pain  and 
other  conditions.  He  calls  attention  to  the  serious 
troubles  lasting  for  years  which  often  ensue;  that 
in  these  cases  the  ovaries  are  rarely  diseased,  and 
that  the  trouble  is  often  in  the  uterus,  in  the  tubes, 
or  due  to  displacement  and  adhesions.  From 
textbooks,  lectures,  and  viewing  operations,  medical 
students  are  impressed  with  the  idea  that  the  re- 
moval of  the  ovaries  will  relieve  the  woman.  Many 
of  them,  being  ambitious  to  become  surgeons,  oper- 
ate indiscriminately  by  removing  the  ovaries  for 
slight  menstrual  disorders.  Carstens  calls  a  halt, 
and  claims  that  such  operations  should  be  performed 
only  after  thorough  consultation,  and  if  it  is  neces- 
sary to  stop  menstruation,  it  is  better  to  remove 
the  uterus  and  tubes,  either  by  the  vaginal  or 
abdominal  route  according  to  indications,  saving 
one  or  both  ovaries. 

He  concludes  as  follows:  (i)  All  cases  that  require 
the  establishment  of  the  menopause,  should  be  sub- 
jected to  hysterectomy,  leaving  the  ovaries.  (2) 
Vaginal  hysterectomy  is  preferable,  but  if  there  are 
extensive  adhesions,  and  perhaps  other  abdominal 
troubles  that  require  coeliotomy,  then  suprapubic 
hysterectomy  may  be  performed,  leaving  one  or 
two  ovaries. 

Hamilton,  J.  A.  G.:   Displacement  of  the  Uterus. 

Med.  J.  Austral.,  1915,  ii,  72. 

Following  a  somewhat  lengthy  dissertation  upon 
the  normal  position  of  the  uterus  and  the  mechanism 
of  its  support,  the  author  discusses  the  varieties, 
etiology,  symptoms,  and  treatment  of  the  three 
most  important  deviations  of  the  uterus;  viz., 
anteflexion,  retroflexion,  and  prolapse. 

In  the  treatment  of  anterior  displacements  the 
complications  are  first  to  be  considered  and  the 
mechanical  straightening  of  the  flexion  is  of  sec- 
ondary importance.  Dilatation  and  curettage,  as 
well  as  some  means  of  straightening  out  the  uterus, 
is  always  indicated  when  leucorrhoea  and  endo- 
metritis are  present. 
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Uncomplicated  anteflexion  often  requires  nothing 
more  than  a  thorough  dilatation.  Packing  the 
uterus  for  twenty-four  hours  after  thorough  dilata- 
tion of  the  cervix  —  which  may  be  repeated  two  or 
three  times  just  before  a  period  —  has  given  excellent 
results  in  the  author's  experience. 

The  stem  pessary  is  recommended  for  a  few 
selected  cases.  The  Dudley  operation  is  done  in 
conjunction  with  dilatation  and  curettage  where  the 
posterior  lip  of  the  cervix  is  much  elongated.  Many 
cases  of  congenital  anteflexion,  with  retrocession  of 
the  uterus,  can  be  improved  by  a  shortening  of 
the  round  ligaments  and  amputation  of  the  cervix 
if  it  be  markedly  elongated. 

The  treatment  of  retrodeviations  of  the  uterus 
is  either  mechanical,  i.  e.,  with  pessary,  or  operative. 

The  author  believes  that  the  field  of  usefulness  of 
the  pessary  is  a  very  limited  one,  because  of  the 
many  contra-indications  to  its  use.  There  are 
certain  conditions  such  as  severe  kidney  or  heart- 
disease,  diabetes,  etc.,  which  contra-indicate  opera- 
tion and,  therefore,  must  be  treated  with  the  pes- 
sary. Again,  retroversion,  immediately  following 
childbirth,  may  be  corrected  by  a  well-fitted  pessary. 

Of  the  many  operations  that  have  been  devised 
for  the  cure  of  retrodisplacements  the  following  are 
recommended  in  properly  selected  cases: 

1.  Alexander's. 

2.  Kelly  suspension  (ventrosuspension). 

3.  Baldy- Webster's — which  the  author  claims  has 
given  him  95  per  cent  of  cures  in  400  cases. 

4.  Gilliam's  —  with  or  without  its  modification 
by  Montgomery. 

Regarding  prolapsus  uteri,  the  degree  of  descensus 
will  determine  the  operative  procedure  best  suited 
to  the  case.  For  slight  degrees  of  prolapse,  anterior 
and  posterior  colporrhaphy,  with  or  without  ampu- 
tation of  the  cervix,  will  often  suffice.  In  women 
over  45  years  of  age  who  are  not  likely  to  bear  chil- 
dren, the  Wertheim  (interposition)  operation,  with 
high  perineorrhaphy,  gives  the  best  results.  If  this 
operation  is  not  practicable,  ventrofixation,  with 
anterior  and  posterior  colporrhaphy,  may  be  done. 
In  women  over  60  years  of  age,  in  whom  the  uterus 
is  atrophic,  vaginal  hysterectomy  with  closure  of 
the  vagina  is  highly  recommended. 

Harvey  B.  Matthews. 

Williams,  P.  F. :  The  Causes  of  Backward  Displace- 
ment of  the  Uterus.  Am.  J.  M.  Sc,  1915,  cl, 
264. 

The  author  enumerates  some  of  the  factors  which 
influence  the  production  of  retrodisplacements  of 
the  uterus.  The  ones  most  frequently  noticed  are 
childbirth,  premature  interruptions  of  pregnancy, 
abortions,  and  miscarriages.  Other  causes  are 
pelvic  disease  with  adhesions  or  tumors  of  the  adnexa 
or  body  of  the  uterus,  but  the  displacement  may 
pass  unnoticed  for  months.  Congenital  displace- 
ments often  cause  no  symptoms  until  puberty. 
While  it  is  true  that  an  occasional  case  is  reported 
in  the  literature  where  a  fall  or  strain  has  been 


found  to  be  associated  with  the  production  of  a 
retroversion  of  the  uterus,  the  suspicion  must  arise 
that  some  accompanying  pelvic  lesion  existed  or  an 
examination  would  hardly  have  been  sought  before 
the  fall.  That  retroversion  may  be  caused  by  trau- 
ma is  possible,  but  it  is  apparent  that  traumatic 
retrodisplacement  is  very  rare,  and  that  unless  it 
can  be  shown  that  the  uterus  was  in  normal  position 
just  before  the  accident  or  injury  it  is  impossible 
to  prove  that  the  displacement  had  a  traumatic 
origin.  C.  D.  Holmes. 

Holmes,  T.:    Prolapsus  Uteri.    Clin.  J.,  1915,  xliv, 

253- 
After  a  short  discussion  on  the  physics  of  the 
pelvis  and  the  causes  of  prolapsus  uteri,  the  author 
offers    the    following    suggestions    regarding    the 
diagnosis  and  treatment  of  this  condition: 

1.  The  patient  should  be  examined  in  the  Sims, 
or  lithotomy  position,  and  standing. 

2.  It  should  be  determined,  if  possible,  which  struc- 
tures are  mostly  responsible  for  the  prolapse. 

3.  The  cases  that  show  a  general  visceroptosis 
with  large  relaxed  abdominal  walls  present  added 
difficulties.  Operation  in  such  cases  often  results 
in  failure. 

4.  Cases  of  prolapse  in  which  there  exists  a 
distressing  cough  or  constipation  should  have  these 
symptoms  relieved,  if  possible,  before  operation. 

5.  The  pessary  is  applicable  to  many  cases  of 
slight  prolapse.  The  cup  and  stem  pessary  is 
recommended  where  operation  is  contra-indicated. 

6.  Operative  treatment  consists  in  amputation 
of  the  cervix  and  anterior  and  posterior  colporrhaphy 
either  singly  or  in  combination  with  some  one  of 
the  well-known  suspension  operations.  Ventro- 
fixation, with  anterior  and  posterior  colporrhaphy, 
may  be  used  in  selected  cases.  In  complete  pro- 
cidentia the  choice  of  treatment  lies  betw'een  an- 
terior and  posterior  colporrhaphy  combined  either 
with  some  method  of  suspension  from  above  or 
with  hysterectomy.  Harat:y  B.  Matthews. 

Montgomery,     E.     E.:     Prolapsus    Uteri.     Report 
Jeferson  M.  Coll.  &°  Hosp.,  1915,  vi,  61. 

After  describing  the  mechanics  of  the  production 
of  prolapsus  uteri,  the  author  has  detailed  in  a  very 
concise  manner  the  etiology,  symptoms,  and  diag- 
nosis of  the  various  types  of  prolapse  of  the  uterus. 

The  treatment  of  prolapsus  uteri  is  mechanical 
and  surgical.  The  mechanical  treatment,  as  the 
author  points  out,  consists  in  replacing  the  uterus 
and  supporting  it  by  means  of  a  suitable  pessary. 
The  disadvantage  of  any  mechanical  support  is 
that  it  must  be  w'orn  continuously.  In  time  it  be- 
comes a  source  of  irritation  and,  therefore,  produces 
ulceration  of  the  vaginal  mucosa,  which  necessitates 
constant  observation.  Such  a  state  of  affairs  is, 
in  the  long  run,  unsatisfactory  to  both  patient  and 
physician. 

Surgical  measures  offer  the  only  permanent  cure 
and  even  these,  unless  selected  with  the  utmost 
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care,  are  apt  to  be  unsuccessful.  There  is  no 
procedure,  according  to  the  author,  that  is  applicable 
to  every  case.  There  are,  however,  in  every  case 
certain  fundamental  principles  to  be  kept  in  mind, 
viz.,  (i)  decreased  weight  of  the  uterus,  the  de- 
crease being  accomplished  by  curettage  and  ampu- 
tation of  the  cervix;  (2)  restoration  of  the  pelvic 
support;  and  (3)  decrease  and  neutralization  of  the 
intra-abdominal  pressure. 

In  lacerations  of  the  pelvic  floor  with  considerable 
rectocele,  a  thorough  restoration  of  the  posterior 
vaginal  wall,  care  being  taken  to  bring  the  levator 
ani  muscles  well  together,  affords  adequate  support 
and  forms  a  firm  floor  for  the  cervix  to  rest  upon 
as  long  as  the  uterus  remains  in  its  normal  position. 
Where  there  also  exists  a  marked  cystocele  anterior 
colporrhaphy  should  be  done.  The  vaginal  portion 
of  the  septum  should  be  cut  through  in  a  vertical 
line,  with  a  curved  line  at  its  upper  end  around  the 
anterior  surface  of  the  cervix.  The  bladder  is 
separated  from  the  cervix  and  anterior  surface  of 
each  broad  ligament  (Gofife).  The  bladder  is 
folded  up  or  sutured  to  the  anterior  wall  of  the 
uterus  at  a  higher  level,  after  which  the  redundant 
vaginal  wall  is  cut  away  from  either  side,  and  the 
flaps  are  united  with  transverse  sutures.  In  such 
cases,  following  the  climacteric,  or  when  it  is  ad- 
visable to  render  the  patient  sterile,  the  uterus 
may  be  interposed  after  the  method  of  Watkins, 
Schauta,  or  Wertheim.  A  small  uterus  insures 
better  success  with  the  interposition  operation. 
Where  the  uterus  is  large  and  heavy,  Pfannensteil 
advises  amputation  of  the  fundus  after  it  has  been 
interposed  and  the  peritoneum  sutured  to  the 
posterior  surface  of  the  cervix.  This  procedure 
should  be  supplemented  by  the  rectovaginal  inter- 
position of  the  united  levator  ani  muscles  to  pre- 
vent subsequent  protrusion  of  the  uterus  and  bladder. 

Occasionally  the  muscles  of  the  pelvic  floor  are 
atrophied  and  are  inadequate  for  proper  support. 
In  such  instances  the  author  recommends  the  pro- 
cedure of  Halban  and  Tandler,  which  consists  in 
utilizing,  besides  the  deep  fascia,  flaps  of  the  gluteus 
maximi  muscles  to  strengthen  the  pelvic-floor  sup- 
ports. 

There  are  cases,  the  author  states,  in  which  the 
retention  of  the  uterus  is  both  unwise  and  ineffectual 
and  vaginal  hysterectomy  should  be  done. 

To  prevent  the  subsequent  occurrence  of  a  hernia 
through  the  vagina,  the  broad  ligaments  are  brought 
together  in  the  midline,  well  under  the  denuded 
bladder,  and  sutured,  and  the  vaginal  mucous  mem- 
brane is  brought  together.  A  careful  perineor- 
rhaphy should  supplement  such  a  procedure. 

Harvey  B.  Matthews. 

Stnead,  L.  F. :  The  Transposition  of  the  Bladder 
and  Uterus  for  the  Cure  of  Cystocele  and 
Descensus  Uteri.  Tr.  Am.  Ass.  Obst.  6°  Gynec, 
Pittsburgh,  1915,  Sept. 

The  operation  of  transposition  of  the  bladder  and 
uterus  is  associated  with  the  names  of  Diihrssen, 


Walkins,  Schauta,  Freund,  Mackenrodt,  and 
Wertheim.  It  is  an  operation  for  the  cure  of  cysto- 
cele and  prolajjsc  which  originated  from  the  opera- 
tion of  vaginal  fixation. 

Vaginal  fixation  was  first  done  in  1892  for  the  cure 
of  retroposition.  The  early  operations  were  rather 
blind  and  insecure  but  later  the  fixation  was  very 
firm  and  resulted  in  dystocia.  To  avoid  this  dysto- 
cia the  operations  of  vesicofixation  and  vaginal 
shortening  and  vaginal  fixation  of  the  round  and 
uterosacral  ligaments  were  devised.  The  broad 
ligaments,  too,  were  sutured  in  front  of  the  uterus, 
and  even  ventrofixation  was  done  per  vaginum. 

Diihrssen  did  the  first  transposition  operation  in 
1894,  but  the  technique  as  used  today  was  brought 
out  by  Watkins,  Wertheim,  Schauta,  and  Stone 
in  1899. 

The  transposition  operation  is  intended  for  use  in 
sterile  women.  It  is  contra-indicated  in  complete 
prolapse,  especially  with  atrophy,  and  is  applicable 
in  a  smaller  number  of  cases  than  vaginal  hysterec- 
tomy. It  is  a  simple,  safe,  and  effective  operation 
in  selected  cases. 

Bladder  symptoms  are  troublesome  unless  the 
operation  is  properly  done  and  the  after-care  at- 
tended to. 

The  shortening  of  the  uterosacral  ligaments 
should  be  an  important  feature  of  the  operation. 

The  principle  of  transposition  is  used  in  several 
modern  operations  including  vaginal  hysterectomy. 

Madill,  D.  G.:  The  Alexander-Adams  Operation 
and  Its  Results.  /.  Obst.  &*  Gynac.  Brit.  Emp., 
191S,  xxvii,  49. 

The  author  regards  the  Alexander-Adams  method 
of  shortening  the  round  ligaments  as  one  of  the 
simplest  and  most  effective  in  surgery.  He  applies 
the  procedure  to  every  case  of  simple  mobile  re- 
troversion of  the  uterus  in  the  child-bearing  period 
which  is  giving  rise  to  symptoms.  This  would 
exclude  that  type  of  case,  mainly  congenital,  in 
which  there  are  symptoms,  and  where  it  might  be 
said  that  such  is  the  normal  position  of  the  uterus 
for  that  particular  individual. 

All  cases  where  infections  and  adhesions  are 
present  are  also  excluded,  as  is  a  third  class  of  re- 
troversions, mobile  and  otherwise,  where  the  chief 
complaint  is  sterility.  A  fourth  type  is  the  old  or 
emaciated  patient,  in  whom  the  ligaments  are  so 
thin  and  weak  as  to  be  ineffective. 

Of  200  patients  operated  upon  by  this  method  in 
the  Rotunda  Hospital,  there  has  been  but  one  death, 
and  that  from  causes  unconnected  with  the  opera- 
tion. In  late  reports  which  Madill  received  from 
47  patients  out  of  80  communicated  with,  28  out  of 
32,  or  87  per  cent,  reported  normal  menstrual 
periods;  16,  nearly  50  per  cent,  reported  that  they 
were  free  from  vaginal  discharge;  14  were  improved; 
no  change  in  2. 

Menstrual  pain  had  been  a  symptom  in  20  pa- 
tients. Four  still  have  some  pain;  one  was  not 
improved;  the  rest  reported  very  favorably. 
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Ninety  per  cent  of  the  patients  had  suffered  from 
intermenstrual  pain.  Of  these  26  out  of  34,  over 
75  per  cent,  were  relieved  of  this  symptom.  There 
were  no  marked  changes  in  the  symptom  of  consti- 
pation. 

Ninety-six  per  cent  of  the  patients  reported 
definite  improvement  in  general  health. 

Of  the  47  replying,  18  had  become  pregnant  and 
had  been  delivered  of  healthy  children  at  term.  Of 
7  examined  after  confinement  the  uterus  was  in 
good  position  in  6  and  partially  retroverted  in  one. 
In  but  2  patients  who  did  not  become  pregnant  was 
retroversion  found  to  have  recurred. 

Carey  Culbertson. 

Ginn,  C. :    Uterus  Unicornis.     Am.  J.  Surg.,  1915, 
xxix,  301. 

While  operating  upon  a  15-year-old  patient  for 
removal  of  a  left-sided  ovarian  cyst,  Ginn  discovered 
the  following  anomalies: 

On  the  left  side  only  a  rudimentary  broad  liga- 
ment was  found  and  the  fallopian  tube  was  entirely 
lacking.  The  round  ligament  was  normal.  On  the 
right  side  no  trace  of  ovary,  tube,  broad  or  round 
ligaments  was  discovered.  The  uterus  was  normal 
in  size  but  merged  into  a  small  egg-shaped  cystic 
swelling  at  the  cervical  junction.  After  the  abdo- 
men was  closed,  a  complete  atresia  of  the  vagina 
was  found,  which  the  author  says  is  frequently 
associated  with  uterus  unicornis.  This  deformity 
necessitated  a  second  laparotomy,  and  the  uterus 
was  then  drained  of  300  ccm.  of  tarry  blood,  and  a 
second  hysterectomy  performed.  Only  the  left 
ovarian  and  uterine  arteries  were  encountered  and  the 
latter  sprang  from  the  external  iliac  and  entered  the 
uterus  on  the  anterior  surface  at  about  the  median 
line.  Hysterectomy  should  be  performed  for  the 
relief  of  haematometra  uterus  unicornis  associated 
with  atresia  vaginalis.  W.  H.  Gary. 

McEwan,  J.  S.:   Uterus  Duplex;  Report  of  a  Case. 

/.  Fla.  M.  Ass.,  1915,  ii,  45. 

McEwan  reports  a  case  of  double  uterus  in  a 
woman  24  years  old  who  had  had  three  miscarriages 
within  three  years.  Following  the  last  miscarriage 
she  was  curetted  and  had  a  trachelorrhaphy  done 
upon  her  cervix;  all  of  which  was  done  for  irregular 
menstruation  with  more  or  less  persistent  metror- 
rhagia. Six  weeks  following  this  operation,  the 
author,  upon  examination,  found  a  double  cervix 
bleeding  from  one  side,  the  other  side  showing  the 
earmarks  of  an  old  trachelorrhaphy.  There  were 
two  distinct  pelvic  tumors,  one  to  the  left  and  one 
to  the  right  of  the  median  line.  The  diagnosis  was 
uterus  duplex. 

Curettage  of  the  bleeding  from  the  left  uterus 
showed  an  incomplete  abortion.  The  abdomen  was 
opened  and  the  right  uterus  removed;  its  tube  and 
the  round  and  broad  ligaments  were  attached  to  the 
left  uterus.  This  left  the  left  uterus  nearly  in  the 
midline  and  in  very  good  position.  Both  ovaries 
were  left  in  situ.  Harvey  B.  Matthews. 


ADNEXAL  AND  PERIUTERINE  CONDITIONS 

Wiener,  S. :  A  Study  of  the  Complications  of  Ovarian 
Tumors.     Am.  J.  Obsl.,  N.  Y.,  1915,  Ixxii,  209. 

This  study  is  based  on  240  consecutive  operations 
for  ovarian  tumor  performed  at  the  Mount  Sinai 
Hospital;  as  there  were  bilateral  tumors  in  29  cases, 
there  were  269  tumors  in  all. 

Torsion  was  by  far  the  most  frequent  complica- 
tion. In  the  series  it  was  encountered  :i^  times,  or 
1 2.26  per  cent.  As  to  the  variety  of  the  tumors  there 
were  16  cystadenomata,  10  dermoids,  3  papillary 
cystadenomata,  2  multilocular  pseudo-mucinous 
cystadenomata,  i  fibromata,  and  i  fibroma-sarcoma. 

There  were  5  cases  of  rupture  of  the  cyst  wall  in 
the  series:  2  serous  cystadenomata,  2  {pseudomu- 
cinous cystadenomata,  and  i  corpus  luteum  cyst. 
In  none  of  these  was  there  any  distinct  history  of 
trauma  as  an  etiological  factor. 

There  were  6  cases  of  infected  cysts,  2.23  per  cent. 
There  was  one  case  of  streptococcus  infection,  one 
mixed  infection  of  streptococcus  pyogenes  and 
staphylococcus  albus,  one  case  of  typhoid  infection; 
in  one  case  the  culture  showed  no  growth,  and  in 
two  cases  the  organisms  were  unidentified.  Many 
authors  lay  stress  on  the  fact  that  the  majority  of 
the  infections  occur  in  dermoids.  In  this  series 
there  were  two  dermoids,  two  serous  cystadenomata, 
one  corpus  luteum  cyst,  and  one  multilocular 
pseudomucinous  cyst. 

There  were  5  cases  of  malignant  degeneration  of 
benign  growths;  three  times  there  were  squamous- 
celled  carcinomata  developing  in  dermoid  cysts; 
once  a  papillary  adenocarcinoma  developing  in  a 
serous  cystadenoma;  and  once  an  adenocarcinoma 
developing  in  a  pseudomucinous  cystadenoma. 

There  were  1 1  operations  for  ovarian  tumor  com- 
plicated by  pregnancy.  Only  two  of  these  were  fol- 
lowed by  miscarriage. 

In  23  cases  there  was  considerable  transudate  in 
the  peritoneal  cavity.  Eleven  times  ascites  (mostly 
blood  tinged)  was  found  with  carcinomata,  once 
with  an  uncomplicated  papillary  cystadenomata;  five 
times  with  tumors  with  a  twisted  pedicle  (one  fibro- 
sarcoma, two  papillary  cystadenomata,  one  simple 
cystadenomata,  one  multilocular,  pseudomucinous 
cystadenomata) ;  once  with  an  infected  dermoid  cyst ; 
and  three  times  with  simple  uncomplicated  fibro- 
mata. It  has  long  been  known  that  ascites  occurs 
very  frequently  with  uncomplicated  ovarian  fibroids, 
and  in  this  series  it  was  present  in  three  out  of  four. 

Miscellaneous  complications  w'ere: 

Uterine  fibroids 4  cases 

Chronic  metritus  or  "fibrosis  uteri" 3  cases 

Retroflexion 2  cases 

Hydrosalpinx 5  cases 

Gonorrhoeal  salpingitis  (chronic) 4  cases 

Pyosalpinx 2  cases 

Incomplete  abortion i  case 

Ectopic  gestation 2  cases 

In  this  series  of  cases  there  were  only  three  deaths. 

C.  H.  Davis. 
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Parsonnet,  V.:  Early  Cystic  Degeneration  of  the 
Ovary.    /.  M.  Soc.  N.  J.,  1915,  xii,  379. 

The  author  calls  attention  to  the  fad  that  the 
ovary  is  normally  subject  lo  a  great  deal  of  trauma 
in  the  process  of  ovulation,  and  it  can  reasonably 
be  expected  to  be  often  abnormally  scarred  and 
cystic.  He  suggests  that  many  cases  of  hysteria, 
etc.,  may  be  due  to  nothing  more  than  abnormally 
functionating  polycystic  ovaries,  these  cases  often 
being  completely  relieved  by  the  removal  of  most 
of  the  ovarian  tissue.  C.  D.  Holmes. 

Grant,  H.  H. :  Congenital  Absence  of  Left  Ovary  and 
Fallopian  Tube.     Am.  J.  Surg.,  1915,  xxix,  307. 

The  author  gives  an  extensive  review  of  the  lit- 
erature on  this  subject  and  reports  a  case. 

An  exploratory  laparotomy  was  performed  on  a 
woman  twenty-four  years  old,  who  had  menstruated 
normally  since  she  was  fourteen;  she  was  the  mother 
of  one  child  and  had  had  no  other  operations.  She 
presented  decided  indications  of  right  tubal  disease 
or  of  appendicitis.  Examination  disclosed  a  chronic 
appendicitis  and  a  cystic  right  ovary  three  times 
its  normal  size.  After  carefully  examining  the  left 
side,  a  stump  of  a  tube  an  inch  and  a  half  long  with 
no  vestige  of  an  ovary  was  found.  The  outer  ex- 
tremity of  the  tubal  stump  was  closed  in  an  oblique 
manner.  The  corresponding  uterine  cornu  was  nor- 
mal, as  was  also  the  remains  of  the  tube  which  had 
the  usual  attachments  to  the  broad  ligament.  The 
appendix  and  two-thirds  of  the  right  ovary  were 
removed.  The  patient  made  an  uneventful  recovery 
and  has  remained  perfectly  well  since. 

C.  D.  Holmes. 

Heineck,  A.  P. :  Study  of  Hernias  of  the  Ovary,  of 
the  Fallopian  Tube,  and  of  the  Ovary  and 
Fallopian  Tube.  Ellingwood's  Therap.,  Chicago, 
1915,  ix,  267. 

The  author  formulates  some  conclusions  based 
upon  a  study  of  the  literature  of  this  subject  as  well 
as  upon  his  own  personal  experience  concerning  that 
type  of  external  hernia  in  which  the  hernial  sac 
contains  some  part  or  parts  of  the  female  internal 
genitalia,  with  or  without  some  other  abdominal 
viscus  or  viscera. 

1.  The  fallopian  tube,  the  ovary,  or  both  may  be 
partly  or  completely  herniated. 

2.  The  sac  may  contain  only  the  above  structures 
or  in  addition  the  appendix,  Meckel's  diverticulum, 
omentum,  urinary  bladder,  a  loop  of  either  large  or 
small  intestine,  and  a  rudimentary  or  fully  developed 
uterus. 

3.  These  hernias  may  be  congenital  or  acquired, 
may  be  alone  or  may  exist  with  other  types  of  hernias. 

4.  They  may  rather  rarely  coexist  with  under- 
development, absence,  or  some  other  pathological 
condition  of  the  genitalia  or  other  abdominal  viscera. 

5.  No  age,  race,  or  social  condition  is  immune 
from  this  condition. 

6.  This  condition  may  be  bilateral  or  not,  re- 
ducible or  irreducible,   strangulated,  etc.,   and  it 


docs  not  necessarily  interfere  with  gestation  and 
parturition. 

7.  The  etiology  of  hernias  of  the  uterine  ap- 
pendages is  that  of  hernias  in  general. 

8.  Truss  treatment  is  unsatisfactory. 

9.  After  the  second  year  of  life  spontaneous  cure 
of  this  condition  is  rare. 

10.  At  operation  the  herniated  organs  should  be 
removed  if  they  are  pathological.      C,  D.  Holmes, 

Jong,  L.  de:   Tuberculosis  of  the  Adnexa  (Tuber- 

culose  anncxielle).     Rev.  de  la  tuberculosc,  1915,  xi, 
328. 

De  Jong  discusses  the  frequency,  the  pathological 
anatomy,  and  the  symptomatology  of  tuberculosis 
of  the  adnexa.  The  difficulty  in  diagnosis  lies  in 
distinguishing  it  from  ordinary  inflammation  of  the 
adnexa.  None  of  the  classical  signs  given  for  dis- 
tinguishing it,  such  as  slow  evolution,  fever,  and 
the  fact  that  it  is  bilateral,  is  of  any  real  value.  The 
general  condition  may  be  bad,  but  in  some  cases  it  is 
good.  The  patient's  family  history  should  be 
studied  and  a  physical  examination  made  for  tuber- 
culous foci  elsewhere  in  the  body.  When  in- 
flammation of  the  adnexa  develops  in  a  virgin,  if 
there  is  no  gonorrhoea  or  puerperal  infection  to 
account  for  it,  tuberculosis  should  be  suspected. 

A  repetition  of  attacks  of  pelvic  peritonitis  at 
variable  intervals  is  a  good  sign  of  the  tuberculous 
nature  of  the  disease.  The  most  frequent  error  is  to 
diagnose  a  cold  abscess  of  the  tube  as  an  ovarian  cyst ; 
but  tuberculous  salpingitis  is  generally  bilateral, 
and  its  form  is  not  so  spherical.  In  extra-uterine 
pregnancy  the  uterus  is  hypertrophied,  but  in 
some  cases  the  differential  diagnosis  is  difhcult. 
Tuberculous  salpingitis  is  accompanied  by  fever, 
but  haematocele  may  be  also. 

The  prognosis  is  bad  if  untreated;  the  patients 
succumb  to  pulmonary  or  peritoneal  tuberculosis, 
often  after  a  long  period  of  cachexia,  if  intestinal 
occlusion  does  not  cause  sudden  death.  Medical 
treatment  alone  is  generally  ineffectual,  but  Ollivier 
reports  73  recoveries  in  80  cases  treated  surgically. 
Operation  is  not  contra-indicated  by  another  tuber- 
culous focus,  for  sometimes  the  removal  of  the  prin- 
cipal seat  of  the  disease  causes  improvement  in  a 
pulmonary  lesion,  for  instance.  But  operation 
should  not  be  performed  if  there  is  an  advanced 
pulmonary  lesion  or  pleurisy.  Acute  peritoneal 
symptoms  are  also  a  contra-indication.  Total 
hysterectomy  is  the  operation  of  choice  in  the 
majority  of  cases.  There  are  three  types  of  con- 
servative operation:  unilateral  castration,  double 
salpingectomy  with  preservation  of  one  or  both 
ovaries,  and  double  removal  of  the  adnexa  with 
preservation  of  the  uterus;  but  these  should  be 
reserved  for  torpid  forms  of  tuberculosis,  such  as 
cold  abscess  of  the  tubes  and  tuberculous  hydro- 
salpinx; in  other  cases  conservative  treatment  is 
dangerous  and  has  no  advantages.  Tubercular 
vaccines  and  heliotherapy  have  been  recommended 
by  various  authors.  A.  Goss. 
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Goldstine,  M.  T. :  Observations  on  the  Operative 
Treatment  of  Salpingitis.  Surg.,  Cynec.  & 
ObsL,  1915,  xxi,  239. 

The  author's  report  comprises  the  operative  treat- 
ment in  a  series  of  328  cases.  The  etiological  factor 
in  107  cases  was  the  gonococcus,  the  puerperal 
origin  in  45,  other  infective  organisms  in  the  re- 
maining cases. 

Pathologically  the  series  is  classified  as  follows: 
(i)  chronic  inflammation  of  the  tubes  and  ovaries 
without  pus  formation;  (2)  cases  of  hydrosalpinx; 
(3)  cases  in  which  the  tubes  are  bulbous;  (4)  pyosal- 
pinx;  (5)  typical  tubo-ovarian  abscess. 

Much  stress  is  placed  upon  the  part  played  by 
adhesions  to  contiguous  structures  and  the  methods 
of  dealing  with  them  at  the  beginning  of  the  opera- 
tion. 

From  the  operative  standpoint  the  series  is  divided 
into  two  groups:  (i)  161  in  which  the  operation  was 
a  panhysterectomy  or  supravaginal  amputation 
of  the  fundus;  the  remaining  cases,  167  in  all,  com- 
prising those  in  which  various  operations  were 
performed  other  than  a  complete  extirpation  of  the 
procreative  organs. 

The  author  emphasizes  the  inadvisability  of  re- 
moving a  single  tube  or  ovary  where  undoubtedly 
the  pathology  is  bilateral  and  would  ultimately  lead 
to  a  second  laparotomy. 

In  the  operative  procedure  the  author  emphasizes 
the  importance  of  an  abdominal  incision  extending 
down  to  the  pubic  bone,  the  breaking  up  of  all  ad- 
hesions, and  the  walling  off  of  the  loose  intestines  by 
means  of  a  five-yard  roll  of  gauze,  and  bringing  the 
uterus  and  appendages  as  far  as  possible  outside 
the  abdomen.  With  one  double  strand  of  No.  i 
catgut,  about  30  inches  in  length,  the  entire  process 
of  ligation  and  the  covering  up  of  the  raw  surfaces 
is  accomplished,  using  the  so-called  modified  figure- 
of-eight  suture.  In  the  entire  operation  only  two 
knots  are  tied,  one  after  the  broad  ligaments  are 
ligated  and  the  other  at  the  termination  of  the 
covering-up  process. 

Where  drainage  is  necessary  it  is  established  by 
packing  the  cul-de-sac  with  a  strip  of  gauze  which 
is  brought  out  through  the  vagina  by  incising  the 
cul-de-sac  from  below,  after  the  abdomen  is  closed. 
In  tubercular  salpingitis,  the  operative  results  have 
been  so  disappointing  that  the  author  advises 
against  operation.  The  mortality  in  the  author's 
series  was  less  than  one  per  cent,  death  in  these 
cases  being  due  to  peritonitis. 

Pinkham,  E.  W.:    Pelvic  Varicocele.     Am.  J.Obst., 
N.  Y.,  1915,  Ixxii,  244. 

The  author  finds  that  the  chief  symptom  com- 
plained of  by  many  women  seeking  advice  for  so- 
called  female  trouble  is  a  persistent,  dull,  aching  pain 
in  the  left  iliac  region.  This  pain,  which  is  at  times 
barely  noticeable,  at  other  times  very  severe,  is  in 
many  instances  relieved  by  the  recumbent  position, 
is  aggravated  by  standing  or  walking,  and  is  usually 
worse  during  the  menstrual  period.     This  symptom 


is  frequently  unassociated  with  palpable  intrapelvic 
lesions,  yet  sometimes  is  associated  with  a  slightly 
enlarged  ovary  or  a  retrodisplaced  uterus.  That 
there  is  always  a  good  reason  for  physical  suflering, 
is  a  fact  too  often  overlooked.  The  author  be- 
lieves that  in  many  cases  these  symptoms  are  due 
to  varicocele.  He  believes  it  is  a  mistake  to  remove 
or  resect  an  ovary,  even  though  it  is  a  little  enlarged 
or  cystic,  if  there  is  a  varicocele  present,  since  the 
varicocele  is  probably  the  cause  of  the  symptoms. 
He  gives  a  brief  review  of  the  literature  and  reports 
6  cases  of  varicocele  he  has  operated  upon. 

C.  H.  Davis. 

EXTERNAL  GENITALIA 

Wade,  H.  A.:  A  Method  of  Repair  of  the  Posterior 
Wall  of  the  Vagina.  Long  Island  M.  J.,  1915,  ix, 
333- 

The  method  of  repair  of  the  posterior  vaginal 
wall  of  the  vagina  as  used  by  the  author  has  been 
done  325  times  during  the  past  three  years.  Briefly, 
this  method  is  as  follows: 

The  mucous  membrane  lining  the  p>osterior  wall 
of  the  vagina  is  dissected  free  from  the  rectum  and 
the  underlying  muscles.  The  torn  or  relaxed  mus- 
cles and  fascia  are  brought  together  with  a  contin- 
uous No.  2  chromic  catgut  suture,  after  which  the 
mucous  membrane  flap  is  stitched  back  into  place 
over  the  repaired  muscle  and  fascia.  All  sutures  are 
buried.  After  this  procedure  has  been  completed 
the  skin  is  dissected  free  from  the  superficial  fascia 
for  a  distance  of  one-eighth  of  an  inch  and  the  wound 
sealed  with  from  four  to  six  Mitchelin  clips,  the 
sharp  points  of  which  have  been  blunted  by  remov- 
ing the  tips  with  a  pair  of  scissors.  No  vulva  pads 
are  used. 

Other  important  points  emphasized  by  the  author 
are: 

1.  The  field  of  operation,  both  internally  and 
externally,  is  painted  with  a  50  per  cent  solution  of 
the  tincture  of  iodine  in  alcohol. 

2.  The  interior  of  the  uterus  is  not  curetted, 
but  is  invariably  swabbed  out  with  iodine  (io- 
dinized) . 

3.  If  the  cervix  is  very  large,  the  excessive  por- 
tion is  removed.  High  amputation  is  rarely,  if 
ever,  done. 

4.  Fresh  tears  of  the  vagina  are  repaired,  pref- 
erably on  the  third  day  after  labor. 

5.  Old  tears  of  the  posterior  vaginal  wall  may 
be  repaired  by  this  method  after  labor  at  term  or 
after  miscarriage  or  abortion. 

Har\'ey  B.  Matthews. 

MISCELLANEOUS 

Rapin,  O.  J.:  Preparation  for  Gynecological  Op- 
erations (De  rutilite  des  soins  preoperatoires  en 
gyn6cologie).  Rev.  med.  de  la  Suisse  Rom.,  1915, 
XXXV,  389. 

The  method  of  preparation  for  a  gynecological 
operation  plays  an  important  part  in  the  results  of 
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the  operation.  Neglect  in  apparently  minor  points 
may  seriously  interfere  with  the  success  of  the 
intervention.  A  careful  physical  examination  may 
save  the  surgeon  disagreeable  surprises  later.  An 
effort  should  be  made  to  have  the  condition  of  the 
gastro-intestinal  tract  as  physiological  as  possible. 
This  is  not  accomplished  by  giving  drastic  purgatives 
just  before  the  operation,  as  this  causes  a  tendency 
to  intestinal  paralysis  after  operation.  The  best 
way  is  to  give  mild  purgatives  several  days  before 
the  operation,  thus  giving  the  intestine  time  to 
regain  its  normal  activity  before  operation.  After 
the  purgation  only  light  and  easily  digestible  foods 
are  given  —  carbohydrates,  fats,  fruits,  and  only  a 
little  albumin,  and  the  evening  before  the  operation 
only  liquid  is  given.  These  precautions  are  par- 
ticularly important  in  obese  patients. 

Careful  examination  of  the  kidneys  should  be 
made,  not  only  for  sugar,  albumin,  and  casts,  but  for 
permeability  by  methylene  blue.  In  normal  cases 
the  urine  is  green  20  minutes  after  the  ingestion  of 
methylene  blue;  if  there  is  any  delay  it  should  serve 
as  a  warning.  To  avoid  the  necessity  for  catheteri- 
zation after  the  operation,  the  patient  is  taught  to 
urinate  while  lying  down  when  she  enters  the 
hospital. 

The  haemoglobin  content  of  the  blood  should 
always  be  tested,  though  a  low  haemoglobin  is  not  an 
absolute  contra-indication  to  operation.  The  au- 
thor tells  of  a  case  in  which  he  operated  successfully 
for  myoma  of  the  uterus,  though  the  haemoglobin 
was  only  25  per  cent;  another  patient  had  only  20 
per  cent  haemoglobin,  and  yet  she  recovered  after  a 
radical  Wertheim  operation  for  carcinoma  of  the 
uterus.  Acute  inflamm,ation  of  the  bronchi  or 
lungs  is  an  absolute  contra-indication  to  general 
anaesthesia;  if  it  is  necessary  to  perform  operation 
under  such  conditions  it  should  be  done  under  local 
or  spinal  anaesthesia;  chronic  respiratory  troubles, 
however,  permit  of  general  anaesthesia. 

Rapin  has  discontinued  the  use  of  spinal  an- 
aesthesia, except  in  cases  where  general  anaesthesia 
is  impossible,  and  he  reserves  scopolamine-morphine 
for  obstetrical  cases.  Inhalation  anaesthesia  is 
still  to  be  preferred  in  abdominal  operations  in 
gynecology.  He  gives  0.5  gm.  of  veronal  an  hour 
before  operation  in  nervous  patients.  The  use  of 
opiates  is  not  to  be  recommended,  because  it  favors 
intestinal  paresis  after  the  operation. 

The  author  gives  the  details  of  his  aseptic  and 
antiseptic  practice  and  insists  on  the  importance  of 
having  only  one  assistant  and  one  nurse.  Self- 
holding  retractors  are  used,  which  does  away  with 
the  necessity  for  another  assistant  and  thus  lessens 
the  chances  of  infection.  Rubber  gloves  should  be 
used,  with  cotton  gloves  over  them  to  make  them 
less  slippery.  The  gloves  should  be  put  on  dry  to 
avoid  maceration  of  the  skin  and  the  formation  of  a 
good  culture  medium  for  bacteria.  The  field  of 
operation  is  painted  with  10  per  cent  iodine,  and  the 
patient  is  covered  with  a  sterile  sheet  with  a  hole 
cut  in  it  to  expose  the  field  of  operation.  A.  Goss. 


Hug^iins,  R.  R.:  Anaesthesia  in  Gynecological 
Operations.  Tr.  Am.  Ass.  Obst.  &  Gynec,  Pitts- 
hiir^h,  1915,  Sept. 

'I'he  author  emphasizes  that  gaseous  drugs 
should  be  administered  in  exact  amounts,  and  this 
can  only  be  accomplished  by  a  measuring  instru- 
ment which  indicates  accurately  to  the  anaesthetist 
and  the  operator  the  percentage  of  the  drug  being 
inhaled.  No  anaesthetic  that  will  fill  all  require- 
ments can  be  applied  indiscriminately.  Chloro- 
form is  fairly  safe  in  the  hands  of  a  good  anaesthetist. 
Recent  experiments  by  Levy  and  others  demon- 
strate that  sudden  death  occurs  under  light  chloro- 
form anaesthesia,  due  to  ventricular  fibrillation. 
A  dog  given  chloroform  under  the  dosimetric  system 
and  kept  under  two  hours  had  an  extensive  necrosis 
of  the  liver,  showing  that  the  effect  was  just  the 
same  as  when  administered  by  the  ordinary  drop 
method.  Ether  is  undoubtedly  the  safest  anaes- 
thesia we  have  today,  so  far  as  danger  during  ad- 
ministration is  concerned,  but  those  who  are  un- 
prejudiced must  admit  that  many  deaths  following 
its  use  should  be  charged  to  its  account. 

Local  anaesthesia  is  ideal  when  it  may  be  suc- 
cessfully applied,  and  fortunately  has  a  wide  field. 
Crile  has  demonstrated  the  value  of  nitrous  oxide 
supplemented  by  local  anaesthesia.  The  value  of 
Crile's  theory,  so  far  as  it  goes,  leads  to  the  considera- 
tion of  the  advisability  of  blocking  the  nerves  either 
by  injecting  the  solution  into  the  nerves  where  they 
escape  from  the  spinal  canal  or  in  selected  cases 
by  the  use  of  spinal  or  lumbar  anaesthesia.  It 
seems  reasonable  that  if  the  technique  that  partly 
blocks  the  nerves  is  valuable,  one  that  goes  to  the 
fountain  head,  completely  blocking  the  entire  nerve 
supply,  must  be  more  so.  A  careful  study  of  the  lit- 
erature leads  to  the  conclusion  that  spinal  anaesthesia 
has  passed  through  a  very  stormy  period.  Ex- 
treme enthusiasm  which  led  to  unfortunate  results 
has  given  way  to  a  sane  appreciation  of  its  value 
when  used  with  caution  and  full  knowledge  of  its 
contra -indications.  After  an  experience  with  spinal 
anaesthesia  covering  a  period  of  two  years,  the  author 
is  convinced  that  it  is  of  great  value  and  that  it 
will  eventually  find  a  high  place  among  the  methods 
of  anaesthesia,  particularly  for  surgical  procedures 
in  the  lower  abdomen  and  pelvic  cavity.  The  time 
has  not  come,  however,  when  it  can  be  used  indis- 
criminately and  by  those  who  are  not  familiar 
with  the  contra-indications.  It  is  highly  important 
to  know  when  not  to  use  it. 

Novocaine  has  been  used,  a  ten  per  cent  solution 
being  employed.  Experience  is  necessary  to  ob- 
tain satisfactory  results. 

In  conclusion,  the  author  states  his  belief  that 
spinal  anaesthesia  is  the  best  anaesthetic  known 
today  for  certain  operations  in  the  lower  abdomen; 
that  it  should  be  given  only  after  careful  study  of 
the  patient.  Experience  indicates  that  if  spinal 
anaesthesia  is  not  properly  employed  by  one  pos- 
sessing sufficient  clinical  skill,  it  may  have  a  large 
mortality. 
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There  is  no  form  of  anaesthesia  which  is  altogether 
free  from  danger,  either  immediate  or  remote. 

There  are  well-defined  contra-indications  to  the 
use  of  all  anaesthetics  in  certain  instances  and  it 
would  seem  that  we  have  reached  the  place  where 
the  operator  must  exercise  considerable  judgment 
as  to  which  anaesthetic  shall  be  employed  in  a 
given  case. 

Kehrer,  E. :  Sacral  Anaesthesia,  Especially  in  Gyne- 
cological Operations  (lOrfahrungcn  iibcr  Sakral- 
anasthesie  besonders  bei  gynakologischen  Opera- 
tionen).  Monatschr.  f.  Ccburlsh.  u.  Gyndk.,  1915, 
xlii,  95. 

The  author  reports  his  experience  with  this  meth- 
od of  anaesthesia  in  140  cases  and  gives  two  excellent 
illustrations  of  the  technique.  He  believes  the 
method  is  adapted,  not  only  for  operations  on  the 
vulva,  vagina,  and  perineum,  but  also  for  all  major 
gynecological  operations.  To  be  certain  of  getting 
complete  high  anaesthesia  he  recommends  epidural 
injections  of  much  larger  doses  than  those  recom- 
mended by  Schlimpert.  He  often  gives  60  ccm.  of 
1.5  per  cent  novocaine-sodium-bicarbonate  solu- 
tion, which  contains  o.g  gm.  novocaine.  Schlim- 
pert recommends  as  the  maximum  dose  53.3  ccm.  of 
the  1.5  per  cent  novocaine  solution,  corresponding 
to  0.8  gm.  novocaine,  but  Kehrer  limits  himself  to 
this  amount  only  in  case  of  very  weak  patients. 
By  increasing  the  amount  of  novocaine  solution  to 
this  extent  he  gets' as  good  an  efifect  with  high  ex- 
tradural anaesthesia  as  with  lumbar  anesthesia, 
with  reference  to  painlessness  and  relaxation  of  the 
abdominal  walls. 

Schlimpert  recommends  injection  in  the  incon- 
venient knee-elbow  position,  but  Kehrer  substitutes 
for  this  a  lateral  position  with  the  back  arched  and 
the  legs  drawn  up  against  the  body.  If  the  proper 
technique  is  used  there  are  no  unpleasant  effects. 
The  technique  demands  practice,  however.  Fat 
individuals  should  not  be  given  sacral  anaesthesia. 
The  method  is  not  complicated,  as  has  been  claimed. 
Sacral  anaesthesia  is  not  adapted  for  obstetrical 
operations.  In  delivery  it  overcomes  the  pain,  but 
relaxes  the  abdominal  muscles  so  that  no  pressure 
is  exerted  by  them,  and  thus  delays  delivery. 

Histories  are  given  of  16  abdominal  and  31  vaginal 
total  extirpations,  12  supravaginal  amputations,  50 
operations  of  various  kinds,  mostly  laparotomies, 
15  exploratory  laparotomies,  5  subcutaneous  sym- 


physeotomies, and  I  vaginal  and  i  classical  caesarean 
section.  A.  Goss. 

Funk,  E.  H.,  and  Ellis,  A.  G.:  A  Case  of  Periodic 
Bleeding  from  the  Mouth  (Vicarious  Menstrua- 
tion) Associated  with  Mypoplasia  of  Uterus  and 
Tubes  and  Aplasia  of  Ovaries  and  Mammary 
Glands.  Report  JeJJerson  M.  Coll.  g*  IIosp.,  1Q15, 
vi,  136. 

.'\  case  is  reported  of  a  woman  who  died  at  57 
years  of  age  from  acute  nephritis.  Menses  began 
at  16,  but  were  very  scanty,  and  following  scarlet 
fever  at  18  the  menses  stopped  and  never  reap- 
peared. They  were  replaced  by  periodical  bleeding 
from  the  mouth,  which  occurred  every  twenty-eight 
or  twenty-nine  days  quite  regularly  until  the  forty- 
seventh  year,  when  it  stopped.  The  bleeding  came 
from  the  mouth  unassociated  with  cough  or  epis- 
taxis,  and,  during  the  period  of  its  occurrence, 
blood  was  apparent  for  several  days  on  the  teeth, 
lips,  and  mucous  membrane  of  the  mouth.  The 
patient  was  totally  void  of  sexual  desire. 

At  autopsy  the  uterus  was  found  to  be  infantile. 
The  cornua  were  relatively  large.  There  was  no 
macroscopic  ovarian  tissue  on  either  side,  there 
being  at  the  site  of  each  a  few  small  nodular  masses 
having  the  consistency  of  fibrous  tissue.  Sections 
of  the  tissue  at  the  sites  of  the  ovaries  were  fibro- 
fatty  in  structure.  In  the  right  one  were  areas  of 
fibrous  tissue  that  were  cellular  and  recent  in  forma- 
tion. In  those  from  the  right  side  were  a  few  ir- 
regular spaces  lined  by  low  columnar  epithelium. 
One  of  these  spaces  was  quite  large  and  the  lumen 
was  partly  filled  by  poorly  staining  masses  of  gran- 
ular and  hyaline  debris.  There  was  no  recognizable 
ovarian  tissue  on  either  side. 

The  uterine  wall  was  a  thin  band  of  tissue,  mostly 
fibrous  in  type.  This  for  the  most  part  was  loosely 
arranged  in  the  form  of  narrow  bands  suggestive  of 
the  arrangement  of  muscle-fibers.  In  a  few  of 
these  bands  there  were  faint  yellowish  areas  (van 
Gieson)  with  nuclei  characteristic  of  muscle,  but 
such  areas  were  few  in  number.  The  fibrous  tissue 
was  fairly  cellular.  The  endometrium  was  a  narrow 
cellular  fibrous  zone  with  occasionally  a  tubule  lined 
by  columnar  epithelial  cells.  Only  occasional 
points  showed  superficial  epithelium. 

A  review  of  the  literature  is  given,  followed  by  a 
discussion  of  various  phases  of  vicarious  menstrua- 
tion. Edward  L.  Cornell. 
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PREGNANCY  AND  ITS  COMPLICATIONS 

Macfarlane,  W.  D. :  Extra-uterine  Gestation  with 
Intra-uterine  Pregnancy;  Operation;  Preg- 
nancy Proceeding  to  Term.  Glasgow  M.  J., 
1915,  Ixxxiv,  109. 

Macfarlane  reports  a  second  case  of  extra-uterine 
gestation  complicating  intra-uterine  pregnancy. 

Forty  days  after  her  last  menstruation  the  pa- 
tient was  admitted  to  the  hospital  with  a  tender 
semifluctuant  mass  in  the  pouch  of  Douglas.  The 
cervix  was  soft  and  the  uterus  enlarged.  Ex- 
ploratory laparotomy  revealed  a  large  quantity  of 
blood  in  the  abdomen,  with  an  incomplete  right 
tubal  abortion.  As  both  tubes  and  ovaries  were 
diseased  they  were  removed.  The  pregnancy  was 
undisturbed  and  proceeded  to  term. 

Dan  L.  Borden. 

Snodgrass,  W.  A.:  Ectopic  Gestation.  /.  Ark. 
M.  Soc,  1915,  xii,  65. 

Snodgrass  reports  33  cases  of  ectopic  gestation,  7  of 
which  have  subsequently  passed  through  normal 
labors.  Of  these  7,  i  has  had  three  children,  2  have 
had  two  children,  and  4  have  each  borne  one  normal 
child.  In  the  last  18  cases  of  this  series,  5  were 
diagnosed  and  operated  upon  before  rupture;  16  re- 
covered; 2  died,  one  of  primary  shock  and  the  other 
from  septic  infection. 

The  diagnosis  of  ectopic  gestation  having  been 
made,  the  first  duty  is  to  the  mother,  as  the  prob- 
ability of  saving  the  child  is  so  small  under  the  best 
conditions  that  immediate  operation  should  be  ad- 
vised. 

The  author  has  never  found  in  his  series  a  single 
case  where  the  foetus  would  have  matured  to  be 
removed  by  abdominal  section,  with  a  viable  child 
resulting.  Dan  L.  Borden. 

Seedorf,  M.:  A  Case  of  Ruptured  Ovarian  Preg- 
nancy (Ein  Fall  von  geborstener  Ovarialgraviditat). 
Monatschr.  f.  Geburtsh.  u.Gynak.,  1915,  xlii,  30. 

A  detailed  case  history  is  given  of  a  case  of  rup- 
tured ovarian  pregnancy,  with  a  picture  of  a  sec- 
tion through  the  boundary  between  the  rupture 
and  the  ovary.  It  was  undoubtedly  a  case  that 
had  developed  inside  the  ovary  and,  by  its  rupture, 
necessitated  operation.  As  to  its  causation,  the 
author  assumes  that  the  ovum  was  incompletely 
discharged  from  the  follicle.  It  was  held  back  in 
a  fold  at  the  line  of  rupture  of  the  follicle  and  there 
became  impregnated.  This  is  indicated  by  its 
superficial  position,  and  the  condition  of  the  corpus 
luteum,  which  was  intact  throughout.  If  the  ovum 
had  developed  inside  the  follicle  there  would  have 


been  a  greater  or  less  defect  in  the  corpus  luteum, 
or  possibly  a  capsule  of  lutein  tissue  around  the 
whole  ovum.  After  it  was  fertilized  the  ovum  sank 
into  the  cleft  formed  by  the  ruptured  follicle  and 
gradually  this  developed  into  a  corpus  luteum.  The 
growing  ovum  destroyed  the  superficial  layer  of 
lutein  cells.  There  was  no  actual  formation  of  a 
decidua,  but  a  decidual  reaction  was  unquestion- 
ably demonstrated  in  the  mother  cells  lying  next 
to  the  ovum.  The  author  could  find  no  f(Etus, 
and  its  fate  is  not  known.  A.  Goss. 

Miller,  J.  R. :  The  Relation  of  Albuminuric  Reti- 
nitis to  the  Toxaemias  of  Pregnancy.     Am.  J. 

Obsi.,  N.  Y.,  1915,  Ixxii,  253. 

The  author  discusses  the  relation  of  albuminuric 
retinitis  to  eclampsia  and  nephritic  toxaemia,  with  a 
brief  review  of  the  literature. 

The  symptoms  of  retinitis  are  as  follows:  Frontal 
headache,  malaise,  vomiting,  flashes  of  light  or  black 
specks  before  the  eyes,  a  halo  about  lights,  a  transient 
evening  dimness  of  vision,  which  is  occasionally 
one  of  the  first  symptoms,  and  a  gradual  loss  of 
vision,  even  amounting  to  amaurosis. 

The  diagnosis  is  simple  when  the  patient  is  not 
in  coma  or  having  convulsions;  mydriatics  should 
always  be  used,  and  the  electric  ophthalmoscope  is 
almost  indispensable  for  ward  work. 

From  his  study  and  observation  of  cases  the 
author  believes  that  when  retinitis  is  present  the 
kidney  lesion  is  primary  and  more  or  less  extensive 
in  character;  little  can  be  expected  from  conservative 
treatment ;  and  radical  procedure  is  indicated. 

He  gives  a  brief  report  of  12  cases  seen  in  the 
clinics  at  Vienna  and  Johns  Hopkins,  giving  the 
eye  findings  and  the  autopsy  records  of  5  cases. 

In  conclusion  he  says  that  it  has  been  his  experi- 
ence that  albuminuric  retinitis  of  pregnancy  aff'ords 
evidence  strongly  indicative  of  primary  nephritis, 
though  it  is  not  always  present  in  cases  of  nephritic 
toxaemia. 

The  retinoscopic  examination,  when  positive, 
makes  possible  the  making  of  an  early  diagnosis 
of  the  underlying  kidney  condition,  which  at  the 
present  time  is  sometimes  impossible  without 
autopsy  findings  or  extended  observations. 

With  this  in  view  a  more  accurate  prognosis  can 
be  made  with  regard  to  convalescence  and  future 
pregnancies.  C.  H.  Davis. 

Brown,   W.   M.:    Eclampsia  and   Its  Treatment. 

Tr.  Am.  Ass.  Obst.  b'Gynec.,  Pittsburgh,  191 5,  Sept. 

This  subject  has  in  the  past  been  warmly  dis- 
cussed, but  for  the  most  part  from  only  two  points 
of  view.     Peterson,  Halbertsma,  and  Bumm  have 
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advocated  the  surgical  method,  especially  the  use 
of  vaginal  ca;sarean  section,  teaching  that  a  woman 
in  antepartum  eclampsia  should  be  delivered  im- 
mediately after  the  first  convulsion.  Zinke,  on 
the  other  hand,  agreeing  with  StroganofT  and 
others,  has  offered  strong  arguments  for  the  medical, 
or  expectant,  manner  of  treatment.  The  statistics 
prepared  by  Peterson  and  Zinke,  in  support  of 
their  positions,  prove  inconclusive.  The  author  be- 
lieves, therefore,  that  it  is  the  all-important  middle 
ground,  untouched  in  such  a  discussion  between 
radicals,  that  must  be  turned  to  for  light  upon  the 
subject.  The  really  great  question  seems  to  be: 
How  can  the  principles  of  rational  therapeutics, 
which  must  embrace  the  prophylactic,  the  curative, 
and  the  restorative,  be  best  applied  to  the  treat- 
ment of  puerperal  eclampsia?  The  answer  cannot 
be  unequivocal,  but,  even  with  our  present  in- 
adequate knowledge  of  the  pathology  and  symp- 
toms of  this  condition,  it  is  evident  that  some  of  our 
earlier  ideas  must  be  changed,  and,  in  many  ways, 
our  method  of  attack  modified,  for  example,  in  the 
use  of  chloroform. 

Specific  preventive  measures  cannot  be  used, 
because  the  particular  toxin  which  causes  this  con- 
dition is  unknown.  Generally  speaking,  prophy- 
laxis consists  in  maintaining  all  physiological  func- 
tions at  their  highest  point  of  efficiency,  with  special 
attention  to  digestion  and  elimination.  Muscular 
exercise  should  also  be  supervised,  for  muscular 
action  gives  rise  to  fatigue  toxin,  which,  in  suflTicient 
amount,  will  produce  more  or  less  severe  reactions. 

It  is  impossible  to  formulate  a  set  of  rules  for  the 
treatment  of  active  eclampsia.  In  general,  two 
things  are  known:  (i)  the  patient  is  suffering  from 
a  poisoned  blood  stream.  (2)  the  poison,  character 
unknown,  is  associated  with  the  pregnant  condition 
and  arises  from  it. 

The  two  aims,  thus  indicated,  for  the  treatment 
are:  (i)  removal  of  the  cause,  and  (2)  neutraliza- 
tion of  the  toxin  and  its  effects. 

The  evacuation  of  the  uterus  is  a  measure  which 
must  be  used  with  great  caution,  and  never  before 
the  patient  has  had  the  benefit  of  careful  preliminary 
treatment.  Too  much  emphasis  cannot  be  laid 
on  the  importance  of  prenatal  supervision.  As 
far  as  the  safety  of  the  child  is  concerned,  and  this 
should  certainly  be  considered,  it  is  difficult  to 
decide  whether  the  danger  of  intra-uterine  asphyxia 
offsets  the  dangers  in  an  operative  delivery. 

The  first  and  most  serious  effort  should  be  to 
eliminate  as  much  toxin  as  possible  from  the  circu- 
lation. This  is  done  by  thorough  cleansing  of  the 
circulation  by  catharsis,  hot  packs,  colon  irriga- 
tions, or  by  bleedings  as  long  as  a  proper  circula- 
tory volume  is  maintained. 

Attention  is  here  called  to  work  done  by  Graham 
of  Chicago  with  the  agent  which  causes  the  focal 
necrosis  and  haemorrhage  in  the  liver.  He  has 
shown  that  various  toxic  agents,  such  as  chloroform, 
iodoform,  and  bromoform,  in  the  process  of  dis- 
sociation,  produce   a   corresponding   halogen   acid 


which  in  turn  causes  the  liver  change  found  in 
puerperal  and  other  eclampsias.  In  further  tests 
he  has  been  able  to  control  or  inhibit  the  changes 
in  the  liver  by  the  use  of  sodium  bicarbonate  in 
salt  solution.  This  is  suggestive  of  the  success 
that  may  attend  the  intravenous  use  of  Fischer's 
solution  in  these  masses,  and  also  suggests  an 
answer  to  the  questions  asked  by  the  obstetrician: 
Is  the  cellular  lysis  in  the  liver  the  final  expression 
of  one  agent?  Is  it  caused  by  a  number  of  different 
ones?  Do  these  various  agents,  whatever  their 
origin,  fuse  to  a  single  substance  in  their  breakdown 
which  becomes  the  direct  agent  of  destruction? 
Do  these  several  toxins  have  a  similar  action  which 
finally  results  in  the  liver  changes?  There  is  great 
need  for  the  continued  observation  of  these  cases 
after  they  have  recovered  from  acute  illness.  It 
has  been  found  that  most  of  them  have  a  pronounced 
haemolysis  and  a  rather  persistent  anaemia,  with 
some  renal  disturbance,  and  should  be  kept  under 
surveillance  for  some  months. 

Parke,  W.  E. :  The  Caesarean  Operation;  Its  Wider 
Application.     Am.  J.  Obst.,  X.  Y.,  1915,  Ixxii,  281. 

The  author  traces  in  a  general  way  the  develop- 
ment of  the  caesarean  operation  from  one  so  danger- 
ous that  it  was  rarely  performed  on  the  live  woman 
because  of  its  tremendous  mortality,  to  its  present 
relative  safety  and  frequent  usage.  The  author  re- 
ports 9  cases  he  has  operated  upon  during  the  past 
year: 

1.  Flat  pelvis;  section,  resulting  in  a  live  baby 
and  the  recovery  of  the  mother. 

2.  Nephritis  with  marked  oedema  and  cough; 
section,  resulted  in  a  live  baby  and  the  recovery 
of  the  mother. 

3.  Eclampsia;  section,  resulting  in  a  stillborn 
baby  and  the  recovery  of  the  mother. 

4.  Eclampsia;  section,  resulting  in  a  live  baby 
and  the  recovery  of  the  mother. 

5.  Nephritis,  cardiac  dilatation,  and  oedema  of 
the  lungs;  section,  followed  by  the  death  of  the 
mother  and  baby. 

6.  Placenta  prasvia;  section,  foUow^ed  by  recovery 
of  the  mother  and  the  death  of  the  baby. 

7.  Contracted  pelvis;  section,  resulting  in  recovery 
of  the  mother  and  death  of  the  baby. 

8.  Contracted  pelvis;  section,  resulting  in  a  live 
baby  and  the  recovery  of  the  mother. 

9.  Flat  and  contracted  pelvis ;  section,  resulting  in 
a  live  baby  and  the  recovery  of  the  mother. 

In  conclusion  he  adds:  "Whether  the  morbidity 
and  mortality  following  this  radical  method  of  deal- 
ing with  these  cases  is  justified,  only  the  accumulated 
experience  of  a  large  number  of  operations  and  dif- 
ferent operators  will  show,  and  tow-ard  that  end 
this  report  is  a  humble  contribution."    C.  H.  Davis. 

Kivlin,  C.  F. :   Caesarean  Section.     Med.  Rec,  1915, 
Lxxxviii,  358. 

The  author  uses  the  lower  route  for  caesarean  sec- 
tion; that  is,  an  incision  is  made  betw-een  the  um- 
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bilicus  and  ihc  puDcs.  All  that  is  necessary  and 
essential  should  be  attended  to  so  that  the  abdominal 
contents  shall  not  be  soiled,  or  at  least  soiled  as 
little  as  possible.  The  more  careful  the  execution 
the  greater  safety  there  is  from  any  untoward 
sequela;;  in  fact,  the  same  precautions  should  be 
taken  as  though  an  infected  or  a  pus  case  were  being 
dealt  with,  and  a  pregnant  uterus  should  be  handled 
with  this  idea  in  mind. 

Asa  B.  Davis  is  an  ardent  advocate  of  the  upper 
zone  for  his  ca;sarean  work.  He  is,  without  ques- 
tion, an  authority  on  caisarean  section  and  his  advice 
should  be  given  a  great  deal  of  logical  respect,  but 
the  author  cannot  follow  him  because  he  believes 
that  the  lower  route  has  no  disadvantages  that  are 
not  inherent  in  the  upper  route,  and  it  has  the  ad- 
ditional advantage  that  if  one  desires  to  do  more 
than  one  section,  as  for  instance,  the  removal  of  the 
uterus,  one  is  in  the  best  possible  position  to  do  so; 
as  a  matter  of  fact,  it  would  be  a  safe  procedure  to 
remove  the  uterus  only  if,  at  the  time,  it  could  be 
determined  that  it  was  infected.  It  also  is  a  posi- 
tive indication  in  many  cajsarean  sections,  which 
makes  it  a  doubly  hazardous  operation,  for  in  ad- 
dition to  the  shock  there  is  danger  from  the  weakened 
condition  resulting  from  the  absorption  previous 
to  the  operation.  Some  operators  attempt  to  lessen 
the  force  of  the  infecting  agent  by  previously  wash- 
ing out  the  uterus.  The  author  can  see  no  ad- 
vantage in  so  doing  as  it  is  impossible  to  wash  away 
an  infection  in  any  location,  and  the  attempt  to 
wash  out  a  pregnant  uterus,  with  its  many  places 
for  foci  of  infection,  is  futile,  as  it  is  utterly  im- 
possible to  localize  the  infection.  If  the  fact  of 
infection  can  be  determined  before  operation,  then 
recourse  may  be  had  to  one  of  the  stock  vaccines. 
The  stimulating  effect  of  the  agent,  no  matter  what 
the  antibody  is,  upon  the  general  system  is  ad- 
vantageous. If  the  infecting  agent  or  agents  can 
be  isolated  and  there  is  time  to  make  an  autogenous 
vaccine,  the  result  will  be  all  the  more  pronounced. 

A  small  or  comparatively  small  incision  should 
be  made,  but  at  the  same  time  it  should  be  large 
enough  to  permit  of  rapid  and  easy  work.  The 
abdomen  is  opened  with  one  sweep  of  the  knife  and 
an  incision  made  in  the  anterior  portion  of  the  uterus 
from  the  fundus  down,  this  incision  being  large 
enough  to  permit  delivery  of  the  child.  The  child 
is  delivered,  the  cord  clamped,  tied,  and  cut,  and 
the  placenta  and  membranes  are  delivered  at  the 
same  time.  A  dose  of  ergotin  and  pituitrin  is  then 
given.  The  uterus  contracting,  the  clots  are  re- 
moved and  the  incision  is  closed  with  a  continuous 
chromicized  catgut.  Starting  from  the  lower 
angle,  the  suture  pierces  all  the  coats  of  the  uterus 
except  the  endometrium,  and  is  continuous  to  the 
top.  When  the  upper  angle  is  reached  and  sewed, 
the  same  suture  is  continued  down,  including  only 
the  serous  layer  so  as  to  cover  over  the  rough  edges 
of  the  cut  surface  of  the  uterus.  This  suture  is 
continued  down  again  to  the  lower  angle  of  the  in- 
cision and  is  tied  with  the  opposite  end  of  the  suture 


which  has  been  left  long  for  that  purpose;  this  leaves 
the  uterus  smooth,  with  little  or  no  surface  that 
might  become  adherent  to  any  surrounding  struc- 
tures. The  abdomen  is  then  closed  without  any 
buried  knots.  Edward  L,  Cornell. 

Howat,  W.  F. :  The  Indications  for  Caesarean  Sec- 
tion.    J .  Indiana  67.  M.  Ass.,  1915,  viii,  369. 

The  author  has  given  considerable  attention  to 
the  history  of  the  operation  and  to  the  enumeration 
of  the  indications  for  its  employment,  as  staled  by 
authorities  both  ancient  and  modern. 

The  antiquity  of  the  operation  is  much  in  dispute. 
However,  we  are  told  that  the  Roman  law  of  Numa 
Pompilius,  715  B.  C,  made  its  performance  com- 
pulsory in  case  of  the  death  of  a  pregnant  woman. 
Guy  de  Chauliac  is  probably  the  first  medical  writer 
to  make  mention  of  the  operation,  the  reference 
appearing  in  his  Chirurgia  in  1363  A.D. 

In  1 6 10  in  Wittenberg,  Traurmann  performed  the 
first  well-authenticated  ca^sarean  section.  From 
this  time  on  references  to  the  operation  are  more 
numerous,  and  there  are  authentic  reports  of  the 
operation  having  been  performed  in  a  very  rude 
fashion  by  the  natives  of  Africa  during  the  eight- 
eenth century. 

Howat  sets  forth  the  indications  for  the  operation 
as  he  sees  them:  (i)  disproportion  between  child 
and  birth  canal;  (2)  pelvic  and  abdominal  tumors; 
(3)  physiological  incompetence  for  labor;  (4)  ha- 
bitual death  of  the  child  in  previous  labors;  (5) 
stenosis  of  the  cervix,  vaginal  atresia,  or  cervical 
or  vaginal  carcinoma;  (6)  fixation  of  the  uterus  — 
vaginal  fixation  or  sometimes  ventrosuspension; 
(7)  eclampsia;  (8)  abnormal  presentations;  (g) 
double  uterus;  (10)  in  placenta  previa  if  the  bleeding 
is  profuse  and  at  or  near  term,  the  placenta  central, 
the  OS  but  slightly  dilated,  the  mother  a  primipara, 
the  pelvis  contracted  or  obstructed  by  pathological 
conditions;  (11)  uterine  inertia;  (12)  tetanic  contrac- 
tions of  the  uterus  which  may  call  for  the  operation 
as  a  means  of  saving  the  life  of  the  child;  (13)  threat- 
ened uterine  rupture  if  the  mother  be  in  fair  shape 
and  the  child  alive;  (14)  where  a  woman  for  any 
reason  has  had  a  previous  caesarean  section. 

CD.  Holmes. 

Benthin,  W. :  Treatment  of  Febrile  Abortion  (Zur 
Kritik  der  Behandlung  des  febrilen  Abortes). 
Monatschr.  f.  Gebtirtsh.  u.Gyndk.,  1915,  xlii,  162. 

The  author  reviews  the  articles  that  have  ap- 
peared on  Winter's  conservative  treatment  of 
febrile  abortion.  He  believes  that  the  advocates 
of  the  active  treatment  have  not  had  as  good  re- 
sults as  those  who  use  the  expectant  treatment.  In 
support  of  this  opinion  he  cites  the  statistics  he 
has  collected  from  the  literature,  showing  a  mor- 
bidity of  9.8  per  cent  and  a  mortality  of  0.8  per 
cent  under  conservative  treatment,  while  the  figures 
for  the  active  treatment  show  a  morbidity  of  29  per 
cent  and  a  mortality  of  9.8  per  cent.  Most  striking 
is  the  mortality  with  haemolytic  streptococci:  31.2 
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per  cent  with  active  treatment  and  zero  with  con- 
servative. The  strictly  conservative  treatment  is 
reserved  for  the  cases  showing  hatmolytic  strep- 
tococci. When  the  uterus  is  emptied  it  should 
always  be  done  with  the  finger,  not  with  a  curette. 
Benthin  urges  that  all  adherents  of  the  active  treat- 
ment at  least  give  conservative  treatment  a  trial 
before  they  pass  final  judgment  on  the  question. 

A.  Goss. 

Schweitzer,  B.:  Causes,  Prevention,  and  Treat- 
ment of  Artificial  Perforation  of  the  Uterus  in 
Abortion  (Entstehung,  Vcrhiitung,  und  Behandlung 
der  artifizicllen  Uteruspcrforationcn  bei  Abort). 
Monatschr.  f.  Gchurtsh.  u.Gyndk.,  1915,  xlii,  148. 

The  author  reviews  the  perforations  of  the  uterus 
occurring  during  surgical  intervention  for  the  past 
five  years,  among  them  8  cases  from  the  Leipzig 
Gynecological  Clinic.  The  mortality  of  these  105 
cases  from  the  literature  was  over  25  per  cent. 

The  cause  of  perforation  in  abortion  may  be  a 
change  in  consistency  of  the  uterine  walls,  without 
histological  alteration,  so  that  an  instrument  easily 
penetrates  the  wall  without  the  use  of  force;  there- 
fore, the  most  extreme  care  is  demanded  in  any 
manipulation  of  the  pregnant  uterus.  The  per- 
foration of  the  uterus  is  in  almost  all  cases  by  in- 
struments, for  which,  however,  the  instruments  are 
not  to  be  blamed,  but  their  improper  use.  A  careful 
obstetrician  cannot  fail  to  know  the  moment  the 
uterus  is  perforated.  To  avoid  perforation  the 
first  requisite  is  to  see  that  the  cervix  is  sufficiently 
dilated;  after  that  the  uterus  should  be  emptied 
with  the  finger. 

As  to  treatment  the  Leipzig  Gynecological  Clinic 
gives  the  following  recommendations:  Expectant 
treatment  can  only  be  given  when  the  perforation 
is  small,  when  there  is  no  suspicion  of  infection  and 
no  intestinal  injury,  and  when  the  uterus  is  com- 
pletely empty.  If  there  is  a  large  perforation  with 
a  curette  or  other  instrument,  so  that  it  is  impossible 
to  be  sure  that  there  are  no  other  injuries,  and  a 
possibility  of  infection  of  the  contents  of  the  uterus, 
laparotomy  is  indicated,  and  if  infection  has  begun, 
total  extirpation  of  the  uterus  is  indicated.  If  the 
uterus  is  aseptic  and  the  opening  small,  it  may  be 
sutured.  The  most  essential  thing  is  to  make  a 
diagnosis  of  perforation  early  and  place  the  patient 
as  quickly  as  possible  in  the  proper  hands  for 
treatment.  A.  Goss. 

McCarthy,  D.  J.:  Psychoses  and  Neuroses  of 
Pregnancy  and  the  Puerperium.  Am.  J.  Obst., 
N.  Y.,  1915,  Ixxii,  269. 

The  author  gives  an  interesting  review  of  the 
literature  with  valuable  statistics  from  various 
clinics,  and  in  conclusion  gives  the  following  sug- 
gestions regarding  treatment: 

The  treatment  of  the  mental  conditions  in  puer- 
peral insanity  is  largely  one  of  correct  diagnosis 
and  the  removal  of  the  causative  factors.  The 
statistics  from  the  Philadelphia  Hospital  indicate 


in  recent  years  a  very  marked  tendency  to  reduction 
in  puerperal  insanity.  This  may  be  attributed  to 
better  practice  in  obstetrics,  to  more  scientific  care 
of  the  pregnant  woman,  or  discovery  of  the  under- 
lying causative  factors,  together  with  a  complete 
knowledge  of  the  pelvic  conditions  following  preg- 
nancy. The  treatment  will  naturally  be  local  treat- 
ment of  the  trouble  and  not  of  the  mental  state. 

Proper  treatment  instituted  early  and  with  the 
attention  directed  to  the  nervous  and  physical  ail- 
ments concerned  give  better  results  than  if  the  pa- 
tient is  transferred  to  an  institution.  The  author 
has  removed  such  cases  to  their  own  homes,  with 
prompt  and  beneficial  results.  Better  even  than 
this  method  of  treatment  is  the  proper  treatment 
of  the  patient  in  a  well  directed  hospital  where 
the  treatment  is  such  as  would  be  given  any  person 
treated  for  other  diseases.  A  sane  handling  of 
mental  conditions  will  never  obtain  until  general 
hospitals  have  psychopathic  wards  for  the  study  and 
treatment  of  acute  mental  conditions. 

C.  H.  Davis. 

Bauch,  B.:  Disturbance  of  Liver  Function  During 
Pregnancy  (Zur  Frage  der  Leberfunktionsstorung 
wahrend  der  Graviditat).  Monatschr.  f.  Geburlsh. 
u.Gyndk.,  1915,  xlii,  258. 

The  question  of  whether  pregnancy  causes  dis- 
turbances of  liver  function  has  never  been  satis- 
factorily settled.  The  demonstration  of  a  simple  or 
alimentary  glycosuria  during  pregnancy  does  not 
settle  it.  The  author  administered  galactose  to 
healthy  pregnant  women  and  examined  the  urine 
and  blood  for  sugar.  Of  22  pregnant  women,  who 
were  given  40  gm.  galactose,  14,  or  63  per  cent, 
excreted  no  sugar,  or  only  traces  in  the  urine;  8  of 
them  excreted  sugar,  but  not  more  than  non- 
pregnant women  after  being  fed  sugar;  therefore 
the  results  could  not  be  regarded  as  pathological. 
The  sugar  content  of  the  blood  was  not  higher  than 
that  found  in  non-pregnant  w^omen  and  was  only 
slightly  increased  by  the  administration  of  galactose. 
One  case  with  mild  symptoms  of  pregnancy  toxi- 
cosis had  hyperglycaemia  before  the  galactose  was 
given,  and  the  amount  increased  decidedly  after- 
ward. His  experiments  did  not  demonstrate  any 
injury  of  liver  function  by  pregnancy.        A.  Goss. 

Doege,  K.  W.:  The  Thyroid  in  Pregnancy.  Wis. 
M.  J.,  1915,  xiv,  49. 

In  spite  of  the  attention  the  subject  has  received 
during  the  last  twenty-five  years  there  is  still  a 
great  difference  of  opinion  as  to  the  function  of  the 
thyroid  gland.  The  most  acceptable  theory  is  that 
the  secretion  has  some  relation  to  normal  metabolism 
and  the  next  most  acceptable  is  that  the  thyroid 
secretion  eliminates  certain  toxins  from  the  system 
or  develops  a  toxin  itself.  Either  theory  serves  to 
explain  the  phenomena  of  the  enlarged  thyroid  of 
the  girl  entering  on  maturity  and  the  congested 
thyroid  of  the  pregnant  woman,  which  are  commonly 
observed  by  practitioners.     In  the  first  case   the 
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sudden  (ItMiiand  of  the  ripening  process  would  require 
increased  thyroid  secretion  and  lead  to  consequent 
enlargement  of  the  gland,  and  the  double  metabolism 
of  the  pregnant  woman  would  make  the  same 
demand.  The  second  theory  applies  equally  well. 
For  the  increased  metabolism  of  rapid  sexual  growth 
and  the  double  growth  of  pregnancy  mean  added 
waste  and  formation  of  toxins  which  may  be 
neutralized  by  increased  thyroid  secretion  which 
results  in  hypertrophy  and  congestion  of  the  gland. 
However,  as  all  the  organs  of  the  body  sufTer  change 
and  enlargement  during  pregnancy,  thyroid  enlarge- 
ment need  not  be  regarded  as  a  special  feature 
safeguarding  pregnancy. 

From  the  statistics  of  Markoc  and  Wing,  based 
on  1,586  cases,  only  6  per  cent  of  all  cases  of  hyper- 
trophy dated  their  enlargement  as  beginning  during 
pregnancy.  Graef  of  Halle  in  654  cases  found  g 
per  cent  in  which  enlargement  began  during  preg- 
nancy. So  statistics  demonstrate  that  in  the  great 
number  of  cases  the  normal  thyroid  is  fully  equal  to 
the  task  of  meeting  the  increased -demands.  The 
same  statistics  show  that  the  efTect  of  gestation  on 
glands  already  diseased  is  more  pronounced  and 
frequent. 

In  the  light  of  the  above  statistics,  showing  that 
enlargement  of  the  normal  gland  is  not  as  universal 
as  has  been  assumed,  it  seems  there  need  be  no 
undue  fear  of  inducing  a  serious  toxaemia  of  preg- 
nancy if,  in  the  presence  of  a  goiter,  measures  should 
be  taken  to  diminish  the  size  of  the  goiter  or  to 
diminish  its  secretion. 

A  case  is  cited  of  a  woman,  33  years  old,  in  her 
eighth  pregnancy,  with  an  immense  vascular  goiter, 
resulting  in  severe  dyspnaa.  The  goiter  had 
appeared  after  the  birth  of  the  second  child  and 
always  increased  during  pregnancy  and  was  ac- 
companied by  dyspnoea  and  apncca  to  such  an 
extent  that,  in  the  seventh  pregnancy,  labor  had 
been  prolonged  several  days  and  instruments  had 
to  be  used  without  anaesthesia.  As  the  same  con- 
ditions threatened  in  the  eighth  pregnancy  it  was 
decided  to  remove  the  goiter  under  anaesthesia. 
She  made  an  uninterrupted  recovery,  and  was 
confined  normally  six  weeks  later.  The  operation 
had  no  deleterious  efTect. 

The  behavior  of  the  thyroid  gland  in  Graves' 
disease  is  variable.  Pregnancy  cannot  be  considered 
as  specifically  injurious,  but  it  needs  careful  watch- 
ing, rest,  and  sedative  treatment.  Some  cases  are 
improved. 

The  relation  of  the  thyroid  to  the  physiology  and 
pathology  of  pregnancy  is  so  diverse  that  no  deduc- 
tions can  be  drawn. 

The  conclusions  are  as  follows: 

1.  The  influence  of  pregnancy  on  the  normal  thy- 
roid gland  is  noticeable  by  its  enlargement  in  about 
8  per  cent  of  cases. 

2.  Diseased  thyroids,  preexisting  goiters,  are 
most  decidedly  aggravated  by  pregnancy. 

3.  Strumectomy  is  indicated  when  obstruction 
to  breathing  arises. 


4.  The  relation  of  the  thyroid  gland  to  the  toxae- 
mia of  pregnancy  is  understood  but  little,  and  treat- 
ment thus  far  has  been  unsuccessful, 

5.  Graves'  disease  is  more  aggravated  than  helped 
by  pregnancy.  W.  H.  Gary. 

Unterberger,  F.:    Ovariotomy  During  Pregnancy 

(Ovariotomie   in   dcr   SchwangcrschaftJ.     Deutsche 
med.  Wchnschr.,  1915,  xli,  1036. 

Unterberger  describes  8  cases  in  which  he  per- 
formed ovariotomy  during  pregnancy;  in  6  of  the 
cases  the  operation  was  unilateral,  in  one  it  was 
bilateral,  and  once  a  parovarian  cyst  was  removed, 
leaving  both  adnexae  intact.  In  the  2  latter  cases 
abortion  occurred,  while  in  the  remaining  6  the 
pregnancy  continued  to  term.  The  abortions, 
however,  were  due,  not  to  the  nature  of  the  opera- 
tion in  these  cases,  but  to  the  fact  that  it  was  early 
in  pregnancy  —  the  second  or  third  month.  Three 
times  the  operation  was  indicated  for  torsion  of  the 
pedicle,  three  times  because  the  tumors  were  causing 
severe  symptoms,  once  because  the  cyst  was 
situated  between  the  broad  ligaments,  and  once 
because  the  patient  had  always  aborted  before. 

Abortion  does  not  necessarily  take  place  after 
bilateral  ovariotomy;  several  cases  have  been  re- 
ported in  which  pregnancy  continued  to  term. 
Ovariotomy  is  not  always  indicated  in  pregnancy 
when  there  is  a  tumor  of  the  ovary.  Torsion  of 
the  pedicle  is  generally  the  thing  that  forces  op- 
eration. If  the  tumor  is  intraligamentary,  or  if  it  is 
incarcerated  in  the  pelvic  inlet,  operation  must  be 
performed  during  pregnancy  or  an  abdominal  de- 
livery undertaken.  If  ovariotomy  is  indicated 
during  pregnancy  it  should  be  delayed  if  possible 
till  the  third  or  fourth  lunar  month;  otherwise 
abortion  is  apt  to  occur.  A.  Goss. 

Reder,  P.:  Surgical  Operations  During  the  Preg- 
nant State.  Tr.  Am.  Ass.  Obsl.  <s°  Gynec,  Pitts- 
burgh, 1915,  Sept. 

The  performing  of  a  surgical  operation  on  a  preg- 
nant woman  is  fraught  with  an  anxious  uncertainty, 
not  that  the  operation  might  prove  unsuccessful, 
but  from  the  fear  of  interrupting  pregnancy.  It 
is  only  logical  to  reason  that  the  organism  has  quite 
enough  to  do  without  being  subjected  to  the  ad- 
ditional strain  of  a  surgical  operation.  Further- 
more, there  is  nothing  absolute  in  judging  the  im- 
munity of  a  uterus  to  abortion  in  any  stage  of 
gestation. 

High  temperatures  caused  by  the  presence  of  pus 
usually  engender  a  toxaemia  that  is  fatal  to  the 
fcEtus  in  a  few  days.  It  is  the  most  formidable 
pathologic  factor  to  be  reckoned  with.  Even  in  the 
face  of  a  pus  collection,  should  the  foetus  escape 
death  and  pregnancy  go  on  uninterrupted,  the  con- 
sequences of  a  suppurative  process  in  the  pelvic 
zone  may  result  in  the  formation  of  adhesions  to  the 
uterus  of  sufficient  strength  to  seriously  impede  an 
otherwise  normal  labor. 

Although  pregnancy  does  not  in  any  way  pre- 
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dispose  to  appendicitis,  there  is  no  doubt  that  it 
has  its  influence  on  a  dormant  appendix  lesion  and 
causes  it  to  assume  an  activity  that  may  rapidly 
kindle  into  a  well-defined  attack.  This  may  be 
explained  upon  the  ground  that  the  increased  blood 
supply  to  the  pelvic  viscera,  physiologic  during  preg- 
nancy, may  embarrass  an  old  damaged  appendix. 

An  increased  blood  supply  that  is  constant  to  an 
invalided  organ  results  in  an  oedema.  As  a  con- 
sequence, a  vascular  stasis  follows  and  gangrene 
and  perforation  may  occur  in  a  surprisingly  short 
time. 

Operative  intervention  for  appendicitis  during 
pregnancy  is  not  one  of  election,  and  should  be  per- 
formed regardless  of  any  accepted  ruling  as  to  the 
most  propitious  time  for  operation  during  pregnancy. 
It  is  axiomatic  that  operations  of  choice  on  a  preg- 
nant woman  should  not  be  performed  at  a  time 
when  she  would  be  menstruating  if  not  pregnant; 
that  is,  the  best  time  to  operate  would  be  when  there 
is  the  least  amount  of  uterine  excitability.  It  is 
well  to  bear  in  mind  that  sedatives,  and  even  nar- 
cotics, freely  administered  before  and  after  the 
operation,  will  prove  very  beneficial  in  controlling 
any  excitability  of  a  reflex  character. 

Of  5  cases  of  appendicitis  occurring  during  the 
pregnant  state,  between  the  fourth  and  the  seventh 
month,  where  pus  was  encountered,  3  aborted  — 
all  within  five  days.  The  other  2  went  to  full  term, 
and  had  normal  labors. 

The  author  states  that  in  his  experience  with 
tumors  complicating  pregnancy,  he  has  had  some 
interesting  surprises,  one  of  the  greatest  of  which 
was  in  a  case  of  pregnancy  where  the  complicating 
myoma  grew  with  such  rapidity  that  he  felt  justified 
in  recommending  an  operation  for  its  removal. 
The  request  was  promptly  refused,  and  the  woman 
went  to  full  term,  and  was  delivered  without 
accident,  excepting  a  moderately  severe  post- 
partum haemorrhage.  Within  six  months  after 
labor,  this  tumor,  which  had  attained  the  size  of 
a  man's  head  during  pregnancy,  had  atrophied  to  the 
size  of  an  orange. 

Another  surprise  was  that  of  a  primipara  who 
noticed,  when  in  the  fifth  month  of  pregnancy,  three 
tumors,  each  the  size  of  a  goose  egg,  on  the  right 
side  of  her  abdomen.  The  tumors  were  sessile 
and  intimately  connected  with  the  uterus.  Al- 
though the  patient  was  greatly  excited  over  the 
discovery,  her  anxiety  was  assuaged  and  she  went 
to  full  term.  She  was  sent  to  a  hospital  in  due  time 
and  all  preparations  for  every  conceivable  accident 
that  might  happen  during  labor  were  made.  Labor 
began  at  11  a.m.,  and  the  patient  delivered  herself 
unassisted  two  hours  later  without  the  slightest  ac- 
cident, the  author  arriving  in  time  to  deliver  the 
placenta. 

These  two  cases  furnished  splendid  food  for 
thought  and  disarmed  the  author  of  any  surgical 
aggressiveness  in  future  cases  with  which  he  came 
in  contact. 

A    submucous    fibroid    is    an    exceedingly    bad 


fibroid  and  usually  interrupts  gestation  by  haemor- 
rhage. 

Cervical  myomata  are  troublesome  tumors.  They 
grow  rapidly  and  usually  prove  a  positive  bar  to 
delivery.  Vaginal  enucleation  should  be  done  at 
the  earliest  possible  time.  An  operation  on  a 
cervical  myoma  is  often  attended  with  severe 
hajmorrhage  that  may  prove  very  obstinate,  and 
may  cause  the  surgeon  to  militate  the  incurred  risk 
with  more  radical  measures. 

Cases  of  myomata  complicating  pregnancy  coming 
under  the  author's  care  were  9  subperitoneal  tumors, 
all  sessile.  Four  cases  were  subjected  to  myomec- 
tomy on  account  of  rapid  growth  and  incarceration 
between  the  third  and  fifth  months,  not  abortion. 
Of  the  other  5  cases,  3  went  to  full  term,  and  2 
miscarried  at  the  fifth  and  seventh  month  respec- 
tively; all  recovered.  In  the  3  cases  in  which 
myomectomy  was  successfully  performed,  the 
uterine  balance  was  quite  disturbed,  as  was  evi- 
denced by  pain  that  presaged  an  impending  abor- 
tion. With  the  aid  of  opiates,  the  organs  regained 
their  normal  condition  within  a  few  days.  The 
other  case  of  myomectomy  progressed  most  fav- 
orably and  gave  no  evidence  of  the  surgical  infliction. 

An  ovarian  complication,  of  the  character  of  a 
cyst,  greatly  jeopardizes  a  pregnant  woman's 
well-being.  Statistics  show  that  30  per  cent  of 
cases  abort  if  not  operated  upon,  while  the  per- 
centage of  abortions  after  operation  is  about  18  per 
cent.  The  maternal  operative  mortality  is  about 
2  per  cent. 

Cancer  predisposes  to  abortion  and  its  growth 
during  pregnancy  is  usually  very  rapid.  If  the 
cancerous  condition  appears  to  be  incipient,  the 
affected  portion  of  the  cervix  can  be  removed  with  a 
fairly  good  chance  of  not  disturbing  gestation. 
The  greatest  encouragement  may  be  entertained 
when  the  operation  is  performed  before  the  fifth 
month. 

The  treatment  of  cancer  complicating  pregnancy 
should  be  radical.  If  the  patient  has  gone  to  al- 
most full  term  and  the  child  is  still  alive,  the  pref- 
erable delivery  is  by  caesarean  section  followed 
either  by  a  total  extirpation  of  the  uterus,  or,  if 
the  patient's  condition  does  not  permit  of  total 
ablation,  a  rapidly  performed  Porro  operation  should 
be  substituted.  Delivery  in  the  more  favorable 
cases  can  be  accomplished  by  the  Diihrssen  vaginal 
caesarean  section,  followed  by  total  vaginal  extirpa- 
tion. In  the  still  more  favorable  cases,  when  the 
cancerous  condition  seems  merely  obstructive,  de- 
livery may  be  satisfactorily  accomplished  with  for- 
ceps or  version  after  the  mass  has  been  extensively 
incised.     Hysterectomy  should  be  done  at  once. 

Reder's  conclusions  gleaned  from  the  studies  of  a 
limited  experience  with  surgical  lesions  complicating 
or  coexisting  with  pregnancy  are  as  follows: 

1.  A  woman  expecting  to  become  pregnant  should 
be  thoroughly  examined  for  physical  defects. 

2.  Such  defects  should  be  corrected,  if  possible, 
before  pregnancy  takes  place. 
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3.  No  operation  that  can  be  deferred  should  be 
performed  upon  a  pregnant  woman. 

4,  Any  operation  that  will  contribute  to  the 
safety  of  a  pregnant  woman  should  be  performed 
without  hesitancy. 

LABOR  AND  ITS  COMPLICATIONS 

Tarr,  E.  M.:  "Twilight  Sleep";  Report  of  Fifty 
Cases  Conducted  in  the  Home.  Louisville  M.  J., 
1915,  xxii,  71. 

Tarr  reports  50  cases  of  "twilight  sleep"  con- 
ducted in  the  home,  with  a  negative  maternal  mor- 
tality and  an  infant  mortality  of  one  in  fifty;  this 
one  case  he  thinks  was  due  to  lues.  His  best  re- 
sults were  obtained  with  scopolamine  hydrobro- 
mate  and  "scopolamine  stable"  of  the  Hoffmann  La 
Roche  Laboratory,  New  York.  He  offers  the  fol- 
lowing conclusions: 

1.  When  properly  used  scopolamine  morphine 
narcosis  holds  no  danger  for  mother  or  child. 

2.  The  maternal  and  foetal  heart  must  be  watched 
carefully  at  regular  intervals. 

3.  The  patient  must  be  under  the  constant  ob- 
servation of  an  experienced  physician  or  a  specially 
trained  nurse. 

4.  The  first  stage  of  labor  is  shortened. 

5.  The  second  stage  is  but  slightly  prolonged. 

6.  When  used  in  time  complete  amnesia  can 
be  obtained  in  over  80  per  cent  of  cases. 

7.  Cardiac  cases  are  unquestionably  benefited 
by  "twilight  sleep." 

8.  Perineal  lacerations  are  lessened. 

9.  Indications  for  forceps  are  reduced  very  ma- 
terially. 

10.  There  is  a  very  conspicuous  absence  of  shock 
and  exhaustion,  factors  which  have  a  favorable 
influence  on  the  puerperium. 

11.  The  method  does  not  interfere  with  any 
operative  procedure  which  may  be  necessary  to 
terminate  labor. 

12.  When  used  in  private  homes,  proper  sur- 
roundings and  competent  assistance  must  be 
provided. 

13.  The  method  does  not  increase  the  tendency 
to  uterine  haemorrhage,  either  ante-  or  post-partum. 

14.  That  it  causes  insanity,  as  stated  in  lay 
journals,  is  not  a  fact. 

15.  The  lying-in  period  is  shortened,  and  all 
patients  have  a  better  "getting  up." 

16.  "Twilight  sleep"  is  a  reality  and  has  come  to 
stay.  W.  D.  PmLLiPS. 

Rongy,  A.  J.:  Collective  Study  of  2,000  Cases  of 
"  Twilight  Sleep."  Tr.  Am.  Ass.  Obst.  &-  Gynec, 
Pittsburgh,  1915,  Sept. 

Obstetricians  are  now  confronted  with  the  prob- 
lem of  deciding,  scientifically,  whether  a  patient 
manifesting  the  usual  signs  of  pains  during  labor, 
even  though  she  has  no  recollection  of  it  subse- 
quently, is  actually  suffering,  or  if  these  mani- 
festations of  pain  are  transient  in  character,  leaving 


no  permanent  impression.  Again,  they  must  decide 
whether  to  judge  the  intrinsic  value  of  "twilight 
sleep"  from  the  stanrlpoint  of  analgesia  or  amnesia. 

The  question  is.  Arc  physicians,  administering 
this  form  of  treatment,  seeing  these  patients  give 
expressions  of  pain  and  hearing  their  cries,  justified 
in  accepting  it  as  a  painless  labor? 

The  author  obtained  the  results  in  2,000  cases, 
an  analysis  of  which  shows  that  the  method  was 
practiced,  according  to  the  technique  outlined  by 
Gauss,  in  fully  go  per  cent  of  cases.  Morphine  or 
narcophine  was  not  repeated  except  in  extreme 
cases  of  restlessness.  Nearly  all  agree  that  the 
treatment  shoud  not  be  instituted  until  there  are 
definite  signs  of  active  labor. 

Of  all  cases  treated  75  to  80  per  cent  were  primi- 
parae.  The  average  duration  of  treatment  in  primi- 
parae  was  7  hours,  in  multiparae  4  hours.  The  aver- 
age number  of  injections  in  primiparac  was  5.5,  in 
multiparae  3.  In  about  60  per  cent  of  cases  the 
first  stage  was  apparently  shortened.  All  are 
unanimously  agreed  that  the  second  stage  is  definite- 
ly prolonged  by  the  treatment.  The  third  stage 
does  not  seem  to  be  influenced. 

Treatment  was  discontinued  in  a  small  percent- 
age of  cases  for  the  following  reasons: 

1.  Too  early  administration  of  the  drugs. 

2.  Disproportion  between  foetal  head  and  pelvis. 

3.  Cessation  of  labor  pains. 

4.  Marked  alteration  in  the  foetal  heart  sounds. 

5.  Repeated  injections  without  any  apparent 
effect. 

Labor  was  terminated  in  primiparae  by  the  use 
of  forceps  in  26  per  cent  of  cases.  However, 
fully  80  per  cent  of  these  were  low  forceps  which 
only  required  lifting  the  head  over  the  perineum. 
A  general  anaesthetic  was  used  during  the  stage  of 
expulsion;  in  most  instances  chloroform  was  the 
anaesthetic  of  choice.  Ethyl  chloride,  ether,  and 
somnoform  were  also  used,  with  these  results: 

Seventy-eight  per  cent  of  babies  cried  spon- 
taneously. 

Sixteen  per  cent  were  born  oligopnoeic  and  re- 
quired active  resuscitation. 

Three  per  cent  were  born  asphy^fiated. 

Three  per  cent  were  stillborn;  12  of  those,  or 
12  per  cent,  may  be  accounted  for  by  well-recognized 
pathological  findings,  such  as  transposition  of  viscera 
— 2  cases,  monstrosities — 2  cases,  macerated  foetus, 
cerebral  haemorrhage — autopsy,  etc. 

It  is  the  author's  belief  that  it  is  impossible  for 
this  form  of  treatment  to  be  universally  adopted,  as 
the  greatest  number  of  women  are  still  confined 
either  by  midwives  or  by  their  famUy  physicians 
who  neither  have  the  time  nor  the  training  required 
to  carry  out  such  a  delicate  therapeutic  measure. 
However,  this  should  not  detract  from  its  value, 
for  an  analysis  of  the  various  reports  shows  that 
most  investigators  are  fully  agreed  that  the  method 
of  treatment  is  devoid  of  any  danger  to  the  mother, 
and,  by  constant  and  careful  watching  the  dangers 
to  the  baby  may  be  eliminated  also. 
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If  we  accept  the  theory  that  the  semiconsciousness 
induced  prevents  the  actual  experience  of  pain, 
although  apparently  present  in  all  its  clinical 
phases,  then  labor  must  be  considered  painless 
and,  therefore,  to  refuse  to  adopt  it  would  be  a 
failure  on  our  part  to  carry  out  the  trust  reposed 
within  us.  On  the  other  hand,  if  the  mental  state  in- 
duced does  not  actually  prevent  the  sensations  of  pain 
and  the  patient  is  actually  suffering,  even  though 
it  be  modified,  then  the  value  of  this  method  will 
depend  upon  the  degree  of  pain,  diminution,  or 
analgesia  and  not  upon  the  lack  of  recollection  of 
pain  or  amnesia. 

Personally,  the  author  finds  it  difficult  to  reconcile 
the  fact  that  a  patient,  displaying  all  clinical 
evidences  of  pain,  such  as  crying  and  groaning,  as  is 
observed  in  these  patients,  .  does  not  actually 
experience  it.  However,  it  is  evident  that  pain  in  a 
goodly  proportion  of  cases  is  influenced  to  a  degree 
that  would  warrant  its  adoption  in  selected  cases, 
more  particularly  in  primipara;  of  the  highly 
emotional  type  and  in  multiparas  in  whom  long 
and  tedious  labors  are  expected. 

Edward  L.  Cornell. 

PUERPERIUM  AND  ITS  COMPLICATIONS 

Hopkinson,  D.:    Etiology  and  Pathology  of  Puer- 
peral Pelvic  Infections.     Wis.  M.  J.,  1915,  xiv, 

77- 
The  author  briefly  reviews  the  literature  and 
reaches  the  following  conclusion:  While  pathogenic 
organisms  are  present  in  the  normal  vaginal  se- 
cretions they  should  be  considered  only  as  a  possible 
and  not  as  a  probable  source  of  infection.  The 
importance  of  careful  aseptic  surgical  technique 
should  be  further  emphasized  by  the  knowledge  of 
their  possible  existence.  This  gives  a  double 
responsibility;  that  is,  the  early  recognition  of  an 
expected  and  apparently  unaccountable  develop- 
ment of  puerperal  infection  and,  secondly,  the  avoid- 
ance of  all  possible  external  sources  of  infection. 

Edward  L.  Cornell. 

Darling,  W.  G.:   Puerperal  Infection,     Wis.  M.  J., 
1915,  xiv,  80. 

An  accurate  diagnosis  of  puerperal  sepsis  depends 
on  a  careful  examination  of  the  entire  body  in  order 
to  exclude  other  foci  of  infection  which  may  be  the 
causal  agents  in  the  fever;  and,  secondly,  by  the 
demonstration  of  pathogenic  organisms  in  the  lochia 
of  the  puerperal  woman.  The  greatest  hope  for  the 
reduction  of  the  mortality  and  morbidity  from  this 
disease  lies  at  present  more  largely  in  the  field  of 
prophylaxis.  The  proper  place  for  the  conduct  of 
an  obstetrical  case  is  in  the  lying-in  department  of  a 
well-equipped  hospital.  When  such  is  not  available, 
the  preparation  of  the  room,  bed,  the  selection  of  the 
nurse,  and  conduct  of  the  case  should  be  done  with 
the  same  or  greater  care  than  would  be  employed  in 
the  performance  of  a  laparotomy.  We  must  strive 
for  greater  precision  in  abdominal  diagnosis  and 


should  substitute  rectal  for  vaginal  examinations 
whenever  possible.  Ample  time  must  be  given 
each  case  for  spontaneous  delivery  in  the  absence 
of  imperative  signs  of  actual  danger  to  mother  or 
child.  Sufficient  time  must  be  allowed  for  the  spon- 
taneous delivery  of  the  placenta,  thereby  minimiz- 
ing blood  loss.  The  adoption  of  a  separate  instru- 
ment bag  and  sterilizer  of  ample  capacity  to  carry 
abundant  materials  for  obstetrical  work  is  desirable, 
this  bag  to  be  used  only  in  attending  clean  cases. 
Many  authorities  recognize  but  one  indication  for 
entering  the  uterine  cavity  during  the  puerperium, 
and  that  is  to  control  haemorrhage.  Intra-uterine 
douches  or  the  curette  cannot  remove  bacteria 
embedded  in  the  uterine  wall,  but  may  do  much 
harm  by  disturbing  the  leucocytic  barrier  already 
established. 

The  author  emphasizes  the  fact  that  the  keynote 
of  prophylaxis  against  puerperal  sepsis  is  more  time 
in  the  preparation  for  and  conduct  of  obstetrical 
work  in  general,  and  that  in  the  treatment  of  the 
disease  less  active  measures  than  have  hitherto 
been  employed  are  resulting  in  a  very  hopeful 
reduction  in  both  mortality  and  morbidity  in  the 
hands  of  our  most  eminent  obstetric  surgeons. 

Edward  L.  Cornell. 

Thaler,  H.,  and  Zuckermann,  H.:  Prophylaxis  of 
Puerperal  Fever  by  Lactic  Acid  Douches  During 
Pregnancy  (Zur  Prophylaxe  endogener  Wochen- 
bettfieber  mit  Milchsaurespiilungen  wahrend  der 
Schwangerschaf t) .  Monalschr.  f.  Geburtsh.  u.  Gyndk., 
191S,  xlii,  I. 

Most  authors  now  concede  that  endogenous  in- 
fection is  possible  during  labor.  As  a  means  of  pre- 
venting such  infection.  Thaler  and  Zuckermann 
recommend  the  use  of  5  per  thousand  lactic  acid  as  a 
vaginal  douche  during  the  latter  part  of  pregnancy. 
Among  153  pregnant  women  examined  by  them,  73 
showed  more  or  less  abnormal  vaginal  secretion. 
All  of  these  were  given  the  lactic  acid  douches,  but 
in  only  46  cases  was  the  treatment  continued  for  a 
long  enough  time  to  be  able  to  judge  of  its  effects. 
The  results  of  treatment  in  these  46  cases  are  given 
in  tabulated  form,  and  there  are  two  plates  showing 
the  difference  in  the  bacteriological  findings  before 
and  after  treatment.  In  these  cases  douches  were 
given  daily  for  two  or  three  weeks,  the  average 
number  given  being  18. 

The  time  between  the  last  treatment  and  delivery 
in  the  author's  cases  varied  from  8  to  56  days,  but 
it  is  not  safe  to  count  on  the  effects  of  treatment 
for  more  than  two  or  three  weeks.  The  puerperium 
in  all  but  4  of  the  cases  was  afebrile,  and  in  these 
4  the  fever  was  slight  and  recovery  rapid.  The 
vaginal  flora,  which  was  at  first  pathological,  after 
the  douches  showed  only  or  chiefly  the  gram-posi- 
tive Doderlein's  vaginal  bacilli.  The  object  of  the 
treatment  is  not  to  sterilize  the  vagina,  but  to 
increase  the  growth  of  the  normal  vaginal  bacteria 
until  they  overcome  the  pathological  cocci. 

A.  Goss. 
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Baumann,  E.:    Experience  with  the  Abderhalden 
Reaction  in  the  Obstetrical  Hospital  of  Basel 

(Die  Krfahrungen  mit  dcr  Abderhalden 'schen 
Schwangerschaftsdiagnostik  im  Frauenhospital 
Basel).  Monatschr.  /.  Geburtsh.  u.  Gyndk.,  1915,  xlii, 
199. 

After  a  discussion  of  the  principle  of  protective 
ferments  and  the  Abderhalden  diagnosis,  the 
author  discusses  his  own  experience  with  it.  In 
view  of  the  many  technical  sources  of  error,  he 
emphasizes  the  fact  that  exact  and  careful  technique 
is  essential  to  any  degree  of  success,  considerable 
practice  being  necessary  in  order  to  master  the 
technique.  The  author  has  found  the  dialysis 
method,  which  he  describes  in  detail,  thoroughly 
reliable.  He  always  had  good  results  with  placenta 
prepared  by  himself  and  with  the  ninhydrin  re- 
action. He  gives  tables  showing  the  reactions  in  all 
his  cases  and  divides  them  into  the  following  classes : 
(i)  intra-uterine  pregnancy,  (2)  bleeding  from  the 
umbilical  cord,  (3)  puerperium,  (4)  abortion,  (5) 
extra-uterine  pregnancy,  (6)  eclampsia,  (7)  hydat- 
idiform  mole,  and  (8)  negative  reactions. 

He  had  excellent  results  in  the  differential  diag- 
nosis of  doubtful  cases.  The  mistaken  results  were 
not  more  than  1.5  to  2  per  cent,  except  in  abortion 
and  extra-uterine  pregnancy,  where  they  were  3  to 
4  per  cent.  A.  Goss. 

Kolmer,  J.  A.,  and  Williams  P.  F.:  Serum  Studies 
in  Pregnancy.    Am.  J.  Obst.,  N.  Y.,  1915,  Ixxii, 

lOI. 

After  giving  in  detail  the  results  of  their  experi- 
ments and  a  discussion  of  the  results  the  authors 
give  the  following  conclusions: 

1.  Proteotoxins  are  produced  during  the  Abder- 
halden pregnancy  reaction,  which  when  injected 
intracutaneously  and  intravenously  into  normal 
animals  produce  local  and  general  changes  analogous 
to  anaphylactin  reactions. 

2.  Proteotoxins  produced  in  a  mixture  of  human 
pregnancy  serum  and  human  placenta  are  toxic 
for  normal  guinea  pigs. 

3.  The  ninhydrin  test  with  dialyzates  and  intra- 
cutaneous and  intravenous  injections  of  the  sera 
in  the  Abderhalden  reactions  yielded  fairly  parallel 
indices  of  the  degree  of  protein  digestion  and  proteo- 
toxin  production. 

4.  The  addition  of  various  tissue  substrats,  other 
than  placental,  to  human  pregnancy  serum  was 
followed  occasionally  by  proteotoxin  production,  as 
shown  by  intracutaneous  and  intravenous  tests 
with  the  serum,  but  except  when  a  substrat  of 
human  kidney  was  used  the  amount  of  proteotoxin 
produced  was  usually  much  less  than  that  produced 
in  mixtures  of  pregnancy  serum  and  human  placenta. 
Similar  results  were  observed  within  organic  absorb- 
ents, as  kaolin,  starch,  quartz,  etc. 

5.  The  proteolytic  ferments  in  healthy  normal 
serum  may  produce  small  amounts  of  proteotoxins 
when  tissue  substrats  are  added  and  occasionally 


and  to  less  degree  with  inorganic  absorbents,  as 
kaolin  and  starch. 

6.  The  complement  in  itself  has  no  direct  relation 
to  the  ferments  in  pregnancy  serum.  Inactivation 
of  a  serum  probably  reduces  its  digestive  power 
through  destruction  of  normal  proteolytic  ferments, 
and  reactivation  of  a  serum  by  means  of  the  addition 
of  serum  complement  increases  its  digestive  power 
to  a  slight  degree,  probably  by  reason  of  the  addition 
of  these  normal  ferments.  ♦ 

7.  In  pregnancy  serum  there  are  two  sets  of  pro- 
teolytic ferments,  normal  and  non-specific  and  spe- 
cific ferments.  The  former  may  be  released  through 
absorption  of  the  antiferment  by  means  of  various 
non-specific  organic  and  inorganic  substances; 
whereas  the  latter  are  released  through  the  absorp- 
tion of  the  antiferments  by  means  of  the  specific 
protein  antigen  alone. 

8.  The  experiments  also  suggest  that  the  protein 
matrix  in  the  Abderhalden  reaction  is  not  only  the 
protein  of  the  serum  but  also  to  some  extent  that 
of  the  tissue  substratum  itself.  C.  H.  Davis. 

Miller,  J.  R.,  Keith,  N.  M.,  and  Rowntree,  L.  G.r 
Plasma    and    Blood   Volume    in    Pregnancy. 

/.  Am.  M.  Ass.,  1915,  Ixv,  779. 

The  authors  give  a  preliminary  report  based  on 
results  obtained  in  a  small  series  of  pregnant  women 
by  means  of  a  new  method  for  the  determination 
of  total  plasma  and  blood  volume  devised  by 
Rowntree,  Keith,  and  Geraghty.  This  method 
consists  in  the  introduction  directly  into  the  circula- 
tion of  a  non-toxic,  slowly  absorbable  dye,  vital 
red,  which  remains  in  the  plasma  long  enough  for 
thorough  mixing  and  the  colorimetric  determination 
of  its  concentration  in  the  plasma  by  comparison 
with  a  suitable  standard  mixture  of  dye  and  plasma. 
It  gives  the  total  plasma  volume,  and  by  the  use 
of  the  haematocrit  the  total  blood  volume  can  be 
obtained.     The   technique  is   described   in   detail. 

These  studies  indicate  that  there  is  an  increase 
in  the  absolute  and  relative  volumes  of  both  plasma 
and  blood  late  in  pregnancy,  with  a  slow  return  to 
normal  during  the  puerperium. 

These  findings  confirm  the  work  of  Zuntz  on 
humans  and  of  Heidenhain  and  Spiegelberg  and 
Gscheidlen  on  animals.  Edward  L.  Cornell. 

Bandler,  S.  W.:  Pituitary  Extract  in  Obstetrics 
and  Gynecology.  Tr.  Am.  Ass.  Obst.  ^  Gynec, 
Pittsburgh,  191 5,  Sept. 

Two  important  points  are  emphasized  as  to  the 
value  of  pituitary  extract  in  obstetrics  and  gyne- 
cology. The  first  point  upon  which  stress  is  laid 
is  that  the  drug  should  not  be  used  by  the  general 
practitioner  until  the  head  of  the  embryo  is  firmly 
engaged  and  molded  in  and  through  the  brim  of  the 
pelvis,  the  assurance  thereby  being  given  that  there 
is  no  malproportion  between  the  foetus  and  the  pelvic 
bones. 

The  next  point  upon  which  emphasis  is  laid  is 
that  the  dosage  should  be  carefully  estimated.     The 
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author  hiis  found  in  his  experience  that  a  hypoder- 
mic of  one-third  of  an  ampoule  of  Parke  Davis  &  Co. 's 
preparation  is  the  largest  single  dose  that  should  be 
used  in  the  beginning.  Occasionally,  when  the 
patient's  powers  have  been  thoroughly  tested,  a 
half  of  one  ampoule  should  be  used.  This  is  an  all- 
important  point. 

With  these  two  factors  carefully  observed,  no 
harm  can  result,  because  the  effect  of  the  pituitary 
Extract  is  evanescent,  it  does  not  cause  a  tetanic 
contraction,  it  simply  increases  the  contractile 
power  of  the  uterus,  and  makes  it  behave  as  does 
the  uterus  in  a  normally  progressive  labor. 

If  these  facts  are  borne  in  mind  no  injury  can 
take  place,  and  no  rupture  of  the  uterus  is  possible. 

The  author  also  finds  the  extract  of  value  when 
the  Barnes  bag  has  been  introduced  to  induce 
labor.  He  finds  that  if  hypodermics  of  this  drug 
be  given  in  small  and  divided  doses,  frequently 
repeated,  the  labor  is  brought  on  much  more  quickly, 
without  need  for  the  introduction  of  additional  bags. 

Dry  labor  furnishes  no  contra-indication  if  the 
head  is  firmly  engaged  and  molded  in  and  through 
the  brim,  and  if  small  doses  be  used  the  progress  is 
absolutely  normal. 

The  author  also  discusses  the  value  of  this  drug 
in  the  first  stage  of  labor.  He  acknowledges  that 
there  is  likely  to  be  much  opposition  at  first,  and 
that  in  advocating  its  use  in  the  first  stage,  he  has 
met  many  men  who  do  not  think  it  is  the  correct 
procedure.  He  shows,  however,  that  there  is  no 
danger  if  the  pelvis  is  of  proper  proportions,  if  the 
head  is  firmly  fixed  in  and  through  the  brim,  and  if 
the  membranes  are  unruptured.  In  such  a  stage 
no  harm  can  result. 

Very  often  the  first  stage  is  long  and  tedious. 
Tlie  patient  suffers  but  no  progress  is  made.  The 
author  has  found,  in  a  large  number  of  private  cases, 
that  the  administration  of  a  third  of  an  ampoule  of 
pituitary  extract,  given  at  intervals  of  half  an  hour, 
will  in  a  very  short  time  bring  on  a  progressive, 
rapid  dilatation  of  the  cervix,  and  many  hours  of 
suffering  will  be  avoided.  He  considers  its  use  in 
the  first  stage  a  most  decided  advantage,  often 
shortening  by  hours  the  duration  of  the  labor. 

Pituitary  extract  is  of  value  in  caesarean  section 
if  given  before  the  incision  is  made,  as  it  causes 
such  a  thorough  contraction  of  the  uterus  after  the 
foetus  is  extracted  that  the  uterine  sewing  is  done  in 
an  almost  bloodless  field. 

Pituitary  extract  may  be  given  in  full  ampoule 
doses  for  other  conditions  than  those  of  labor  itself. 

In  the  post-partum  period  the  author  is  ac- 
customed after  caesarean  section  and  occasionally 
in  other  cases  to  give  half  an  ampoule  by  needle 
in  the  morning,  and  half  an  ampoule  by  needle  in 
the  afternoon  for  a  long  period. 

In  gynecological  conditions,  associated  with 
profuse  and  excessive  bleeding,  of  the  nature  of 
menorrhagia  and  metrorrhagia,  especially  such  as 
are  not  due  to  uterine  tumor,  the  author  has  ob- 
tained splendid  results. 


One  hypodermic  of  pituitary  extract  (a  full 
ampoule)  is  given  every  day  for  weeks  and  weeks 
at  a  time.  It  has  a  marvelous  effect  in  eventually 
contracting  the  uterus,  and  has  the  effect  of  causing 
a  certain  degree  of  atrophy  of  the  ovaries.  This 
effect  of  pituitary  extract  is  much  more  marked  after 
a  curettage,  but  even  without  curettage  it  will  aid 
in  diminishing  menorrhagia  and  metrorrhagia, 
especially  in  those  cases  in  which,  after  the  Diihrrsen 
operation,  profuse  bleeding  occurs  for  several 
months. 

The  drug  is  not  harmful,  there  are  no  after-effects, 
and  there  are  practically  no  contra-indications  that 
the  author  has  found  in  his  experience,  with  the 
possible  exception  of  certain  types  of  eclampsia. 

The  value  of  pituitary  extract  in  labor  is  evidenced 
by  its  results.  The  author  shows  that  in  the  primi- 
gravidae  the  average  duration  of  labor  is  reduced 
one-half.  In  multiparae,  the  effect  is  still  more 
startling.  The  average  duration  of  labor,  from  the 
first  hypodermic  of  pituitrin,  varies  from  fifteen 
minutes  to  an  hour  and  a  half  or  two  hours.  In 
fact,  the  author  makes  the  statement  that  for 
months  he  has  not  spent  more  than  an  hour  and  a 
half  to  two  hours  at  the  bedside  of  any  multipara. 

In  conclusion,  he  states  that  pituitary  extract  has 
practically  excluded  the  use  of  forceps.  In  his 
own  private  cases  he  has  not  applied  forceps  for  a 
very  long  period,  pituitary  extract  aiding  in  the 
expulsion  of  the  foetus  in  practically  all  cases.  He 
does  not  wait  until  a  stage  of  inertia  results.  If 
in  the  first  stage,  and  especially  in  the  second  stage, 
a  period  comes  on  where  progress  is  not  normal,  no 
matter  how  much  suffering  the  patient  shows, 
pituitary  extract  in  small  and  divided  doses  is  given. 

The  whole  value  of  pituitary  extract,  in  the  au- 
thor's mind,  can  be  summarized  in  the  statement 
that  if  properly  used  it  makes  any  subnormal  case 
behave  as  a  normally  progressive  case  does.  One 
of  its  greatest  purposes  is  fulfilled  in  the  line  of 
diagnosis.  If  any  patient  during  her  first  or  sub- 
sequent labor  time  experiences  indefinite  pains  or 
what  are  called  "  false  pains, "  the  administration,  at 
intervals  of  a  half-hour,  of  three  doses  of  one-third 
of  an  ampoule  of  pituitrin  makes  the  diagnosis. 
If  no  rhythmic  pains  result  within  a  short  period, 
the  patient  is  not  in  labor.  On  the  other  hand,  in  a 
large  proportion  of  cases  such  preliminary  pains  are 
found  to  be  real  labor  pains  and  the  patient  goes  on 
into  rhythmic  progressive  labor  pains. 

Pituitrin  is  supposed  to  have  a  decided  value  in 
causing  contraction  of  the  bladder.  Bandler  has 
not  found  it  of  great  value  for  this  purpose  in  post- 
partum or  post-operative  cases.  The  catheter 
gives  immediate  relief.  In  the  nervous  type,  re- 
peated use  of  the  drug  aids  in  restoring  to  the  bladder 
its  normal  tone. 

Pituitrin  is  a  remarkable  general  stimulant  in 
post-operative  cases,  and  has  taken  the  place,  in 
the  author's  practice,  of  eserine  in  post-partum  and 
post-operative  intestinal  atony  or  paresis. 

The  author  finds  that  in  many  ambulatory  cases. 
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one  of  (he  effects  of  the  drug  is  to  rapidly  stimulate 
intestinal  peristalsis.  The  possibility  of  drawing 
conclusions  as  to  the  state  of  the  internal  secretions 
from  this  action  and  from  other  effects  is  worthy 
of  further  study. 

Griffith,  W,  S.  A.:  An  Investigation  of  the  Causes 
Which  Determine  the  Lie  of  tlieFcKtus  inUtero. 

J.  Obst.  isrCyncc.  Brit.  Emp.,  1915,  xxvii,  105. 

After  discussing  the  various  textbook  theories 
regarding  the  causes  determining  the  lie  of  the 
foetus  in  utcro,  the  author  directs  his  attention  to 
the  following  points: 

1.  The  specific  gravity  of  the  foetus  at  different 
periods  of  development  and  of  its  most  important 
parts. 

2.  The  specific  gravity  of  hydrocephalic  and 
anencephalic  foetuses  and  especially  of  the  head  in 
these  cases. 

3.  The  center  of  gravity  of  the  foetus. 

4.  The  varying  specific  gravity  of  different  speci- 
mens of  liquor  amnii. 

5.  The  relative  specific  gravity  of  the  foetus  and 
the  liquor  amnii. 

6.  The  metacenter,  or  center  of  buoyancy. 
This  is  the  center  of  gravity  of  a  substance  of  uni- 
form density  exactly  corresponding  in  shape  and 
size  to  the  foetus.  It  is  the  center  through  which 
the  resistance  to  the  descent  of  the  foetus,  what- 
ever its  position  in  utero,  must  act  in  a  vertical 
direction. 

7.  The  relative  positions  of  the  center  of  gravity, 
the  foetus,  and  the  metacenter. 

8.  Foetal  movements. 

9.  Uterine  movements;  i.e.,  contractions. 
10.    Maternal  movements. 

The  specific  gravity  of  60  foetuses  was  investi- 
gated, including  examples  of  each  month  from  the 
second  onward.  Seven  showed  maceration,  and  a 
few  were  rejected  on  account  of  air  having  entered 
the  lungs  in  small  quantity  or  the  stomach  and  in- 
testines in  large  quantity. 

A  considerable  number  of  foetuses  were  divided 
into  three  parts:  (i)  the  head;  (2)  the  thorax  and 
arms,  including  the  liver  and  spleen,  which  in  a 
foetus  that  has  not  breathed  are  entirely  covered 
by  the  lower  part  of  the  thorax;  (3)  the  abdomen 
and  legs.  The  details  of  46  specimens  selected 
for  their  accuracy  are  set  forth  in  several  tables. 

In  no  instance  did  the  specific  gravity  of  the  head 
exceed  that  of  the  remainder  of  the  body  before  the 
end  of  the  sixth  month.  It  is  generally  lower,  and 
in  only  one  case  of  the  sixth  month  was  it  equal 
to  that  of  the  body. 

In  3  only  out  of  9  normal  foetuses  of  the  seventh 
month  was  the  specific  gravity  of  the  head  higher 
than  that  of  the  body. 

In  2  of  the  eighth  month  the  specific  gravity  of 
the  head  was  lower  than  that  of  the  rest  of  the  body. 

Of  16  full- term  foetuses  the  specific  gravity  of  the 
head  was  considerably  higher  than  the  body  in  13, 
equal  in  2,  lower  in  i. 


Up  to  the  end  of  the  sixth  month  the  difTerence  in 
the  specific  gravity  of  the  three  divisions  of  the 
foetus  is  very  slight.  During  the  seventh  and 
eighth  months  the  thoracic  portion  is  the  highest, 
and  only  in  the  last  month  is  the  head  constantly 
higher  than  the  rest  of  the  body. 

The  relative  specific  gravity  of  the  head  to  the 
body  has  no  necessary  relation  to  the  lie  of  the 
foetus,  and  maceration  scarcely  affects  its  specific 
gravity,  contrary  to  existing  theory. 

The  center  of  gravity  is  nearer  the  head  than  the 
breech  in  the  specimen  of  the  fourth  month  only; 
in  the  fifth  and  sixth  months  it  is  practically  mid- 
way; and  in  the  eighth  and  ninth  months  it  is  nearer 
the  breech.  This  gradual  displacement  of  the 
center  of  gravity  towards  the  breech  is  apparent, 
however,  not  real.  Owing  to  a  greater  elongation 
of  the  cephalothoracic  portion  than  of  the  abdominal 
portion  of  the  fatus  the  distance  from  the  extrem- 
ities of  the  long  axis  varies,  and  this  causes  an  ap- 
parent displacement,  Carey  Culbektson. 

Fildes,  P.:    Congenital  Syphilis  Among  the  New- 
born.   /.  Obst.   b°  Gynec.  Brit.  Emp.,  1915,  xxvii, 

124. 

The  object  of  this  investigation  was  to  determine 
the  incidence  of  syphilid  in  infants,  as  a  result  of 
congenital  infection.  For  this  purpose  it  was 
arranged  to  perform  the  Wassermann  test  upon  a 
random  sample  of  1,000  infants  at  birth,  and  again 
upon  the  same  infants  and  their  mothers  at  a  certain 
period  after  birth.  The  author  has  arrived  at  the 
following  conclusions: 

1.  It  is  assumed  that  the  great  majority  of  cases 
of  congenital  syphilis  will  develop  a  Wassermann 
reaction  in  from  two  and  a  half  to  four  months 
after  birth.  It  was  therefore  not  necessary  to 
prolong  the  observation  further. 

2.  The  population  examined  (East  End)  was 
probably  representative  of  other  groups  of  similar 
social  status  in  different  parts  of  London;  namely, 
the  respectable  working  classes. 

3.  In  this  population  the  following  was  noted: 

a.  Only  i  baby  in  1,015  showed  symptoms  of 
syphilis  at  birth. 

b.  Only  3  babies  in  660  developed  syphilis,  as 
evidenced  by  a  positive  Wassermann  reaction  during 
the  period  of  observation,  and  of  these  only  i  showed 
symptoms. 

c.  Thus  only  4  instances  of  syphilis  were  detected 
among  677  babies,  5.9  per  1,000,  and  of  these,  i 
died  and  2  showed  no  symptoms. 

d.  Only  I  child  died  of  syphilis,  while  16  were  lost, 
presumably  from  other  causes. 

4.  Twenty-seven,  3.9  per  1,000,  of  the  women 
gave  a  positive  Wassermann  reaction,  but  only  4  of 
these  transmitted  syphilis. 

5.  The  Wassermann  reaction  obtained  with 
blood  from  the  placental  end  of  the  umbilical  cord 
is  not  diagnostic  of  syphilis  in  the  infant  but  of 
syphilis  in  the  mother.  However,  only  a  minority 
of  syphilitic  women  induce  this  positive  reaction 
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in  the  umbilical  cord  serum,  and  only  a  minority  of 
syphilitic  children  give  this  reaction  at  birth. 

Carey  Culbertson. 

Barton,  E.  A.:  The  Condition  of  the  Larynx  and 
Trachea  in  the  Stillborn  Infant;  Its  Bearing  on 
Artificial  Respiration.  J.  Obst.  &•  Gynec.  Brit. 
Emp.,  1915,  xxvii,  138. 

The  result  of  a  number  of  autopsies  on  stillborn 
infants  that  had  never  attempted  to  breathe,  showed 
that  in  all  such  cases  the  glottis  was  closed.  In  a 
majority  the  lower  half  of  the  trachea  was  also  oc- 
cluded, the  posterior  muscular  wall  being  folded  into 
the  lumen  and  the  cartilage  rings  sharply  flattened 
and  incurved,  so  that  the  trachea  presented  on  section 
a  very  flattened  oval.  A  deep  sulcus  formed  by  the 
interval  between  the  ends  of  these  incurved  cartil- 
ages runs  vertically  down  the  posterior  surface  of 
the  trachea.  It  is  also  suggested  that  an  outward 
elastic  tension  of  the  ribs  might  further  aid  the 
initial  respiration.  These  observations  on  artificial 
respiration  of  the  stillborn  flaccid  infant  indicated 
that  until  the  glottis  is  opened  mechanically  and 
the  trachea  is  made  patent  it  is  useless  to  attempt 
any  postural  or  other  measure  to  inflate  the  lungs; 
therefore,  the  first  separation  of  these  closed  sur- 
faces is  best  attained  by  mt)uth-to-mouth  aspiration. 

Carey  Culbertson. 

Wichmann,  S.  E. :  A  New  Obstetrical  Forceps  — 
the  "  Forceps  Fennica."  /.  Obst.  &•  Gynec. 
Brit.  Emp.,  1915,  xxvii,  57. 

Wichmann  of  Helsingfors  has  advised  a  new  model 
for  obstetrical  forceps,  which  he  offers  under  the 
name  "forceps  fennica,"  in  honor  of  his  native 
land. 

He  reopens  the  question  of  the  axis-traction  prin- 
ciple as  applied  to  the  forceps,  and  criticizes  the 
German,  French,  and  English  models.  His  present 
effort  is  an  attempt  to  overcome  certain  of  the  de- 
ficiencies common  to  all  of  these  instruments.  He 
has  made  the  following  conditions  necessary  for  the 
construction  of  his  new  model: 

1.  The  surfaces  of  the  entire  forceps  must  be  as 
smooth  and  simple  as  possible;  its  structure,  and 
especially  its  handles,  must  be  light. 

2.  It  must  be  made  so  that  it  can  be  used  for  a 
low-standing  head  at  least  just  as  advantageously 
as  the  best  so-called  low  forceps;  i.e.,  J.  Simpson's 
and  Naegele's. 


3.  It  must  be  made  so  that  it  can  be  used  for  a 
high-standing  head  at  least  just  as  advantageously 
as  the  best  so-called  axis-traction  forceps;  i.e., 
Larnier's  and  A.  R.  Simpson's. 

4.  The  traction  attachment  must  be  so  adjusted 
that  it  can  always,  even  during  the  operation,  be 
put  on  and  taken  ofT  in  a  second  by  means  of  an 
automatically  acting  lock,  so  that  thereby  the  low 
forceps  becomes  an  axis-traction  forceps  and  vice 
versa. 

The  pelvic  curve  has  been  reduced  to  6  to  6.5 
cm.  (Simpson's  7  to  7.5  cm.;  Larnier's  8.5" cm.; 
Naegele's  Q.5  to  10  cm.).  The  fixation  screw  is  only 
3.5  cm.  long  and  is  situated  2.5  cm.  from  the  lock 
(Larnier's  3.5  cm.;  Simpson's  2  cm.). 

In  the  construction  of  the  traction  attachment, 
Wichmann  has  deviated  somewhat  from  the  most 
perfect  Larnier  models.  The  traction  rods  are 
inserted  into  the  outer  sides  of  the  blades  and  their 
lock  has  been  simplified,  but  in  principle  the  fixation 
of  the  attachment  is  much  the  same  as  in  Larnier's 
forceps.  It  is  the  author's  intention  to  have  this 
attachment  removed  as  soon  as  the  foetal  head  is  on 
the  pelvic  floor. 

By  reason  of  its  larger  cephalic  curve  Wichmann's 
forceps  seizes  the  infant's  head  chiefly  with  the 
peripheral  third  of  the  blades,  thus  rendering 
possible  a  rotation  of  the  head  within  the  forceps 
both  during  traction  and  during  the  pauses.  A 
fresh  application  of  the  blades  thus  becomes  un- 
necessary in  the  majority  of  cases. 

The  comparative  length  of  this  new  instrument 
is  shown  by  the  following  figures: 

From  the  tips  of  the  blades  to  the  insertion  point 
of  the  handle-bar  of  the  traction  attachment: 
Larnier's  36  cm.;  Simpson's  36  cm.;  Wichmann's 
36  cm. 

Entire  length  of  the  instrument:  Larnier's 
38.5  cm.;  Simpson's  37  cm.;  Naegele's  40  to  45  cm.; 
Wichmann's  38  cm. 

From  the  tip  of  the  blade  to  the  lock:  Larnier's 
24.5  cm.;  Simpson's  22.5  cm.;  Naegele's  25  to  30 
cm.;  Wichmann's  23.5  cm. 

Distance  between  the  tips  of  the  blades  when 
closed:  Larnier's  2  cm.;  Simpson's  2.5  cm.;  Wich- 
mann's 2.5  cm. 

The  width  of  the  cephalic  curve:  Larnier's  7  cm.; 
Simpson's  8.2  cm.;  Wichmann's  8.2  cm.  This 
curve  is  increased  to  10  cm.  by  opening  the  forceps. 

Carey  Culbertson. 
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ADRENAL,  KIDNEY,  AND  URETER 

Key,  E.:  Malformations  of  the  Kidney  from  the 
Surgical  Point  of  View  (Uber  Nierenmissbildun- 
gen  vom  chirurgischen  Gesichtspunkt  aus).  Nord. 
med.  Ark.,  Stockholm,  1914,  xlvii,  No.  7. 

The  author  reviews  the  subject  of  malformations 
of  the  kidney  and  discusses  the  pathological  changes 
which  may  occur  in  the  different  forms:  their 
symptoms,  diagnosis,  and  operative  treatment. 
Various  kidney  malformations  have  a  surgical  in- 
terest, and,  because  of  the  possibility  of  a  kidney 
anomaly  every  means  of  differential  diagnosis  must 
be  exhausted  before  any  operation  is  performed  on 
the  kidney.  Disease  of  a  solitary  kidney  is  espe- 
cially interesting  from  this  point  of  view.  The 
author  describes  the  case  of  a  43-year-old  woman, 
who  two  years  before  had  had  nephropexy  per- 
formed on  the  right  side  and  who  came  for  treat- 
ment with  an  enlarged  right  kidney  and  turbid 
ill-smelling  urine.  Cystoscopy  revealed  only  one 
ureteral  opening.  An  exploratory  incision  was  made 
in  the  left  kidney  region  and  no  kidney  found. 

According  to  Albarran,  solitary  kidney  should  be 
suspected:  (i)  when  only  one  ureteral  opening  can 
be  made  out  on  cystoscopy,  (2)  when  both  ureters 
open  near  each  other  on  the  same  side,  (3)  when 
functional  diagnosis  shows  urine  of  the  same  com- 
position but  of  very  different  quantities  on  the  two 
sides,  indicating  atrophy  of  one  kidney,  and  (4) 
when  an  enlarged  kidney  is  found  on  one  side  with 
an  uneven  inner  border. 

Horseshoe  kidney  is  also  of  surgical  interest,  as 
it  is  subject  to  pathological  changes,  especially  hy- 
dro- and  pyonephrosis  and  stone  formation.  The 
author  describes  the  case  of  a  28-year-old  man  from 
whom  he  removed  a  stone  by  pyelotomy  from  a 
horseshoe  kidney  that  had  been  diagnosed  before 
operation.  Part  of  a  horseshoe  kidney  may  be  the 
seat  of  a  new-growth.  In  the  literature  the  author 
found  7  cases  of  heminephrectomy  for  tumor  of  a 
horseshoe  kidney,  3  of  which  ended  in  death.  The 
author  himself  had  a  case  of  hypernephroma  in  a 
horseshoe  kidney  in  a  34-year-old  man,  with  re- 
covery after  heminephrectomy.  The  tumor  was  in 
the  right  half,  which  was  connected  with  the  left 
half  by  a  bridge  as  thick  as  a  finger. 

Even  the  normal  horseshoe  kidney  may  give 
rise  to  symptoms  which,  according  to  Rovsing,  are 
so  characteristic  that  a  diagnosis  of  horseshoe  kid- 
ney may  be  made  from  them.  The  displaced  kid- 
ney is  also  of  surgical  interest,  first,  because  it  may 
give  rise  to  mistaken  diagnoses,  especially  in  women, 
and  second,  because  it  may  be  the  seat  of  patholog- 
ical changes. 


Among  44  patients  with  ectopic  kidney  Girard 
found  21  cases  of  hydronephrosis.  The  author  re- 
ports 2  cases  of  this  sort.  In  one  case,  that  of  a 
42-year-old  man,  a  tubercular  pelvic  kidney  was 
removed.  This  case  had  not  been  properly  diag- 
nosed before  operation  because  in  the  rontgen 
picture  the  spleen  shadow  simulated  a  normally 
placed  left  kidney.  In  the  second  case  an  operation 
was  performed  on  a  33-year-old  woman  for  throm- 
bosis of  the  mesenteric  vein,  and  the  left  kidney 
was  found  in  the  true  pelvis.  A.  Goss. 

Cabot,  H. :  Frequency  of  Recurrence  of  Stone  in  the 
Kidney  After  Operation.  Surg.,  Gynec.  is"  Obst., 
1915,  xxi,  223. 

The  author's  paper  was  based  upon  a  study  of 
87  cases  in  which  a  thorough  examination  was  made 
at  the  clinic  of  patients  who  had  previously  been 
operated  upon  for  stone.  Of  these,  66  were  cases 
of  stone  in  the  kidney  and  21  were  cases  of  stone  in 
the  ureter.  Of  the  cases  of  stone  in  the  kidney  51 
per  cent  were  cured  and  49  per  cent  showed  re- 
currence. Of  the  cases  of  stone  in  the  ureter,  71 
per  cent  were  cured  and  29  per  cent  were  not, 

A  further  analysis  of  the  cases  showed  that  of  30 
cases  in  which  nephrotomy  was  done  43  per  cent 
were  cured  and  56  per  cent  showed  recurrence. 
Of  33  cases  of  pyelotomy  49  per  cent  were  cured 
and  51  per  cent  showed  recurrence.  Of  12  cases  of 
nephrectomy  one  showed  stone  in  the  remaining 
kidney. 

Kxotoszyner,  M.:  Pitfalls  in  the  Diagnosis  of 
Renal  Lithiasis.  Calif.  St.  J.  Med.,  1915,  xiii, 
312. 

The  author  states  that  the  diagnosis  of  surgical 
kidney  lesions  is,  in  many  instances,  very  difficult 
and  not  rarely  entirely  impossible,  especially  in 
renal  lithiasis. 

In  order  to  avoid  grave  diagnostic  errors  the 
following  facts  must  be  borne  in  mind: 

1.  A  kidney  may  for  a  long  period  of  time  contain 
one  or  more  stones  of  large  size,  occupying  a  position 
in  the  renal  pelvis  extending  into  the  calyces, 
without  causing  any  subjective  and  only  such  slight 
objective  symptoms  that  the  existence  of  nephro- 
lithiasis is  either  entirely  overlooked  or  not  sus- 
pected. 

2.  In  the  presence  of  one  or  more  calculi  in  the 
kidney  pain  may  exist  in  the  opposite  organ. 

3.  Pain  may  be  of  such  vague  nature  and  loca- 
tion as  not  to  suggest  its  being  in  any  way  con- 
nected with  the  diseased  organ. 

4.  Pain  may  be  so  referred  that  a  disease  of 
another  organ  is  diagnosed. 
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5.  A  radioKrajjhic  examination  of  the  upper 
urinary  tract  should  be  made  in  every  case  of  long- 
standing pyuria,  with  negative  findings  for  tuber- 
culosis. 

6.  In  doubtful  cases  a  pyelography  should  ])c 
done. 

7.  Calcified  tubercular  foci  within  the  renal 
parenchyma  may  on  the  plate  look  like  calculus- 
shadows. 

8.  A  stone-shadow  may  be  cast  by  an  object 
outside  the  kidney. 

9.  Small  renal  stones  with  rough  surfaces,  which 
occasionally  are  not  demonstrable  on  the  plate, 
may  cause  a  symptom-complex  pointing  to  a  grave 
kidney  lesion  (tuberculosis,  malignancy). 

10.  In  cases  where  stone-shadows  are  present 
on  renal  plates  of  both  sides,  the  existence  of  a 
fused  or  horse-shoe  kidney  should  be  borne  in  mind. 

The  author  cites  a  case  of  a  32-year-old  individual 
with  pyuria,  pain  on  the  right  side  and  septic 
fever.  Cystoscopy  demonstrated  a  moderate  sub- 
acute cystitis;  on  ureteral  catheterization  no  urine 
could  be  obtained  from  the  right  side  and  very  little 
from  the  left.  Radiography  showed  typical  cal- 
culus-shadows in  both  kidney  regions;  pyelography 
was  of  no  material  aid.  A  diagnosis  of  bilateral 
nephrolithiasis  with  secondary  infection  and  de- 
struction of  the  right  kidney  was  made.  On  opera- 
tion the  kidney  was  found  to  be  fused,  its  right 
half  a  sac  filled  with  muco-pus,  while  its  left  half  ap- 
peared to  be  fairly  normal;  there  was  no  line  of 
cleavage  between  the  two  halves,  which  showed 
independent  vessels  and  ureters.  Calculi  in  either 
half  were  removed  through  small  incisions  which 
were  closed  with  catgut  while  the  sac  on  the  right 
side  was  incised  and  drained.  All  efforts  to  promote 
diuresis  failed  and  the  patient  died  about  one  week 
after  the  operation,  with  uraemic  and  septic  symp- 
toms. Louis  Gross. 

Ekehom,  G.:  Primary  Localization  and  Mode  of 
Extension  of  Tubercular  Processes  in  Clironic 
Hsematogenous  Tuberculosis   of   the   Kidney 

(Uber  die  Primarlokalisation  und  die  Ausbreit- 
ungsweise  des  tuberkulosen  Prozesses  bei  der 
chronischen       hamatogenen       Nierentuberkulose). 

Nord.  med.  Ark.,  Stockholm,  1914,  xlvii,  No.  12. 

In  considering  the  primary  localization  and  mode 
of  extension  of  ha^matogenous  kidney  tuberculosis 
two  questions  are  of  special  interest:  (i)  What 
part  of  the  kidney  is  infected  first?  (2)  In  what 
way  do  the  bacilli  reach  the  point  of  infection?  Of 
equal  interest  is  the  question  raised  by  the  author 
as  to  whether  we  may  assume  a  primary  hajmato- 
genous  focus  of  infection  from  which  the  remainder 
of  the  kidney  is  infected  secondarily,  or  whether  the 
tubercular  infection  takes  places  simultaneously 
at  several  points. 

The  author  studied  this  question  in  two  very 
recent  cases  of  kidney  tuberculosis.  In  one  case 
there  was  a  very  small  cavity  (i  mm.  in  diameter)  in 
the  upper  pole  of  one  pyramid,  which  on  close  ex- 


amination was  found  to  be  a  solitary  hematogenous 
focus  of  infection  —  an  infected  embolus.  The 
papilla  of  this  pyramid  was  ulcerated  and  the  sur- 
face of  the  ulceration  contained  enormous  masses  of 
tubercle  bacilli.  Macroscopically  all  the  rest  of  the 
papilla'  appeared  to  be  unchanged.  Microscop- 
ically, however,  they  were  found  to  show  superficial 
ulcerations  with  superficial  tubercular  changes.  In 
the  second  case  there  was  also  only  one  small 
cavity,  which,  however,  had  broken  through  the 
apex  of  the  affected  papilla  and  connected  with  it 
by  a  fistula.  According  to  these  imf>ortant  observa- 
tions the  infection  in  these  cases  was  certainly  uni- 
locular, the  infections  of  the  papillae  and  walls  of 
the  calyces  secondary,  ascending,  and  borne  by  the 
urine.  Similar  observations  were  made  by  Bazy 
in  a  case  of  early  operation  for  kidney  tuberculosis, 
in  which  he  found  one  small  cavity  with  a  fistula 
and  an  ulcerated  papilla.  Unfortunately,  Bazy 
did  not  examine  the  neighboring  papillae,  which 
were  apparently  normal  under  the  microscope. 

A.  Goss. 

Wallace,  C,  and  Dudgeon,  L.  S.:  Unilateral 
Haemorrhage  and  Unilateral  Pain  of  Renal 
Origin.    Brit.  J.  Surg.,  1915,  iii,  82. 

The  authors  report  in  some  detail  4  cases:  2  of 
unilateral  haemorrhage  and  2  of  unilateral  pain,  all 
of  renal  origin.  They  state  that  these  cases  con- 
firm what  is  already  well  known,  that  nephritis 
may  cause  a  unilateral  haematuria  which  clears  up 
after  operation.  They  also  note  that  a  nephritis 
may  at  one  time  give  rise  to  pain  and  at  another 
to  haemorrhage. 

The  first  case,  a  male,  aged  40  years,  was  ad- 
mitted with  a  history  of  nine  weeks'  painless  and 
almost  constant  haematuria.  The  previous  history 
was  unimportant. 

The  results  of  examination  were  as  follows:  urine 
bloody,  specific  gravity  1,020,  daily  output  26 
ounces.  Microscopy  revealed  blood-cells,  but  no 
casts  or  tubercle  bacilli.  Cystoscopy  showed  bloody 
urine  coming  from  the  left  ureter,  while  the  urine 
from  the  right  ureter  was  normal.  Indigo-carmine 
appeared  in  ten  minutes,  deeply  colored. 

The  kidney  was  exposed  and  the  incision  into  the 
kidney  pelvis  was  made  through  the  convex  border. 
Nothing  abnormal  was  seen  with  the  naked  eye 
either  on  the  cut  surface  or  in  the  pelvis.  The 
patient  was  discharged  with  normal  urine.  His- 
tological examination  of  an  excised  piece  showed 
small  scattered  areas  of  fibrosis  with  a  few  glomeruli 
replaced  by  fibrous  tissue.  There  was  no  thicken- 
ing of  the  capsule.  The  chief  histological  changes 
were  found  in  the  epithelium  of  the  convoluted 
tubules  which  showed  various  degrees  of  degenera- 
tive changes. 

The  second  case,  a  male,  aged  45  years,  gave  a 
history  of  intermittent  haematuria  of  4  j'ears' 
duration.  He  had  had  pleurisy  five  months  before 
admission,  with  good  recoverj\  There  had  been 
frequent  urination  for  three  months.     The  haemor- 
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rhagc  at  times  had  been  profuse  with  formation 
of  clots  in  the  urine.  There  had  been  intervals  of 
two  weeks  of  freedom  from  bleeding.  On  examina- 
tion, the  urine  was  acid,  specific  gravity  1,022,  and 
contained  a  few  pus-cells,  but  no  casts;  the  average 
daily  amount  was  thirty  ounces.  X-ray  examina- 
tion of  the  urinary  tract  was  negative.  Cystoscopy 
showed  copious  haemorrhage  from  the  right  ureter; 
the  urine  from  both  sides  was  deeply  colored  with 
indigo-carmine  in  15  minutes,  the  patient  being 
under  an  anaesthetic. 

The  kidney  was  exposed  and  incised  into  the 
pelvis  through  the  convex  border.  Naked-eye  ex- 
amination of  the  pelvis  and  cut  surface  revealed 
nothing  abnormal.  A  small  vein  crossed  the 
posterior  surface  of  the  ureteropelvic  juncture  and 
possibly  slightly  constricted  the  canal.  At  the 
time  of  discharge  the  urine  contained  a  few  pus-cells, 
but  no  blood. 

Histological  examination  showed  thickening  of 
the  capsule  to  four  times  the  normal  thickness. 
There  were  no  scattered  areas  of  fibrous  deposits 
and  no  glomerular  changes.  The  main  histological 
change  concerns  the  epithelium  of  the  convoluted 
tubules  which  show  all  stages  of  degeneration. 

The  third  patient,  a  male,  28  years  old,  com- 
plained of  a  fixed  pain  at  a  point  between  the  um- 
bilicus and  the  anterior  superior  spine,  of  18  months' 
duration.  Physicial  examination  was  negative. 
The  X-ray  plate  showed  a  doubtful  shadow  in  the 
region  of  the  left  kidney.  The  urine  was  acid, 
specific  gravity  1,008,  with  slight  amount  of  al- 
bumin, there  were  no  casts  but  there  were  a  few 
pus-cells  and  oxalate  crystals.  Cystoscopy  was 
negative.  Incision  of  the  kidney  showed  nothing 
abnormal  in  the  pelvis  or  parenchyma.  Pain 
ceased  after  operation. 

Histological  examination  showed  no  increase  of 
capsular  tissue  and  no  disseminated  fibrosis.  There 
was  an  area  of  round  and  spindle-celled  infiltration 
extending  along  the  connective-tissue  septa  be- 
tween the  tubules,  partly  compressing  the  latter  in 
a  limited  area.  The  chief  changes  were  confined 
to  the  tubules  which  were  distended  with  coagulated 
material.  This  same  material  was  present  in  the 
glomeruli.  The  epithelium  of  the  tubules  showed 
various  degrees  of  degeneration.  Bacteriological 
examination  showed  a  short-chained  streptococcus. 
Intraperitoneal  inoculation  into  two  mice  failed 
to  produce  the  slightest  effect. 

The  fourth  patient,  a  male,  34  years  old,  suffered 
with  pain,  at  times  dull,  at  other  times  paroxysmal, 
referred  to  the  same  point  as  in  the  last-mentioned 
case.  The  trouble  was  of  one  year's  duration. 
Physical,  X-ray,  and  cystoscopic  examinations 
were  negative.  Indigo-carmine  and  phthalein  tests 
showed  good  renal  function.  The  urine  was  nega- 
tive for  casts,  albumin,  and  sugar.  Hemisection 
of  the  kidney  showed  nothing  abnormal  on  the  cut 
surface.     Pain  ceased  after  the  operation. 

Histological  examination  showed  no  thickening 
of  the  capsule,  but  scattered  areas  of  fibrosis  were 


present  in  sections.  In  one  such  subcapsular  area 
the  glomeruli  were  completely  atrophied  and  re- 
placed by  dense  fibrous  tissue.  Three  microscopic 
calculi  were  present  in  a  distended  tubule.  Most 
marked  changes  were  noted  in  the  convoluted  tu- 
bules where  many  cells  showed  degenerative  changes 
and  the  lumina  were  distended  with  granular  ma- 
terial. 

The  absence  of  casts  in  all  four  cases  was  re- 
markable. The  tests  of  renal  cfTiciency  showed  no 
departure  from  the  normal  in  any  of  these  cases. 
Etiological  facts  to  explain  the  symptoms  and  the 
changes  met  with  in  the  renal  tissue  were  entirely 
wanting. 

Considerable  importance  is  attached  to  the 
occurrence  of  vacuolation  of  the  cells  of  the  tubules 
and  of  the  exudate  in  two  cases.  Vacuolation  of 
renal  cells  has  been  produced  experimentally  by  the 
injection  of  an  isonephrolysin.  It  is  suggested 
that  in  two  of  the  above  clinical  observations  the 
vacuolation  was  produced  Vjy  a  toxin  in  the  blood, 
which  in  addition  may  be  supposed  to  have  caused 
the  nephritis.  H,  A.  Fowlee. 

Greene,  R.  H. :  The  Value  of  Some  Tests  of  Renal 
Permeability.     N.  Y.  M.  J.,  1915,  cii,  343. 

A  series  of  functional  tests  was  performed  on 
different  patients  and  comparisons  made.  These 
experiments  show  cryoscopy  to  be  of  value,  though 
requiring  too  much  blood  and  urine  to  be  practical, 
while  polyuria  expSrimentale  (Albarran)  must  be 
modified  before  it  will  be  generally  used. 

Later  investigations  show  that  the  indigo-carmin 
test  is  rapid,  but  too  markedly  influenced  by  the 
water  intake.  The  technique  of  the  test  is  as 
follows:  The  patient  must  take  no  water  for  five 
hours  before  the  injection  is  made;  inject  intramus- 
cularly in  the  gluteal  region  10  ccm.  of  an  0.08 
solution  of  indigo-carmin,  to  which  has  been  added 
0.1  gm.  of  salt.  Normally  functionating  kidneys 
begin  to  excrete  the  dye  in  from  five  to  ten  minutes. 

The  total  nitrogen  test  is  accurate,  but  imprac- 
tical, requiring  special  apparatus  and  elaborate 
chemical  technique. 

The  phenolsulphone phthalein  test,  while  more 
practical  than  the  nitrogen,  is  rendered  inaccurate 
by  pus,  advanced  nephritis,  and  infective  processes. 

From  a  practical  standpoint  the  phloridzin  test  is 
of  more  value  than  the  nitrogen  or  phthalein  tests 
when  used  either  with  or  without  ureteral  catheteri- 
zation; catheterization  being  necessary  only  to 
show  if  the  kidneys  are  excreting  unequally. 

The  technique  of  the  phloridzin  test  is  as  follows: 
Inject  subcutaneously  in  the  gluteal  region  30 
minims  of  a  i  :400  solution,  the  exact  quantity  being 
previously  prepared  and  sterilized  in  glass  ampoules. 
Test  urine  in  thirty  minutes  for  sugar;  if  not  de- 
monstrated repeat  in  fifteen  minutes.  Healthy 
kidneys  excrete  sugar  within  the  half-hour  limit. 
All  diseased  kidneys  show  delayed  excretion;  like- 
wise some  normal  kidneys.  In  the  latter  case,  the 
causes  of  delay  (in  order  of  importance)  are  a  low 
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blood  sugar  content;  (2)  diflkulty  in  eliminuting 
sugar;  (3)  innervation  disturbance  in  the  kidney, 
as  carcinoma,  arteriosclerosis,  general  nerve  dis- 
turbance and  hepatic  cirrhosis. 

The  conclusions  reached  are:  (i)  Diseased  kid- 
neys always  excrete  slowly,  and  if  seemingly  healthy 
kidneys  show  delay  there  is  a  pathologic  condition 
present  in  the  body  which  demands  further  investiga- 
tion. (2)  The  value  of  all  tests  is  relative  rather  than 
absolute.  (3)  All  things  considered,  the  phloridzin 
test  is  the  best  for  routine  examination. 

G.  S.  Petkrkin. 

Kretschmer,  H.  L.,  and  Greer,  J.  R.:  Insufficiency 
at  the  Ureteral  Junction.  Surg.,  Gynec.  cr  Obsl., 
1915,  xxi,  228. 

The  authors  report  a  case  of  this  rare  pathological 
condition,  and  review  16  similar  cases  recorded  in  the 
literature. 

Dilatation  of  the  upper  urinary  tract  as  the  re- 
sult of  obstructive  lesions  are  not  uncommon,  and 
the  various  types  of  these  lesions  are  mentioned 
by  the  authors.  Cases  in  which  the  dilatation  is 
found  without  the  presence  of  obstructive  lesions 
or  lesions  of  the  central  nervous  system  are  very 
rare. 

There  seems  to  be  no  definite  uniformity  in  the 
reasons  mentioned  by  the  various  authors  who  have 
reported  similar  cases,  for  the  existence  of  this  con- 
dition. Of  the  four  theories  mentioned,  the  con- 
genital theory  seems  to  be  the  one  most  frequently 
called  upon  of  late  to  explain  this  condition,  and  has 
perhaps  the  largest  number  of  adherents,  being 
given  preference  by  Bacharach,  Halle,  Legueu,  and 
Papain. 

The  case  reported  by  the  authors  was  a  young  man 
aged  20,  who  sought  relief  from  pyuria.  There  were 
no  such  urinary  symptoms,  as  frequency  or  retention, 
as  were  present  in  some  of  the  cases  reported  in  the 
literature.  Cystoscopic  examination  revealed  the 
presence  of  two  dilated  ureteral  orifices.  A  20 
per  cent  solution  of  cargentos  was  introduced  into 
the  bladder  and  an  X-ray  picture  taken.  This 
showed  that  the  cargentos  solution  had  found  its  way 
into  both  kidney  pelves  and  into  both  ureters,  all 
of  these  organs  showing  enormous  dilatation. 

Verriotis,  T. :  Complications  Originating  in  the 
Stump  of  the  Ureter  After  Nephrectomy  for 
Tuberculosis  and  Their  Treatment  (tJber  die 
vom  Ureterstumpf  nach  Nephrektomie  wegen 
Tuberkulose  ausgehenden  Komplikationen  und  ihre 
Behandlung).    Ztschr.f.  Urol.,  1915,  ix,  No.  7. 

The  stump  of  the  ureter  left  after  nephrectomy 
for  tuberculosis  may  be  the  point  of  origin  for 
tedious  fistulae  and  abscesses;  empyema  has  also 
been  observed,  simulating  the  symptoms  of  pyo- 
nephrosis. Pyuria,  with  or  without  tubercle 
bacilli,  may  also  originate  from  the  stump  of  the 
ureter.  The  first  consideration  in  treatment  is  to 
avoid  the  formation  of  fistulae  as  far  as  possible. 
Attempts  have  been  made  to  extirpate  the  ureter 


down  to  its  opening  into  the  bladder,  but  this  is 
quite  a  severe  operation,  and  often  leaves  behind  it 
an  abdominal  hernia.  Even  after  total  ureterec- 
tomy, as  well  as  after  partial,  the  author  has  com- 
puted that  there  are  fistulae  in  10  per  cent  of  the 
cases.  He  believes  that  the  frequency  of  fistulae 
may  be  decreased  by  refraining  from  establishing 
drainage  through  the  wound. 

He  recommends  Chevassu's  method  of  lateral, 
subperitoneal,  extracapsular  nephrectomy,  suture 
of  the  wound,  and  lumbar  drainage  through  an  in- 
dependent opening,  by  means  of  a  small  drain  that 
is  quickly  removed.  Chevassu  has  used  this 
method  in  19  nephrectomies  for  tuberculosis  with 
the  following  results:  in  10  healing  by  first  intention, 
in  6  complete  cicatrization  within  20  to  28  days, 
and  in  3  within  i  to  2  months.  In  none  of  these 
cases  was  there  a  fistula.  A.  Goss. 

BLADDER,  URETHRA,  AND  PENIS 

Sherrill,  J.  G.:  Vesical  Diverticula.  Am.  J.  Urol., 
191S,  xi,  303. 

The  author  gives  a  very  full  review  of  the  subject 
including  reports  of  loi  cases  of  vesical  diverticula. 
All  true  vesical  diverticula,  likewise  all  so-called 
double,  triple,  or  divided  bladders,  are  congenital. 
While  in  most  cases  radical  removal  of  the  diverticu- 
la is  indicated,  often  the  removal  of  an  enlarged 
prostate  or  a  median  bar  is  all  that  is  necessary  to 
relieve  the  patient.  The  suprapubic  route  is  the 
one  of  election,  but  in  a  few  cases  where  the  primary 
object  of  the  operation  is  the  removal  of  a  hyper- 
trophied  prostate,  the  perineal  route  may  be  pre- 
ferred. 

In  rare  instances  where  the  diverticula  is  below 
and  behind  the  bladder,  it  may  be  advisable  to 
employ  the  so-called  sacral  route,  if  necessary 
resecting  a  portion  of  the  sacrum. 

B.  S.  Baeringer. 

Buerger,  L. :  Pathological  Diagnosis  of  Tumors  of 
the  Bladder  with  Particular  Reference  to 
Papilloma  and  Carcinoma;  a  Study  of  One 
Hundred  and  Thirteen  Neoplasms.  Surg., 
Gynec.  c^  Obst.,  1915,  xxi,  179. 

From  a  study  of  the  pathology  of  113  tumors  of 
the  bladder  among  which  there  were  55  papillomata, 
45  papillary  carcinomata,  5  squamous  carcinomata, 
2  metastatic  carcinomata,  and  6  sarcomata,  Buerger 
was  able  to  conclude  that  a  differential  diagnosis 
between  papillomata  and  carcinomata  could  be 
made  in  almost  all  instances  on  a  pathological  basis. 

Certain  morphological  criteria  were  accepted  as 
indicating  the  existence  or  the  acquisition  of  malig- 
nant traits  in  any  given  tumor.  It  was  only  after  a 
very  thorough  pathological  investigation  of  papil- 
lomata and  carcinomata  that  this  conviction  was 
forced  upon  the  author.  These  criteria  consist  in 
certain  peculiar  abnormalities  in  the  conformation 
of  the  cells,  and  regularly  mean  either  the  presence 
of  primary  carcinoma  or  carcinomatous  change  in  a 
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papilloma.  The  abnormalities  are:  cells  manifest- 
ing irregularities  in  size  and  shape;  nuclei  rich  in 
chromatin,  deeply  staining  and  of  bizarre  shape; 
cells  with  atypical  mitoses;  giant  cells;  and  multi- 
nucleated cells.  All  these  when  occurring  in 
papilloma  of  the  bladder  indicate  the  presence  or 
beginning  of  carcinomatous  change.  Another  and 
most  reliable  evidence  of  carcinomatous  change 
will  be  found  in  a  disturbed  relationship  of  the  cells 
to  each  other,  in  a  loss  of  the  typical  palisade  ar- 
rangement of  the  cells,  in  the  presence  of  long  fusi- 
form or  compressed  types  of  cells,  in  the  existence 
of  evidences  of  infiltration  of  the  stroma  and  pene- 
tration of  the  basal  membrane,  in  the  presence  of 
cells  in  the  capillaries,  and,  finally,  in  the  occurrence 
of  epithelial  cells  in  the  submucosa  or  muscular  coats 
of  the  vesical  wall. 

These  criteria  enabled  Buerger  to  recognize  the 
presence  of  a  malignant  tumor  in  17  cases  where  the 
material  would  have  led  to  an  incorrect  or  a  doubt- 
ful diagnosis  if  our  present  standards  had  been  re- 
jected. If  these  criteria  are  accepted,  malignancy 
can  be  recognized  from  a  relatively  small  amount  of 
material,  and  the  report  "insufficient  for  diagnosis," 
such  as  is  often  made  by  the  pathologist,  will  be 
less  frequently  given. 

These  criteria  were  found  in  parts  of  the  tumor 
that  are  accessible  in  so  far  as  they  can  be  reached 
by  cystoscopic  instruments,  and  in  so  far  as  adequate 
portions  can  be  removed  for  histological  examina- 
tion. The  changes  that  are  indicative  of  malig- 
nancy occur,  not  as  heretofore  assumed,  in  the 
"depth"  where  they  may  escape  our  diagnostic 
methods,  but  manifest  themselves  first  in  the 
epithelium  not  far  from  the  surface,  either  with  or 
without  areas  of  infiltration. 

A  test  of  the  morphological  criteria  proved  con- 
clusively that  they  are  dependable,  and  if  adopted 
lead  to  correct  diagnosis.  Many  of  the  other  loosely 
accepted  notions  regarding  the  malignancy  of 
papilloma,  per  se,  were  found  to  be  fallacious.  Only 
in  one  tumor  out  of  the  113  was  a  papilloma  found 
to  infiltrate  and  still  retain  "normal"  cellular  char- 
acteristics. 

Thomas,  B.  A. :  Technique  of  Operative  Treatment 
of  Bladder  Tumors.  Surg.,  Gynec.  fe'  Obst.,  1915, 
xxi,  135. 

The  author  alludes  to  the  different  types  of 
bladder  tumors,  90  per  cent  of  which  comprise 
papillomata  and  carcinomata.  He  deplores  the 
term  "malignant  papilloma,"  and  urges  the  use  of 
terminology  based  upon  pathological  rather  than 
clinical  grounds,  believing  that  greater  attention 
devoted  to  the  differentiation  of  papilloma  and 
carcinoma,  as  revealed  by  cystoscopy  in  expert 
hands,  would  mark  an  important  step  forward  in 
the  treatment  of  vesical  neoplasmata.  He  has  never 
found  it  necessary  to  remove  endovesically  a  por- 
tion of  the  tumor  for  microscopical  diagnosis  in 
order  to  determine  the  correct  form  of  treatment, 
and  he  considers  that  such  a  practice  is  unwise  in 


view  of  the  likelihood  of  implantation  metastasis 
from  stray  tumor-cells. 

Thomas  believes  that  all  papillomata,  single  or 
multiple,  superficially  carcinomatous  or  not,  should 
be  treated  by  high-frequency  electrocoagulation, 
and  that  all  operable  carcinomata  involving  the 
bladder  wall  should  be  subjected  to  trans-  or  extra- 
peritoneal partial  cystectomy. 

The  treatment  of  bladder  tumors  is  considered 
under  two  heads:  (i)  non-incisional  and  (2)  in- 
cisional. 

The  first  includes  (/)  high-frequency  electro- 
coagulation, (2)  radium,  (j)  per  urethral  excision, 
snare  strangulation  and  cauterization,  and  {4)  irri- 
gations with  coagulable  solutions.  The  second  is 
subdivided  into  (i)  radical  and  (2)  palliative  opera- 
tive treatment;  the  former  comprising  partial  cys- 
tectomy and  total  cystectomy;  the  latter  consisting 
of  suprapubic  cystotomy,  cystostomy,  and  exclusion 
of  the  bladder . 

Thomas  presents  a  detailed  description  of  these 
various  operative  procedures  illustrated  by  nineteen 
drawings.  A  feature  of  the  technique  is  a  new  blad- 
der retractor  which  has  proved  most  serviceable. 

An  analysis  of  22  cases  are  tabulated,  showing 
the  character  of  the  tumor,  duration  of  symptoms, 
operability,  nature  of  the  operation,  duration  of  life 
since  operation,  and  final  result  with  respect  to  the 
present  condition  of  the  patient. 

Thomas  reports  a  case  of  successful  total  cystec- 
tomy following  bilateral  nephrostomy  and  illustrates 
the  renal  drainage  apparatus  which  proved  very  sat- 
isfactory with  this  patient. 

Squier,  J.  B. :  Radium  Versus  Surgery  in  the  Treat- 
ment of  Vesical  Neoplasms.  Surg.,  Gynec.  e* 
Obst.,  1915,  xxi,  176. 

Squier  deduces  his  conclusions  from  observations 
based  upon  cases  of  extensive  vesical  carcinoma 
which  had  been  subjected  to  the  action  of  radium 
after  incomplete  operative  removal  and  to  the  ex- 
perimental work  of  Wood  of  the  Crocker  Cancer 
Laboratory.  The  action  of  radium  being  governed 
by  the  law  of  inverse  squares  is  of  interest,  the  law 
being  that  if  the  distance  of  the  tube  from  the  proxi- 
mal portion  of  the  tumor  is  2  mm.,  and  from  the  dis- 
tal portion  12  mm.,  then  the  effect  is  not  as  i  to  6 
but  as  4  to  144  or  as  i  to  36.  Squier  claims  that 
three  factors  only  are  dominant  in  the  action  of 
radium  on  tumors:  the  time  of  exposure,  the  amount 
of  radium  element,  and  the  distance  between  the 
tube  and  the  tissue  to  be  acted  upon.  Wood's 
experiments  seemed  to  prove  that  in  radiated  tu- 
mors, slowness  of  growth  after  inoculation  was  due  to 
injury  to  the  mechanism  of  mitotic  division  of  the 
cells. 

The  author's  conclusions  are  as  follows: 
In  the  light  of  our  present  knowledge,  it  is  believed 
that  cures  in  bladder  tumors  by  the  use  of  radium 
may  be  hoped  for  only  in  benign  papillomata;  that 
it  may  be  possible  in  certain  instances  to  render 
the  symptoms  of  vesical  malignancy  less  distressing 
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by  intra-urelhral,  suprapubic,  rectal,  or  cross-fire 
intra-urethral  and  rectal  radiations;  that  by  the  time 
vesical  carcinoma  has  been  made  clinically  manifest 
the  growth  has  already  progressed  too  far  to  be  read- 
ily influenced  by  the  amounts  of  radium  at  present 
at  our  command;  that  the  question  of  the  best 
management  of  a  case  of  vesical  carcinoma  is  no 
different  from  the  management  of  carcinoma  any- 
where else  in  the  body;  viz.,  if  the  growth  is  anatom- 
ically accessible,  wide  surgical  extirpation  followed 
by  every  means  known  to  science  of  treating  any 
unrcmoved  growth  or  recurrence. 

Geraghty,  J.  T.:  Fulguration  in  the  Treatment  of 
Bladder  Tumors.  Surg.,  Gynec.  6*  ObsL,  1915, 
x.xi,  150. 

Fulguration  has  succeeded  in  destroying  only 
tumors  which  were  of  the  papillomatous  type,  but 
it  has  been  possible  to  destroy  not  only  the  benign 
but  the  malignant  papillomata.  The  response  to 
treatment,  however,  in  the  benign  as  compared  with 
the  malignant  is  of  considerable  interest.  Where 
the  tumors  are  cystoscopically  and  histologically 
benign  the  rapidity  of  disappearance  is  frequently 
astonishing.  When,  however,  the  papillomata  are 
malignant  the  response  to  fulguration  may  be  ex- 
tremely slow  and  almost  lead  to  discouragement. 
When  the  histological  picture  is  distinctly  malignant 
one  can  almost  positively  predict  that  the  papilloma 
will  require  many  times  the  amount  of  treatment 
which  would  have  been  necessary  to  destroy  a  benign 
papilloma  of  the  same  size.  In  one  case  with  mul- 
tiple malignant  papilloma  covering  the  left  lateral 
wall  of  the  bladder  and  the  tumors  so  fused  at  their 
surfaces  that  it  seemed  like  one  large  tumor  mass, 
seventy-five  treatments,  extending  over  a  period  of 
nine  months,  were  necessary  to  entirely  eradicate 
the  neoplasms.  The  result  in  this  case  might  be 
considered  brilliant  because  no  radical  operation 
could  have  given  as  complete  a  result.  In  the 
papillary  carcinoma  or  sessile  tumors  where  in- 
filtration of  the  base  is  always  present,  the  chances 
of  eradication  of  the  tumor  by  this  method  of 
treatment  are  practically  nil,  although  consid- 
erable symptomatic  relief  may  at  times  be  ob- 
tained. 

From  the  standpoint  of  ultimate  prognosis  it  is 
important  to  have  a  knowledge  of  the  nature  of  the 
growth  removed,  because  in  three  cases  in  which 
malignant  papilloma  had  been  successfully  removed, 
death  occurrtd  later  from  metastases,  although  the 
bladder  remained  free  from  tumor.  Furthermore, 
recurrences  have  been  encountered  only  in  cases  in 
which  malignant  papillomata  have  been  removed. 
Up  to  the  present  time  recurrences  have  been  ob- 
served in  four  cases. 

It  can  be  positively  stated  that  fulguration 
should  be  the  treatment  selected  for  all  papillomata, 
benign  or  malignant,  in  which  infiltration  of  the 
bladder  wall  has  not  occurred  and  that  it  yields 
results  incomparably  superior  to  the  most  radical 
operative  procedures. 


Keyes,  K.  L.,  Jr. :  Desiccation  Treatment  of  Bladder 
Tumors.     Surg.,Gyncc.  or  Obst.,  1915,  xxi,  169. 

Desiccation  of  bladder  tumors  by  high-frequency 
current  introduced  through  the  cystoscope  is  a 
treatment  with  a  restricted  field;  it  is  applicable  to 
papilloma  but  not  to  carcinoma,  with  the  exception 
of  certain  circumscribed  carcinomata  that  behave 
like  papillomata.  Contra-indications  to  this  treat- 
ment are  hardness  of  the  tumor,  intractable  cystitis, 
sloughing  or  ulcerated  tumor,  multiplicity  and 
size  of  tumor;  the  last  contra-indication,  however,  is 
only  a  relative  one.  Multiple  tumors  tend  to  recur 
however  treated;  their  treatment  always  includes 
desiccation,  sometimes  operation;  they  are  very 
rare  in  patients  under  50  years  of  age,  though 
relatively  common  thereafter.  The  Oudin  or 
monopolar  current  is  preferred  to  the  bipolar. 

Complications  of  the  treatment  are  electric  shock, 
neglect  of  the  patient,  grave  infection — two  deaths 
occurred  from  pericystitis — and  haemorrhage. 

Relapse  in  silu  is  extremely  rare  when  a  cystos- 
copy three  months  after  the  last  burn  shows  the 
tumor  to  be  cured.  Relapses  elsewhere  in  the 
bladder  are  most  frequent  during  the  first  year, 
probably  due  to  contact  inoculation,  but  they 
may  occur  later.  Cure  should  be  verified  by  cystos- 
copy at  the  end  of  three  months,  one  year,  and 
three  years  thereafter. 

Warren,  G.  W. :  Some  Details  in  the  Surgical  Treat- 
ment of  Tumors  of  the  Bladder.  Surg.,  Gynec. 
&°  Obst.,  1915,  xxi,  226. 

The  author  urges  that  a  surgical  technique  for 
the  treatment  of  bladder  tumors  be  developed. 
He  deplores  the  too  general  use  of  the  electric 
spark,  his  contention  being  that  the  majority  of 
bladder  tumors  are  malignant. 

The  extraperitoneal  route  is  used  whenever 
possible  and  only  that  amount  of  bladder  is  freed 
from  its  attachment  which  is  necessary  for  complete 
removal  of  the  growth.  The  growth  itself  is  never 
touched. 

The  author  has  designed  a  cup-shaped  clamp  with 
which,  by  placing  the  cup  side  in  the  bladder  and 
its  mate  on  the  outside,  the  growth  is  clamped  off 
and  isolated  from  the  field  of  operation. 

By  this  means  the  bladder  and  contents  can  be 
cleaned  and  freed  from  all  particles  of  new-growth, 
Warren's  contention  being  that  the  recurrences  are 
due  to  infection  of  the  freshly  cut  surfaces  by  small 
particles  and  wandering  neoplasm  cells  of  the  new- 
growth  contained  in  the  bladder  fliiid. 

The  technique  in  handling  the  cut  ureter  varies 
little  from  that  ordinarily  used,  except  that  no 
stitches  are  placed  in  the  ureter  itself  and  the  ureter 
is  freed  from  its  attachments  as  little  as  possible. 

Schapira,  S.  W. :  Gummatous  Ulceration  of  the 
Bladder.     Afn.J.  Urol.,  1915,  xl,  283. 

The  patient,  46  years  old,  contracted  chancre  in 
1897.     In  January,  191 2,  he  had  a  syphiUtic  erup- 
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tion  on  the  chest  and  hands.  He  received  five 
intravenous  injections  of  0.6  salvarsan;  the  Wasser- 
mann  test  was  negative.  In  September,  1914, 
he  complained  of  dysuria,  and  diurnal  polyuria  as 
often  as  every  15  to  20  minutes.  He  lost  30  pounds 
in  five  months;  residual  urine  12  ounces.  Cystos- 
copy disclosed  a  trabeculated  bladder,  an  ulcer 
the  size  of  a  quarter  to  the  left  and  below  the  left 
ureteral  orifice,  a  smaller  one  to  its  right,  and  a 
white,  hard,  glistening  tumor  a  little  way  from  the 
left  ureteral  orifice.  The  Wassermann  test  was 
negative;  an  intravenous  injection  of  0.6  salvarsan 
was  given,  and  a  week  later  the  Wassermann 
test  was  strongly  positive. 

Through  an  operative  cystoscope  the  ulcers  were 
curetted,  and  a  25  per  cent  silver  nitrate  solution 
applied.  A  catheter  was  tied  in  the  bladder 
for  10  days,  the  catheter  being  changed  every 
24  hours.  The  bladder  was  irrigated  daily  with 
a  1:5,000  iodine  solution.  Mercury  in  the  form  of 
inunctions  and  injections  was  given.  After  three 
months'  treatment  the  patient  gained  15  pounds; 
voided  clear  urine;  cystoscopy  showed  normal 
mucous  membrane  except  for  the  trabeculation; 
and  the  Wassermann  test  was  negative. 

H.  A.  Kraus. 

Massey,  G.  B.:  Cancer  of  the  Penis.     Am.  J.  Surg., 
1915,  xxix,  299. 

The  author  describes  the  technique  used  in  two 
cases  as  follows: 

The  first  patient,  aged  50,  was  treated  for  epi- 
thelioma near  the  fraenum,  measuring  2  by  15  cm. 
Six  fine  zinc  needles,  connected  with  the  positive 
pole  of  the  direct  current,  were  inserted  immediately 
beneath  the  growth,  and  a  small  negative  electrode 
pressed  against  the  center  of  the  growth:  a  cur- 
rent of  50  milliamperes  was  gradually  turned  on 
and  maintained  for  52  minutes.  The  after-treat- 
nient  consisted  in  applying  dilute  zinc  oxide 
ointment.  Seven  months  later  there  had  been  no 
recurrence. 

In  the  second  case,  that  of  a  patient  aged  66, 
carcinoma  involved  the  entire  glans  penis,  not  ex- 
tending beyond  the  corona  glandularis.  On  the 
left  side  the  inguinal  gland  was  the  size  of  a  small 
marble.  Under  general  anaesthesia  a  current  of 
300  to  700  milliamperes  was  applied  for  twenty-five 
minutes,  completely  devitalizing  the  growth  up  to 
the  neck  of  the  glans.  The  inguinal  gland  was 
treated  by  passing  electrodes  through  the  skin,  and 
the  negative  pole  on  the  skin  over  the  gland;  a 
current  of  600  milliamperes  was  turned  on  for  ten 
minutes. 

A  portion  of  the  gland  which  was  not  included 
in  the  first  treatment  was  readily  destroyed  by 
a  monopolar  application,  90  milliamperes  being 
used  with  three  needles  for  half  an  hour.  Six 
months  later  there  had  been  no  recurrence.  In 
both  cases  the  tissue  sloughed  without  producing  any 
secondary  haemorrhage  and  without  causing  pain. 

H,  A.  Kraus. 


GENITAL  ORGANS 

Savlni,  C:  The  Treatment  of  Varicocele  with  Sus- 
pension of  the  Testicle.  Urol.  &  Culan.  Rev., 
1915,  xix.  431. 

In  the  operation  for  varicocele  most  commonly 
used  the  excision  of  the  veins  is  considered  the  most 
important  step  and  the  suspension  of  the  testicle 
is  always  imperfect.  The  Italian  operation  is 
founded  on  the  idea  that  in  varicocele  the  enlarge- 
ment of  the  veins  is  due  in  great  part  to  a  relaxation 
of  the  means  of  support  of  the  testicle;  so  great  im- 
portance is  given  to  suspension,  while  excision  is 
advised  only  when  large  varicose  nodes  are  found 
in  the  cord.  Even  then  ligature  and  excision 
should  be  limited  and  partial. 

In  performing  the  operation  the  skin  is  cut  in  the 
direction  of  Poupart's  ligament  for  about  two  inches 
and  the  external  ring  exposed.  The  exposure  of 
the  cord  is  done  with  a  blunt  instrument  and  follow- 
ing the  cord  the  testicle  is  extracted  from  the  scrotum 
by  cutting  the  ligamentum  scrotale  testis,  thus  al- 
lowing plenty  of  play  for  suspension.  The  tissues 
covering  the  cord  are  then  cut  longitudinally  and 
through  this  incision  the  tunica  cremasterica  and 
the  vaginalis  communis  are  detached  with  blunt 
dissection  from  the  two  groups  of  veins  of  the  cord. 
These  veins  are  inspected  and  the  largest  veins  of 
the  pampiniform  plexus  are  isolated,  ligated,  and 
resected.  No  excision  is  done  if  there  is  no  very 
large  or  nodular  vessel.  The  testicle  is  replaced  in 
the  scrotum,  and  the  cremasterica  and  the  com- 
munis vaginalis  are  sutured  to  the  external  ring  of 
the  inguinal  canal  with  two  or  three  stitches  of 
chromic  gut  in  such  a  way  as  to  shorten  the  tunicae 
and  thus  suspend  the  testicle.       C.  R.  O'Crowley. 

Spittel,  R.  L.:    Calculi  of  the  Prostate.    Brit.  M. 

J.,  191S,  ii,  289. 

Spittel  reports  the  histories,  operations,  progress, 
and  conclusions  of  two  cases  of  prostatic  calculi. 

The  first  method  of  origin  is  in  the  substance  of 
the  prostate  gland  itself  with  the  corpora  amylacea 
as  their  basis;  second,  in  pouches  either  congenital 
or  acquired,  which  catch  deposits  from  the  urine;  and 
third,  originating  in  the  kidney  or  bladder,  they 
become  lodged  in  the  prostatic  urethra  secondarily. 

The  diagnosis  in  the  first  case  was  made  by  rectal 
examination,  crepitation,  and  pain.  Through  a 
suprapubic  incision  the  finger  passed  through  the 
bladder  meatus,  aided  by  a  finger  in  the  rectum  12 
faceted  stones  of  various  sizes  were  removed,  and 
drainage  of  the  bladder  and  the  space  of  Retzius 
was  then  instituted.  Due  to  the  pocketing  of  pus, 
a  perineal  drainage  had  to  be  established  eventually 
before  the  case  was  cured. 

Spittel  claims  that  the  diagnosis  of  calculi  of  the 
prostate  would  not  be  difficult  if  one  kept  in  mind 
the  possibility  of  their  occurrence  and  made  routine 
rectal  prostatic  palpation  in  all  genito-urinary  cases, 
which  can  be  confirmed  by  the  passage  of  a  sound  if 
the  stone  projects  into  the  urethra.     The  author 


662 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


also  advises  the  perineal  route  as  the  one  of  choice. 
The  second  case  was  of  twelve  years'  standing, 
the  patient  having  two  urinary  fistula;,  one  a  scrotal 
the  other  a  perineal  and  a  urethrorectal  fistula.  A 
Wheelhouse  operation  was  done,  as  the  bulbous 
stricture  was  an  impassable  one.  On  insertion  of  a 
Wheelhouse  probe  into  the  bladder  a  sensation  of 
grittiness  was  felt  and  by  means  of  a  scoop  46  stones 
were  removed.  The  urethra  was  partially  mobilized 
and  the  deficiencies  left  in  it  by  the  dissection  of  the 
fistula;  were  repaired  with  catgut.  In  this  case 
most  of  the  symptoms  were  due  to  the  strictures 
and  fistula;  rather  than  to  the  prostatic  stones. 

Louis  Gross. 

Tenney,  B.:  Prostatic  Obstruction  without  Hyper- 
trophy.    Surg.yGynec.  &"  Obst.,  1915,  xxi,  206. 

Rectal  examination  in  cases  of  suspected  prostatic 
obstruction  may  be  misleading  unless  the  examiner 
remembers  that  obstruction  may  exist  when  the 
prostate  is  normal  to  rectal  touch.  Tabetic  individ- 
uals may  suffer  from  such  internal  obstructions  and 
may  recover  complete  urination  after  operation. 

The  obstructing  deformity  may  be  developmental 
and  may  appear  in  infancy  or  early  life.  Several  cases 
are  recorded  with  residual  urine  before  the  age  of  40. 

The  symptoms  of  tight  stricture  in  the  membra- 
nous urethra  and  internal  prostatic  obstruction  are 
alike.  If  thorough  dilatation  does  not  relieve  the 
bladder  the  trouble  is  probably  prostatic. 

Only  one-third  of  the  cases  give  a  history  of  a 
previous  gonorrhoea.  If  the  small  hypertrophies  have 
a  bacterial  origin,  other  bacteria  must  be  equally 
irritating  and  more  common  than  the  gonococcus. 

Internal  prostatic  obstructions  are  found  as 
fibrous  rings,  bars,  overhanging  nodules,  general 
fibrosis  of  the  prostate,  and  congenital  malforma- 
tions. Some  of  these  conditions  may  be  properly 
treated  by  a  punch,  and  some  by  galvanocautery. 
The  author  has  used  the  suprapubic  incision  which 
allows  the  complete  removal  of  all  obstructions 
whether  located  at  the  bladder  outlet  or  below,  with 
perfect  control  of  haemorrhage. 

Peterkin,  G.  S.:   Suprapubic  Prostatectomy  Sim- 
plified.   Surg.,Gynec.  b'Obsl.,  1915,  xxi,  106. 

In  discussing  his  simplified  suprapubic  operation 
in    adenomatous   hypertrophy,    Peterkin    describes 


minutely  the  general  and  local  pre-operative  treat- 
ment, technique  of  enucleation,  and  after-treatment. 
He  claims  that  this  operation  can  be  performed 
with  one  assistant  and  with  a  high  percentage  of 
cures  and  a  low  mortality. 

The  pre-operative  treatment  begins  thirty-six 
hours  before  operation  except  in  emergency  cases. 
It  consists  of  sitz-baths,  enemas,  laxatives,  catheter- 
ization, and  washing  of  the  bladder  every  six  hours, 
heat  applied  to  the  bladder  and  perineum  to  reduce 
congestion,  large  quantities  of  water  by  mouth  up 
to  4  p.m.,  and  light  diet. 

Two  hours  before  operation  five  to  six  glasses  of 
water  are  given  and  one  hour  before,  morphine  and 
hyoscine  are  injected  hypodermatically,  followed 
in  one  hour  by  an  injection  of  morphine  to  allay 
excitement.  Peterkin  recommends  spinal  anaes- 
thesia in  practically  all  of  his  cases  and  prefers 
the  stovaine  compound  made  after  Babcock's 
formula.  The  bladder  is  washed,  filled  to  capacity, 
a  Zipzer's  clamp  is  placed  on  the  penis,  the  ab- 
domen is  sterilized  with  soap,  ether,  and  bichloride, 
but  not  with  iodine,  the  knees  are  flexed  and  everted 
so  as  to  place  the  soles  of  the  feet  in  apposition. 
The  author  uses  three  gloves  on  the  left  hand, 
while  the  right  hand  is  left  bare. 

A  transverse  suture  is  passed  through  the  bladder 
wall  and  mucous  membrane,  which  is  used  as  a 
stay  and  guide  suture;  with  the  suture  held  taut,  he 
examines  the  bladder  in  an  uncoUapsed  state;  the 
clamp  is  removed  from  the  penis,  the  index-finger 
of  the  left  hand  is  inserted  into  the  rectum,  the  right 
index-finger  into  the  prostatic  urethra,  and  by 
forcible  dilatation  an  abrasion  is  made  in  the 
urethra  and  the  enucleation  begun.  Peterkin  lays 
great  stress  on  keeping  the  finger  hooked  and  the 
finger-nail  toward  or  into  the  adenomatous  mass, 
to  avoid  the  true  capsule  with  its  venous  plexus. 
He  uses  a  Freyer  drain  pushed  in  far  enough  so 
that  the  bladder  walls  will  come  above  the  lateral 
openings,  yet  permitting  the  base  of  the  tube  to 
remain  some  distance  from  the  bottom  of  the 
bladder. 

The  after-treatment  consists  in  irrigation  every 
four  hours,  removal  of  the  suprapubic  drainage 
with  cessation  of  bleeding,  which  is  usually  within 
12  to  24  hours,  and  on  the  third  day  the  insertion 
of  a  retention  catheter.  Louis  Gross. 
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Todd,  F.  C:  A  Cataract  Incision  Leaving  an  Unde- 
tached  Conjunctival  Flap  with  a  Bridge  of 
Conjunctiva  on  the  Temporal  Side.  Ophlh. 
Rec,  1915,  xxiv,  401. 

This  procedure  is  an  attempt  to  secure  greater 
safety  in  the  cataract  operation  without  the  use  of 
sutures.  After  emphasizing  the  general  desirability 
of  a  conjunctival  flap  and  discussing  the  various 
methods  of  securing  it,  the  author  describes  the 
plan  of  making  an  uncut  bridge  of  conjunctiva  at 
the  temporal  side  rather  than  immediately  above. 
This  location  allows  the  easy  delivery  of  the  lens 
above  and  toward  the  nasal  side,  all  necessary 
manipulations  including  irrigation  of  the  anterior 
chamber  being  done  with  additional  security  in 
unruly  patients.  Todd  lets  the  pointed  end  of  the 
cataract  knife  do  most  of  the  cutting,  turning  the 
handle  downward  so  that  the  pointed  end  com- 
pletes the  incision  in  the  median  line  above  the 
cornea,  and  the  temporal  incision  is  extremely  short. 
The  removal  of  immature  cataracts  is  made  safer 
by  the  thorough  irrigation  of  the  anterior  chamber, 
which  the  author  feels  safe  in  doing  when  the  eye  is 
protected  by  the  bridge  of  intact  conjunctiva. 
Prompt  healing  of  the  incomplete  incision  lessens 
post-operative  infection  and  prolapse  of  the  iris  and 
vitreous.  Emory  Hill. 

HoUoway,  T.  B. :  Annular  Opacity  of  the  Lens  Fol- 
lowing a  Penetrating  Wound  into  the  Vitreous 
Chamber,     Ophth.  Rec,  1915,  xxiv,  404. 

HoUoway  adds  two  cases  to  the  literature,  one  of 
which  is  exceptional  in  that  the  injury  was  received 
posterior  to  the  lens,  and  the  theory  of  Vossius  does 
not  apply;  namely,  that  the  lesion  results  from  an 
indentation  of  the  cornea  forcing  this  structure 
against  the  iris  which  in  turn  transmits  the  concus- 
sion to  the  lens.  The  author's  first  case  received  a 
penetrating  wound  9  mm.  posterior  to  the  limbus  in 
an  upward  and  temporal  direction.  A  wedge- 
shaped  piece  of  steel  with  a  base  4  mm.  square  was 
removed  from  the  vitreous  chamber  by  a  magnet. 
When  seen  one  week  later,  large  geometric  opacities 
were  found  in  the  posterior  cortical  layers  of  the 
lens,  and  anterior  to  these  was  a  typical  Vossius 
ring  consisting  of  punctate  dots,  least  pronounced 
on  the  nasal  side.  This  gradually  disappeared  as 
is  usual.  The  supposition  is  that  increased  tension 
in  the  vitreous  chamber  pushes  the  lens  forward. 
Whether  the  impact  against  the  iris  alone  causes 
the  opacity  or  whether  both  iris  and  lens  must  be 
forced  through  the  anterior  chamber  against  the 
cornea  is  problematical.  Emory  Hill. 


Wood,  C.  A.:  Shrapnel  Wound  of  the  Occipital 
Region  with  Involvement  of  the  Visual  Centers. 

Ophlh.  Rec,  1915,  xxiv,  392. 

The  interest  in  this  case  hinges  upon  the  prognosis 
of  an  optic  neuritis.  A  British  soldier  received  a 
skull  fracture  with  infection  of  the  wound  and  re- 
tention of  a  fragment  of  shell  for  some  weeks.  Some 
convulsive  seizures  occurred,  but  recovery  followed. 
Four  months  after  the  injury,  the  author  found 
normal  central  vision,  slight  contraction  of  the  fields 
for  form  and  colors,  and  a  mild  receding  papillitis 
in  both  eyes.  He  suggests  that  the  vision  may  be 
expected  to  remain  normal  unless  meningitis  is 
responsible  for  the  optic  nerve  lesion,  in  which  case 
some  deterioration  of  vision  will  follow. 

Emory  Hill, 

EAR 

Miller,  F.  E. :  A  Simple  Method  of  Aborting  Middle- 
Ear  Inflammation  and  Infection  Leading  to 
Mastoid  Abscess.     Med.  Times,  1915,  xliii,  249. 

The  author  describes  a  painless,  practical  method 
of  treating  and  aborting  middle-ear  and  mastoid 
complications  in  cases  of  middle-ear  infection  seen 
before  suppuration  has  occurred. 

As  a  preliminary  step  a  sterile  eustachian  catheter 
is  introduced  and  pus  or  infectious  material  aspirated 
from  the  middle  ear.  With  the  patient's  head  upon 
a  pillow,  a  few  drops  of  a  4  per  cent  solution  of  co- 
caine are  dropped  into  the  ear  if  the  tympanum  is 
intact,  2  or  4  hypodermic  tablets  (containing  mor- 
phine, gr.  }i,  atropine,  gr.  Viw  each)  being  dropped 
into  the  cocaine  and  stirred  until  dissolved.  A  piece 
of  sterile  cotton  of  just  sufficient  size  to  go  into  the 
canal  is  loosely  wound  around  a  wooden  toothpick 
and  smeared  with  antiphlogistine  at  a  comfortable 
temperature.  This  application  is  then  carefully 
placed  in  the  ear  and  left  in  situ  for  forty-eight  hours, 
after  which  it  is  washed  out,  affording  relief  from 
all  symptoms.  Ellen  J.  Patterson. 

Hastings,  H.:  Syphilis  of  the  Internal  Ear.  J.Am. 
M.  Ass.,  1915,  Ixv,  607. 

The  author  reports  in  detail  a  case  of  hereditary 
syphilis  of  the  internal  ear,  the  interesting  points  of 
which  are: 

1.  The  hereditary  history;  interstitial  keratitis, 
signs  of  which  remain;  the  appearance  of  the  teeth, 
which  were  markedly  suggestive,  although  not 
absolutely  typical,  of  Hutchinson's  description. 

2.  Rapidly  progressive  nerve  deafness  in  the  left 
ear,  coincident  with  severe  dizziness;  absence  of  bone 
conduction  and  all  sounds  except  loud  conversation; 
partial  return  of  hearing  and  cessation  of  dizziness. 
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3.  Later,  rapidly  progressive  nerve  deafness  in 
the  right  ear,  lilcewise  accompanied  by  dizziness. 

4.  Failure  to  develop  nystagmus  from  rotation 
or  from  hot  or  cold  water  irrigation,  except  with  chin 
or  chest  position. 

5.  The  "fistula  symptom"  in  the  left  ear,  which 
has  been  reported  by  Alexander  as  suggestive  of 
lues  of  the  labyrinth.  Otto  M.  Rott. 

Kyle,  J.  J.:    The  Early  Diagnosis  of  Mastoiditis. 

/.  Am.  M.  Ass.,  1915,  Ixv,  496. 

The  author  makes  a  plea  for  mastoid  operation 
as  soon  as  a  mastoiditis  is  diagnosed,  not  because 
many  cases  will  not  heal  spontaneously,  but  because 
of  the  deleterious  effect  upon  the  hearing  function 
from  an  unoperated  case  of  mastoiditis  and  be- 
cause of  the  spontaneously  cured  case  of  mastoiditis 
being  more  susceptible  to  a  subsequent  attack. 

As  aids  to  the  diagnosis  of  mastoiditis  are  men- 
tioned: (i)  pulsating  discharge,  (2)  fever,  (3)  a 
properly  made  rontgenogram  of  both  mastoids. 

As  to  who  should  operate,  the  author  is  firm  in 
his  conviction  that  only  men  prepared  for  this  work 
by  skilled  preceptors  should  be  permitted  to  under- 
take these  operations.  Otto  M.  Rott. 

Dabney,  V.:    Idiopathic  Mastoid  Abscess.    /.  Am. 

M.  Ass.,  1915,  Ixv,  501. 

By  the  term  "idiopathic  mastoid  abscess,"  the 
author  means  an  abscess  in  the  mastoid  process  of 
the  temporal  bone  without  any  immediately  pre- 
ceding or  accompanying  inflammatory  involvement 
of  the  tympanum. 

While  the  causative  organism  may  gain  access 
to  the  mastoid  via  the  blood  stream,  yet  the  author 
favors  the  view  that  the  causative  organism  begins 
its  journey  in  the  oropharynx,  proceeds  through  the 
tube  to  the  tympanum  without  finding  conditions 
favorable  for  growth  or  without  having  been  virile 
up  to  that  time,  and  finally  arrives  in  the  mastoid 
cells  by  way  of  the  aditus.  Here,  the  blood  supply 
being  poor,  and  the  cavity  practically  a  closed  one, 
the  conditions  are  ideal  for  its  suppurative  activity. 


For  a  case  to  be  truly  one  of  idiopathic  mastoid 
abscess,  there  must  be  no  tympanic  reaction  what- 
ever; no  pain,  discomfort,  "fullness  in  the  ear," 
tinnitus,  autophony  or  impaired  hearing,  slight  but 
perceptible. 

With  these  restrictions  in  view  the  author  has 
critically  examined  the  reports  of  47  cases  from 
36  observers,  and  found  that  only  24  could  meet  the 
requirements  of  his  definition,  while  2  were  doubtful 
and  21  certainly  spurious.  The  author  reports  2 
cases  of  his  own,  making  a  total  of  26  reported  cases 
of  true  idiopathic  abscess.  The  results  of  his  work 
are  shown  in  a  table,  wherein  he  gives  the  reasons 
for  rejecting  the  spurious  cases.        Otto  M.  Rott. 

Moskowitz,  S. :  The  Newer  Therapeutics  in  Otology. 

N.  Y.  M.J.,  1915,  cii,  354. 

The  author  tells  of  his  experience  with  the  use  of 
vaccines  in  purulent  otitis  media,  and  draws  the 
following  conclusions: 

1.  The  stock  vaccine  can  be  used  while  waiting 
for  the  autogenous  vaccine. 

2.  The  kind  of  vaccine  used  (bacteria)  is  deter- 
mined by  the  clinical  history. 

3.  Vaccines  should  be  used  as  early  as  possible 
in  every  case  of  ear  infection. 

4.  If  a  case  has  been  treated  by  a  stock  vaccine, 
and  no  change  has  been  observed  for  the  better,  the 
autogenous  vaccine  should  be  used  at  once. 

5.  All  other  modes  of  recognized  aural  treatment 
should  be  instituted  and  kept  up  during  the  vaccine 
therapy. 

6.  In  very  severe  cases  where  there  is  no  im- 
provement and  the  disease  is  progressive  and  it 
seems  inadvisable  to  wait,  the  appropriate  opera- 
tion should  be  performed. 

7.  Errors  in  vaccine  therapy  may  occur  from  two 
sources:  (i)  Using  the  wrong  vaccine,  or  the  use 
of  poor  and  faulty  smears  for  the  production  of  the 
autogenous  vaccine.  (2)  Using  too  little  vaccine, 
and  not  persisting  with  the  injections  with  the 
regularity  that  the  case  may  require. 

Otto  M.  Rott. 
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Dabney,  V.:  True  Myxoma  of  the  Rhinophatynx; 
Report  of  Two  Gases.  Tr.  Am.  Laryngol.  Ass., 
Niagara  Falls,  1915,  June. 

The  author  reported  two  cases  in  which  sections 
of  the  growth  showed  absolute  absence  of  any  fibrous 
elements. 

In  the  discussion  Smith  said  that  this  must  be 
the  exception  which  proved  the  rule,  as  it  has  been 
definitely  stated  by  histologists  and  pathologists 
that  true  myomata  do  not  occur  in  these  regions. 

Logan  said  that  these  growths  are  more  apt  to 
appear  in  Scandinavians  than  in  any  other  class  of 
patients. 

Dabney  in  closing  said  that  one  of  his  patients 
was  a  German  and  one  an  American.  A  review  of 
the  literature  failed  to  disclose  any  other  report  of 
true  myoma  in  this  region.  Otto  M.  Rott. 

Delavan,  D.  B,:  The  Effects  of  Radio-Activity 
upon     Nasopharyngeal     Fibroma.      Tr.    Am. 

Laryngol.  Ass.,  Niagara  Falls,  1915,  June. 

The  radium  treatment  promises  to  be  a  valuable 
aid  in  the  treatment  of  tumors.  In  the  application 
of  the  radium,  the  parts  to  be  treated  must  be 
exposed  to  the  rays,  and  the  healthy  surrounding 
parts  must  be  protected  from  them.  It  is  not 
necessary  that  the  radium  should  be  introduced 
bodily  into  the  substance  of  the  growth,  as  the  blood- 
vessels of  the  growth  are  more  abundant  near  its 
surface,  and  as  the  rays  penetrate  at  least  a  quarter 
of  an  inch,  the  treatment  is  entirely  effective  in 
profoundly  influencing  the  circulation,  and  thus, 
as  well  as  by  its  effect  upon  the  connective  tissue 
of  the  organ,  causes  a  reduction  in  its  size. 

CoAKLEY  spoke  of  the  favorable  effects  he  had 
noted  in  cases  of:  (i)  epithelioma  of  the  nose;  (2) 
papilloma  of  the  larynx;  (3)  angiofibroma  of  the 
nasal  cavity. 

Freer  thought  that  the  combination  of  surgery 
with  radium  would  be  less  tedious  and  more  satis- 
factory. Otto  M.  Rott. 

Sluder,  G.:  Hyperplastic  Sphenoiditis  and  Its 
Clinical  Relations  to  the  Second,  Third,  Fourth , 
Fifth,  Sixth,  and  Vidian  Nerves  and  Nasal 
Ganglion.  Tr.  Am.  Laryngol.  Ass.,  Niagara  Falls, 
1915,  June. 

The  author  stated  that  the  size  of  the  cavernous 
sinus  rather  than  that  of  the  sphenoid  cell  was  what 
determined  the  close  relationship  of  the  above 
enumerated  nerve-trunks  to  its  bony  wall.  He  spoke 
of  the  striking  difference,  clinically,  between  the 
nerves  in  the  canals  —  maxillary  and  mandibular 


branches  of  the  fifth  and  Vidian  —  compared  to  the 
third,  fourth,  and  sixth,  which  rub  through  the  wide 
gap  of  the  sphenoidal  fissure,  the  former  being  a 
clinical  question  much  more  frequently  than  the 
latter.  The  slow-growing  bone  increase  had  for  its 
clinical  history  long-standing  pain  and  often  very 
slow  progressive  loss  of  vision;  the  cases  of  violent 
headache  and  rapid  loss  of  vision  showed  acute 
ostitis  engrafted  on  the  chronic  process.  The 
clinical  picture  in  the  chronic  cases  arose  from  nar- 
rowing of  the  bony  canals.  Otto  M.  Rott. 

Wilson,  J.  G.,  Coffin,  L.  A.,  Mosher,  H.  P.,  and 
Others:  The  Consideration  of  Pansinusitis 
Exclusive    of    External    Operations.     Tr.    Am. 

Laryngol.  Ass.,  Niagara  Falls,  1915,  June. 

Wilson  spoke  of  the  great  importance  of  the  de- 
fective or  destroyed  ciliated  cells  and  lymphatic 
system  in  favoring  the  occurrence  and  persistence  of 
pansinusitis.  Other  factors  are  narrowing  or  ob- 
struction of  the  ostia  or  nasal  cavity  from  mechan- 
ical causes;  disease  in  the  adjacent  part  of  the  nasal 
cavity  which  has  resulted  in  destruction  of  the  cilia; 
scar  tissue  or  tissue  devoid  of  cilia,  either  from 
disease  or  from  a  nasal  operation. 

Coffin  discussed  the  non-operative  treatment  of 
the  sinuses,  stating  that  he  does  not  think  of  curing 
but  of  arresting  the  process.  Negative  pressure  in 
conjunction  with  autogenous  vaccination  has  been 
followed  by  very  satisfactory  results.  By  means  of 
his  special  apparatus  Cofl&n  applies  suction,  drawing 
mucus  from  the  cavities,  using  in  special  instances 
a  cannula  connected  with  the  suction  apparatus; 
following  this,  air  is  made  to  enter  the  vacuumized 
cavities  under  considerable  pressure,  medicated  by 
a  nebula  of  oil  variously  laden  with  remedial  agents, 
as  Bulgarian  bacilli  or  an  iodine  preparation. 

Mosher  gave  some  observations  upon  the  in- 
tranasal exenteration  of  the  ethmoidal  labyrinth  in 
pansinusitis,  prefacing  his  remarks  by  a  description 
of  the  fundamental  anatomical  points.  He  then 
mentioned  Hajek's  and  Ballenger's  operation,  follow- 
ing with  a  detailed  description  of  his  own  method, 
as  follows: 

The  anterior  end  of  the  middle  turbinate  is  first 
removed.  The  initial  plunge  of  the  curette  into  the 
ethmoidal  labyrinth  is  made  at  the  extreme  upper 
part  of  the  middle  turbinate  and  a  little  farther  back- 
ward. If  the  curette  does  not  readily  break  into 
the  labyrinth,  it  should  be  carried  a  little  higher  and 
a  little  farther  back.  Once  in  the  labyrinth  the 
curette  is  turned  and  swept  forward  untU  it  strikes 
the  posterior  surface  of  the  ascending  process  of 
the  superior  maxilla.  Then  it  is  turned  so  that  it 
faces  posteriorly,  and  by  backward  and  downward 
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sweeps,  the  uniform  process,  the  ethmoidal  bulla 
and  its  cells  arc  opened.  Fragments  are  removed 
by  a  small  round  tonsil  punch.  The  nasofrontal 
duct  is  then  probed  and  enlarged  by  sounds  and 
rasps;  if  the  probe  slipped  upward  along  the  poste- 
rior border  of  the  ascending  process  of  the  superior 
maxilla  does  not  find  the  sinus,  it  is  carried  back- 
ward to  the  limit  of  the  roof  of  the  operated  cavity 
and  brought  forward  with  the  point  turned  outward. 
Only  as  a  last  resort  should  the  point  be  turned  in- 
ward. This  completes  the  first  stage  of  the  opera- 
tion. 

In  the  second  stage,  the  head  of  the  patient  is 
held  so  that  the  cribriform  plate  is  level.  The 
curette  is  then  plunged  through  the  attachment 
of  the  middle  turbinate  and  carried  backward  to  the 
outside  of  the  middle  and  superior  turbinates  to  the 
front  wall  of  the  sphenoidal  sinus.  The  face  of  the 
curette  is  then  turned  downward  and  the  bowl  and 
shaft  forced  through  the  bottom  of  the  ethmoidal 
labyrinth.  The  middle  turbinate  is  then  left  hang- 
ing by  its  posterior  and  is  snared  off.  The  round 
tonsil  punch  now  removes  any  remaining  portion 
of  the  inner  wall  of  the  labyrinth  posteriorly,  which 
is  obsciiring  the  nasal  face  of  the  front  wall  of  the 
sphenoid.  Finally,  the  inner  surface  of  the  os  pla- 
num is  curetted  from  behind  forward,  and  the  area 
is  packed  over  night. 

Freer  discussed  the  opening  of  the  frontal  sinus 
through  the  nose  by  beginning  with  the  severing  of 
the  anterior  attachment  of  the  middle  turbinate  or 
with  resection  of  its  anterior  half,  if  necessary.  If 
needed  the  uncinate  process  is  cut  away  with  the 
Freer's  sharp  septum  elevators  to  expose  the  bulla 
ethmoidalis  fully  to  view.  With  a  ring  curette 
whose  edge  is  directed  forward  and  obliquely  up- 
ward and  inward  against  the  bottom  of  the  bulla, 
the  bulla  is  entered  and  the  curette  is  made  to  sweep 
away  the  anterior  ethmoid  cells  from  the  bulla  for- 
ward and  upward  to  the  ascending  process  of  the 
superior  maxillary  bone,  and  if  possible,  to  the 
sinus  floor,  breaking  through  the  latter  and  entering 
the  sinus  behind  the  crista  nasalis  interna.  If 
the  sinus  floor  proves  too  hard  to  give  way  to  the 
curette,  an  especially  devised  probe  curette  is  passed 
through  the  sinus  ostium  after  the  way  through  it 
has  been  found  by  an  ordinary  probe,  and  the  probe 
curette  is  made  to  cut  its  way  out  of  the  sinus 
through  the  ethmoid  cells  under  the  orbital  plate 
of  the  frontal  bone,  thus  enlarging  the  ostium  poste- 
riorly so  that  a  larger  curette  of  the  same  form  may 
be  passed  up  into  the  sinus  to  clear  away  all  of  the 
cell  remnants  under  the  orbital  plate  and  in  the 
pathway  down  into  the  nose  from  the  sinus,  this 
pathway  lying  between  the  lamina  papyracea  of  the 
ethmoid  bone  and  its  turbinal  wall. 

Shambaugh  reported  two  cases  of  chronic  pan- 
sinusitis associated  with  systemic  infection.  In  one 
case  an  attack  of  acute  articular  rheumatism  oc- 
curred, which  disappeared  after  the  opening  of  a 
large  posterior  ethmoid  cell  and  the  neighboring 
sphenoid  sinus.     In  the  other  case  a  severe  chronic 


arthritis  involving  every  point  in  the  body  occurred 
as  the  result  of  a  severe  acute  articular  rheumatism 
which  followed  an  acute  exacerbation  of  the  long- 
standing sinusitis. 

In  the  discussion  Smith  presented  an  instrument 
which  creates  a  vacuum,  and  while  there  is  a  vacuum 
injects  lactic  acid  bacilli.  The  syringe  is  loaded 
with  lactic  acid  bacilli  in  a  solution  of  argyrol, 
enzymol,  or  any  other  preparation.  Subacute  and 
chronic  cases  have  all  been  improved. 

Hubbard  claimed  the  mucosa  would  not  stand 
more  than  three  to  four  pounds  of  negative  pressure, 
haemorrhage  resulting  if  more  were  employed. 

Swain  spoke  highly  of  CoflSn's  method. 

Barnhill  has  had  good  results  from  Mosher's 
method  which  he  says  is  safer  than  some  of  the 
others. 

Richardson  said  that  in  the  Mosher  operation 
there  was  danger  of  entering  the  antrum  unless  one 
is  very  cautious  in  making  the  downward  stroke. 

Ingals  said  that  with  his  own  method  he  obtained 
go  per  cent  better  results  in  the  chronic  cases,  but 
in  the  acute  cases  the  Mosher  operation  was  admir- 
able. 

Coffin  stated  that  he  used  a  chisel  instead  of  the 
curette  as  advised  by  Mosher.  He  makes  an  up  and 
down  incision  with  the  chisel,  then  bears  upward 
toward  the  median  line  and  at  that  point  introduces 
Luc's  forceps.  After  three  bites  he  can  look  into 
the  sphenoid. 

Casselberry  uses  the  Mosher  method,  but  he  has 
had  trouble  in  getting  through  the  turbinal  plate. 

Otto  M.  Rott. 

THROAT 

Heller,  I.  M.:   Acute  Infectious  Inflammations  of 
the  Throat.     N.  Y.  M.  J.,  1915,  oil,  406. 

Under  this  heading  the  author  groups  such  ap- 
parently different  diseases  and  names  as  angina, 
angina  ludovici,  Vincent's  angina,  tonsillitis  (erythe- 
matous, follicular,  parenchymatous,  exulcerating, 
cedematous,  erysipelatous,  phlegmonous,  and 
abscess),  peritonsillitis,  pharyngitis,  and  laryngitis 
(acute  and  erysipelatous),  submucous  laryngitis, 
oedema  of  glottis,  etc.,  and  the  pseudomembranous 
group.  Instead  of  the  above  being  considered  as 
distinct  and  separate  affections  they  belong  etiologi- 
cally,  pathologically,  and  clinically  close  together, 
if  they  are  not  absolutely  identical. 

With  the  exception  of  the  Klebs-Loefl9er  bacillus 
of  diphtheria  and  the  bacillus  of  Plaut- Vincent, 
observers  have  thus  far  failed  to  discover  any  specific 
germ  to  be  the  invariable  cause  of  the  affections 
mentioned  above.  Other  important  factors  in  the 
bacteriological  field  are  the  colon  bacillus,  pneumo- 
coccus,  staphylococcus,  streptococcus,  and  some 
others. 

Twenty  years  ago  Semon  claimed  that  the  above 
affections  were  one  and  the  same  disease,  differing 
not  in  kind  but  in  location  and  degrees  of  virulence. 
His   conclusions   at  that  time,  which  the  author 
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quotes,  were  that  the  various  forms  of  acute  inflam- 
mation of  the  throat  and  neck,  hitherto  considered 
as  so  many  essentially  different  diseases,  arc  in 
reality  pathologically  identical,  i.e.,  the  same 
morbid  process  not  necessarily  caused  by  the  same 
germ;  that  they  merely  represent  degrees,  varying 
in  virulence,  of  one  and  the  same  process;  that  the 
question  of  their  primary  localization  and  subse- 
quent development  depends  in  all  probability  upon 
accidental  breeches  of  the  protecting  surface  through 
which  the  pathogenic  micro-organism  which  causes 
the  subsequent  events  finds  an  entrance;  and  that  it 
is  absolutely  impossible  to  draw  at  any  point  a 
definite  line  of  demarcation  between  the  purely 
local  and  the  more  complicated,  or  the  purulent 
and  oedematous  forms. 

The  similarity  of  the  morbid  processes  is  shown 
by  several  factors: 

1.  They  all  exhibit  the  same  local  manifestations 
in  the  clinical  and  pathological  sense.  The  disease 
may  assume  one  of  four  types:  (i)  the  catarrhal 
types,  (2)  the  pseudomembranous  type,  (3)  the 
serous  exudative  or  oedematous  form,  (4)  the  cellular 
exudative  or  infiltrating  form  resulting  in  either  a 
phlegmon  or  an  abscess. 

2.  They  all  display  the  same  general  symptoms: 
(i)  fever,  (2)  leucocytosis,  (3)  anaemia,  (4)  enlarged 
spleen,  (5)  kidney  irritation,  (6)  depression  of 
nervous  system,  (7)  bacteraemia,  septicaemia,  and 
pyaemia. 

3.  In  all  there  is  more  or  less  sudden  onset, 
frequently  with  a  chill,  local  pain  and  tenderness, 
and  difficulty  in  swallowing. 

As  regards  treatment,  scarification  and  incisions, 
compresses,  rest  and  supportive  measures,  and 
the  use  of  antistreptococcic  serum,  are  advised. 
Caution  is  urged  against  the  use  of  a  general  anaes- 
thetic. Otto  M.  Rott. 

Makuen,  G.  H, :  The  Surgical  Anatomy  of  the  So- 
called  Capsule  of  the  Faucial  Tonsil.     Tr.  Am. 

Laryngol.  Ass.,  Niagara  Falls,  1915,  June. 

Makuen  stated  that  what  is  called  the  capsule  of 
the  tonsil  is  only  a  part  of  the  intrapharyngeal 
aponeurosis,  as  is  also  the  plica  triangularis  or  plica 
tonsillaris,  and  that  the  operation  usually  performed 
is  not  a  complete  extracapsular  tonsillectomy,  as 
that  would  imply  a  resection  of  the  aponeurosis 
down  to  and  exposing  the  superior  constrictors. 
On  the  contrary,  only  that  portion  of  the  aponeuro- 
sis which  is  adherent  to  the  tonsil  is  removed. 

Casselberry  said  that  it  was  simply  a  matter  of 
terms  and  not  technique,  the  same  operation  being 
called  intracapsular  by  one  and  extracapsular  by 
another.  He  would  retain  the  conception  of  the 
tonsillar  capsule  as  it  is  easily  separated  from  the 
remainder  of  the  aponeurosis. 

Wilson  could  not  understand  how  the  author 
could  call  the  part  of  the  covering  of  the  tonsil  which 
comes  from  the  aponeurosis  of  the  muscle  a  part 
of  the  capsule  of  the  tonsil;  the  capsule  of  the  tonsil 
being  normally  very  thin. 


Shamhaugh  likewise  di<i  not  agree  with  the  view 
of  the  author  relative  to  the  thickness  of  the  capsule 
and  the  adherent  condition  of  the  tonsil  to  capsule 
in  old  age. 

Swain  stated  that  if  the  tonsil  is  dissected  out  in 
the  cadaver,  it  is  found  that  there  is,  in  a  child,  a 
very  slight  line  of  demarcation  where  the  covering 
of  the  tonsil  ends  and  the  posterior  pharyngeal  wall 
membrane  begins. 

Barnhill  said  that  he  had  observed  a  large 
number  of  tonsils  which  demonstrated  that  there  is 
an  external  capsule  which  is  connected  with  the  deep 
tissues  of  the  neck  and  another  which  has  nothing 
at  all  to  do  with  this. 

Coffin  said  that  his  conception  of  the  tonsil 
with  its  capsule  was  that  it  was  somewhat  like  a 
tangerine  with  its  peel.  The  outside  skin  can  be 
easily  removed  without  the  fibrous  covering  just 
over  the  pulpy  part.  This  fibrous  covering  being 
the  capsule  of  the  fruit  and  not  the  outside  rind. 

Sluder  asked  if  there  was  a  delimiting  membrane 
which  bore  the  crypts  at  one  end;  also,  if  there  was 
a  fibrous  delimiting  membrane  which  covered  the 
posterior  construction  and  pillars,  or  if  the  crypt  was 
open  on  its  lateral  aspect  or  closed  by  an  envelope. 

Makuen  replied  that  it  was  closed  by  a  very  thin 
membrane.  If  that  were  uniformly  the  case  his 
technique  would  be  ideal;  if  it  be  not  the  case,  the 
turning  of  the  blade  does  not  remove  the  last  call 
of  lymphoid  tissue,  in  which  event  it  is  not  a  success. 

In  closing,  Makuen  said  that  he  used  the  term 
intracapsular  tonsillectomy  because  no  distinction 
had  been  made  between  the  true  capsule  and  this 
membrane  to  which  it  is  so  closely  attached  at  times 
that  it  seems  to  be  a  part  of  the  capsule  itself.  He 
objects  to  the  use  of  a  sharp  instrument  because  it  is 
so  easy  to  penetrate  this  membrane. 

Otto  M.  Rott. 

Richardson,  C.  W.:  Tonsillectomy  in  the  Adult; 
Is  There  Justification  for  Doing  so  Many  In- 
discriminate Tonsillectomies  for  Remote  In- 
fections? Tr.  Am.  Laryngol.  Ass.,  Niagara  Falls, 
1915,  June. 

The  author  called  attention  to  the  fact  that  there 
are  a  number  of  focal  sources,  other  than  the  tonsils, 
which  cause  general  infection,  and  decried  the 
practice  of  blaming  tonsils  for  it  all. 

He  doubted  that  there  was  any  necessity  of  re- 
moving the  tonsils  except  in  unusual  cases,  where 
there  was  no  evidence  of  disease  or  tenderness  or 
hypertrophy,  wherein  there  was  general  infection, 
simply  for  the  purpose  of  correcting  such  a  condition. 
He  also  disapproved  of  the  removal  of  tonsils  in 
cases  where  there  was  simply  the  history  of  a  previ- 
ously existing  case  of  tonsillitis  preceding  general 
infection  and  where  the  tonsUs  seemed  absolutely 
normal  at  subsequent  inspection.  Cases  w-ere  cited 
to  prove  his  contention. 

Swain  admitted  that  many  tonsils  were  removed 
unnecessarily,  and  said  that  any  method  which 
would  lead  to  some  way  of  estimating  quickly  and 
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acclirately  as  to  whether  a  tonsil  should  or  should 
not  come  out,  would  be  of  tremendous  advantage. 

Makukn  believes  that  good  drainage  and  removal 
of  the  possibility  of  infection  can  often  be  secured  by 
local  attention  to  crypts  instead  of  by  tonsillectomy. 

Casselbkrry  said  that  he  was  unable  to  decide 
that  a  tonsil  was  not  diseased  simply  because  he  did 
not  see  any  pus  or  detritus,  and  if  such  is  not  found, 
one  should  look  elsewhere. 

Hubbard  spoke  of  the  work  of  Price  of  Cleveland 
relative  to  finding  the  specific  germ  around  the 
teeth  which  is  causing  the  systemic  infection.  By 
cultures  certain  teeth  were  excluded  and  the  diseased 
root  was  located.  Hubbard  thinks  by  this  method 
we  should  be  able  to  determine  whether  the  tonsil 
is  at  fault  or  not. 

LoEB  said  that  it  was  not  easy  to  know  when  the 
tonsil  was  at  fault  and  if  no  other  source  of  infection 
could  be  found  the  tonsils  should  be  removed. 

Logan  spoke  of  the  influence  of  lymphoid  tissue 
at  the  vault  of  the  pharynx  in  causing  systemic 
infection. 

Shambaugh  thinks  we  can  tell  pretty  accurately 
whether  or  not  a  tonsil  is  at  fault  by  the  history 
and  by  close  inspection.  If,  however,  the  tonsil 
looks  healthy  and  there  is  no  history  pointing  to  the 
tonsil  as  a  source  of  the  infection,  he  would  take  out 
the  tonsil,  but  only  after  the  internist  had  carefully 
excluded  all  other  foci. 

Freer  stated  that  he  did  not  consider  the  tonsil 
the  cause  of  infection  if  there  was  no  lymphatic 
involvement.  Shambaugh  replied  that  glandular 
infection  had  nothing  to  do  with  systemic  infection. 

Otto  M.  Rott. 

Mayer,  E.:  The  Early  Recognition  of  Cancer  of 
the  Upper  Air  Passages.  Am.  J.  Surg.,  19 15, 
xxix,  251. 

The  author  reviews  the  question  of  the  early  rec- 
ognition of  cancer  in  the  upper  air  passages,  and 
devotes  considerable  space  to  the  fact  that  an  early 
operation  in  these  cases  is  the  only  chance  that  the 
patient  has.  He  says  that  there  are  certain  symp- 
toms of  early  cancer  in  each  of  the  different  localities 
of  the  nose  and  throat  by  which  a  diagnosis  can  be 
made  at  an  early  enough  period  to  lend  hope  for  a 
successful  outcome  of  an  operation.  For  instance, 
in  the  nose  the  early  symptoms  are  usually  ob- 
struction accompanying  ordinary  catarrhal  con- 
ditions. When  the  case  has  progressed  so  far  that 
there  is  marked  pain  or  evidence  of  tumor  formation 
in  the  nasal  passages,  it  certainly  indicates  that  the 
disease  has  originated  in  one  of  the  sinuses,  and 
extended  thence  into  the  nasal  chambers.  This 
condition  is  usually  too  far  advanced  for  a  successful 
outcome  to  be  hoped  for. 

Cancer  of  the  tongue  and  pharynx  may  be  rec- 
ognized in  ample  time  to  secure  successful  results 
by  surgery,  and  it  is  well  known  that  intrinsic  cancer 
of  the  larynx  usually  gives  ample  warning  by  cough, 
hoarseness,  and  radiating  pain,  when  one  is  edu- 
cated to  read  such  warning. 


Perhaps  the  best  results  obtained  by  operation 
on  cancer  on  any  part  of  the  body  are  those  secured 
by  early  operation  on  intrinsic  cancer  of  the  larynx. 

George  M.  Coates. 

Hubbard,  T.:    Papilloma  of  the  Larynx.     Tr.  Am. 

Laryngol.  Ass.,  Niagara  Falls,  1915,  June. 

Five  cases  presenting  complications  and  neces- 
sitating special  features  of  surgery  and  general 
treatment  were  reported.  The  first  case  was  like  a 
papilloma  but  was  diagnosed  microscopically  to 
be  an  epithelioma.  Two  tumors  removed  at 
different  periods  were  pronounced  malignant. 
Treatment  was  removal  by  forceps,  followed  by 
cauterization,  made  thorough  by  means  of  a  fene- 
strated intubation  tube  whereby  the  crystals  of 
trichloracetic  acid  were  rubbed  into  the  base  without 
injury  to  the  sound  mucosa.  No  recurrences 
have  been  reported  to  date,  now  about  12  years 
since. 

The  second  case  presented  asthma  as  a  complica- 
tion. 

Two  cases  of  papilloma  in  children  were  reported, 
and  both  had  emergency  tracheotomy. 

The  last  case  was  a  papilloma  of  the  larynx  in 
an  adult  operated  upon  thoroughly  about  six  times 
in  one  year,  with  active  recurrence  each  time.  The 
case  was  finally  cured  by  the  use  of  neck  massage. 
The  author  believes  that  massage  accomplishes 
precisely  what  is  aimed  at  in  the  tracheotomy. 
Normal  nutrition  is  restored  and  normal  functional 
activity  maintained.  This  method  is  urged  in 
connection  with  timely  operative  measures,  even 
in  young  children,  in  preference  to  tracheotomy 
and  prolonged  rest.  In  the  discussion  Clark  stated 
that  he  did  not  believe  that  leaving  a  tracheotomy 
tube  in  place  for  a  long  period  hindered  the 
restoration  of  the  function  of  the  larynx.  He  urges 
the  use  of  the  indirect  method  of  laryngoscopic 
examination,  which  is  the  better  method  for  adults. 

Thrasher  advised  telling  the  patient  that  the 
operation  would  probably  have  to  be  repeated, 
especially  if  the  patient  be  under  16  years  of  age. 
He  is  doubtful  about  the  advisability  of  massage. 

Barnhill  prefers  to  open  the  larynx  so  that  he 
can  see  what  he  is  doing.  He  believes  Lynch 's 
method  will  prove  successful  because  it  is  largely 
in  the  open. 

Smith  also  spoke  highly  of  Lynch's  method. 

Coffin  spoke  of  the  value  of  radium. 

Mayer,  speaking  on  the  etiologic  phase  of  the 
question,  stated  that  he  had  had  two  cases  in  adults 
working  in  tunnels  and  breathing  compressed  air. 

Crosby  Greene,  Jr.,  stated  that  he  did  not 
think  that  Lynch's  method  w'ould  be  sufiicient 
unless  the  immunity  of  the  patient  had  been 
established. 

Swain  spoke  of  good  results  secured  by  sprajdng 
the  surface  with  alcohol. 

Lynch  stated  that  of  the  16  cases  in  which  he  had 
operated  by  dissection  with  suspension,  there  had 
been  no  recurrence.  Otto  M.  Rott. 
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Butler,  R.:  History  of  a  Tumor  of  the  Pharynx 
Eventually  Terminating  in  Sarcoma.     Tr.  Am. 

Laryngol.  Ass.,  Niagara  Falls,  1915,  June. 

At  first  the  tumor  disappeared  after  inunctions 
and  protiodidc  of  mercury  treatments.  An  almost 
fatal  recurrence  was  relieved  by  iodide  of  potassium, 
mercury,  and  neosalvarsan.  In  two  other  recur- 
rences the  X-ray  treatment  was  used  in  addition  to 
mercury,  iodide  of  potassium,  and  neosalvarsan. 
The  Wassermann  reaction  was  weakly  positive  at 
first  and  the  luetin  reaction  positive.  The  first 
microscopical  examination  suggested  syphilis;  the 
second  small  round-cell  sarcoma.  The  autopsy 
showed  small  round-cell  sarcoma  with  beginning 
metastasis. 

Richards  said  that  a  certain  number  of  sarcomata 
of  the  upper  air  tract  seem  to  spontaneously  disap- 
pear, or  to  be  influenced  by  remedies  which  it  hardly 
seems  possible  would  have  any  curative  effect. 

Leland  spoke  of  a  cure  of  lymphosarcoma  of  the 
neck,  by  the  use  of  Coley's  fluid.  Smith  cited  a 
case  of  cure  with  Coley's  fluid.  Swain  spoke  of 
having  both  good  and  bad  results  with  Coley's  fluid. 

Otto  M.  Rott. 

Hill,  W.,  Grant,  J.  S.,  Moore,  I.,  and  others:  Re- 
port of  the  Laryngological  Section  of  the  Royal 
Academy  of   Medicine,   London,   1915.     Proc. 

Roy.  Soc.  Med.,  1915,  viii,  Laryngol.  Sect.,  loi. 

Hill  presented  a  case  of  a  man,  aged  55  years, 
who  had  a  malignant  growth  the  size  of  a  walnut 
at  the  left  base  of  the  tongue  with  secondary  in- 
volvement at  the  angle  of  the  jaw.  Treatment  with 
radium  bromide  resulted  in  almost  complete  dis- 
appearance of  the  growth. 

Grant  reported  a  case  of  a  nose  bent  conspicu- 
ously to  the  left  treated  by  submucous  resection  of 
the  septum  with  rotation  through  half  a  circle  of  the 
cartilage  on  its  anteroposterior  axis,  so  that  any 
"spring"  tended  to  incline  the  nose  to  the  right. 
The  incision  was  sewed  up  and  the  result  was  very 
satisfactory. 

Moore  reported  a  case  of  a  boy,  aged  16,  with 
a  nasopharyngeal  fibroma  measuring  1.5  inches  by 
1.25  inches  which  was  removed  through  the  mouth. 
The  growth  was  sessile,  attached  by  a  broad  fibrous 
base  to  the  basisphenoid  and  occipital  bones,  with  a 
prolongation  extending  to  and  firmly  attached  to  the 
spheno-ethmoidal  recess  of  the  left  naris.  He  also 
reported  a  case  of  a  man,  aged  42  years,  with  a 
growth  filling  the  upper  two-thirds  of  the  right  an- 
trum extending  into  and  occluding  the  middle  mea- 
tus and  the  right  side  of  the  nasopharynx.  The 
microscopic  examination  of  a  specimen  from  the 
antral  growth  showed  it  to  be  of  a  chronic  inflam- 
matory nature.  The  Wassermann  reaction  was 
negative.  He  reported  a  case  of  malignant  stricture 
of  the  oesophagus  in  which  dysphagia  was  relieved 
by  the  insertion  of  a  feeding  tube  so  that  the  patient 
could  swallow  soft  food,  with  the  result  of  a  gain  of 
several  pounds  in  weight. 


Spicer  reported  the  case  of  a  woman,  aged  70 
years,  with  a  growth  in  the  postnasal  space,  grayish 
in  color,  the  surface  rough  and  cauliflower-like  in 
appearance,  which  blocked  the  nasal  fossa;  and 
could  easily  be  seen  from  the  mouth  by  lifting  the 
soft  palate.  The  growth  was  removed  under  co- 
caine anaesthesia;  microscopic  examination  showed 
it  to  be  lymphosarcoma. 

Jewell  showed  a  specimen  from  a  child,  22 
months  old,  who  had  a  coin  in  the  oesophagus  just 
below  the  sternoclavicular  articulation  for  ten  days. 
It  could  not  be  removed  by  a-sophagoscopy  on 
account  of  it  being  embedded  in  the  posterior  wall 
of  the  oesophagus.  The  child  died  on  the  thirteenth 
day,  both  sides  of  the  oesophagus  being  perforated. 
Major  Sir  William  Milligan  and  Major 
Westmacott  reported  their  experience  in  treating 
injuries  to  the  nose,  sinuses,  and  throat,  incidental 
to  war.  They  were  impressed  with  the  comparative 
immunity  from  septic  complication  of  many  of  the 
injuries  of  the  face  and  neck,  due,  in  part  to  the 
absence  of  clothing  in  these  regions  and  consequent 
non-contamination  of  the  wound  with  portions  of 
uniform,  soiled  underwear,  earth,  manure,  etc., 
and  also  to  the  fact  that  in  many  cases  the  tracts  of 
infection  communicated  with  the  external  air  by 
way  of  the  nasal  passages,  mouth,  larynx,  etc.,  a 
circumstance  unfavorable  to  anaerobic  infection 
of  discharges  from  the  wound. 

In  injuries  to  the  nose  and  nasopharynx  the  im- 
mediate anxiety  is  to  arrest  haemorrhage,  and  the 
remote,  how  best  to  restore  function  and  appear- 
ance by  some  form  of  plastic  operation. 

Where  a  projectile  or  piece  of  shrapnel  has  be- 
come deeply  embedded  in  the  bony  framework  of  the 
face,  nose,  or  that  portion  of  the  vertebral  column 
corresponding  to  the  epipharynx,  pharynx,  or  hy- 
popharynx;  when  its  position  has  been  accurately 
located  by  radiography;  and  when  there  is  neither 
troublesome  haemorrhage  nor  evidence  of  sepsis  it 
is  considered  best  to  leave  it  alone,  and  with 
repeated  clinical  and  radioscopic  examinations 
to  ascertain  if  it  is  remaining  quiescent. 

Injuries  to  the  larynx  have  been  rare,  but  one 
class  of  cases  which  differs  from  the  type  of  pro- 
jectile injury  is  injury  to  motor  and  sensory  nerve- 
tracks  coming  under  the  heading  of  "warfare 
neuroses."  There  is  no  paresis  of  the  adduct6rs,  as 
in  hysterical  aphonia,  but  there  is  a  total  inability  to 
put  the  cords  in  motion,  due  to  a  sudden  arrest  of 
those  volitional  impulses  necessary  to  speech. 

TiLLEY  reported  two  cases  of  functional  aphonia 
following  the  bursting  of  a  shell  in  close  proximity 
to  the  patient,  treated  by  a  moderate  intralaryngeal 
faradic  shock. 

In  the  discussion  on  functional  aphonia  the 
general  consensus  of  opinion  was  that  all  cases 
should  be  carefully  examined  for  pathological  con- 
ditions in  the  nose,  nasopharynx,  or  accessory 
sinuses,  and  for  tuberculosis  of  the  larynx  or  chest. 

Ellen  J.  Patterson. 
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